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Nutrition is key to unlocking every child’s potential. 
Well-nourished children are better equipped to 
fend off diseases; they do better in school; and 
they grow up to become more productive 
members of society. A growing body of research 
underlines the crucial importance of nutrition in 
the first 1,000 days of a child’s life (i.e. from 
conception until the child attains two years of 
age). The nutrition provided during this period is 
critical for optimum cognitive and physical 
development of the child. Tata Trusts recognizes 
the importance of the 1,000-day window and 
utilizes it to prevent under-nutrition among infants. 

Thus, through its Urban Nutrition Initiative (UNI), 
Tata Trust has entered into a unique public-private 
partnership with Committed Communities 
Development Trust (CCDT) along with Rajmata 
Jijau Mother and Child Health and Nutrition 
Mission (RJMCHNM), to improve maternal and 
child health and nutrition in Maharashtra. 

UNI has strengthened the existing Government-run  
Integrated Child Development Services (ICDS) 
program in eight high-burden Urban ICDS projects 
across four districts of Maharashtra, in an effort to 
reduce malnutrition in these project areas. 

The program is based on the premise of 'optimal 
results with minimum resources' and over the last 
three years, has reached 32,258 children in the age 
group of 0-2 years, 12,383 pregnant women and 
12,338 lactating mothers.  

UNI enabled government service providers such as 
Anganwadi workers to deliver better ICDS services 
through ongoing training, continuous handholding 
and support provision. The program has 
strengthened 846 Anganwadi centers across 
Maharashtra and trained 1,145 Anganwadi 
workers.  Simultaneously, it has worked to build 
the community’s demand for ICDS services by 
enhancing community awareness of services 
offered through ICDS,  as well as creating Mothers’ 
groups to monitor the quality of services delivered 
and ensure the accountability of service providers.
 
As India strives towards Sustainable Development 
Goal 2—ending hunger—a shared responsibility 
across all levels of government and sectors of 
society is required. It is only through such 
collaborative efforts that we as a country can 
deliver against national nutrition targets and 
ensure a well-nourished future of women and 
children. UNI is a demonstration of a successful 
collaboration among varied stakeholders.

We at Tata Trusts are committed to ensuring that 
every child not only survives, but also thrives. That 
has to start right from a child’s early years with the 
right kind of nutrition. We are optimistic that by 
working together we can give children across the 
country ‘the best possible start’.

THE
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Few challenges facing the global community 
today match the scale of malnutrition, a 
condition that causes an estimated 45% of 
deaths of children under age five. The 
developmental, economic, social, and medical 
impact of the global burden of malnutrition are 
serious and lasting, for individuals and their 
families, for communities and for countries. In 
India, nearly every third child is undernourished – 
underweight (35.7%) or stunted (38.4%) and 21% 
of children under-five years are wasted as per 
NFHS 4 (2015-16).

It is an established fact nationally and globally, 
that malnutrition in the first two years of life 
negatively impacts the physical and cognitive 
development of children, eventually leading to 
irreversible damage. The first 1,000 days — the 
period during a women’s pregnancy and the 
child’s first two years of life — represent a crucial 
window of opportunity to prevent malnutrition. 
Thus, with the focus on 1,000 days Urban 
Nutrition Initiative (UNI) was initiated in March 
2015 as a low-cost, Public Private Partnership 
(PPP) between Rajmata Jijau Mother and Child 
Health and Nutrition Mission (RJMCHNM), TATA 
Trust and Committed Communities 
Development Trust (CCDT). 

CCDT has led the consortium comprising of four 
field NGOs (Amhi Amchya Arogyasathi, 
VACHAN, FMCH and ISSUE) working in the area 
of Maternal and Child Health and Nutrition with 
technical support from UNICEF.

UNI leverages the existing government system 
of ICDS across eight high-burden ICDS projects, 
with high prevalence of malnutrition, covering 
districts of Mumbai (Khar & Santacruz E), 
Nashik, Nagpur, Malegaon and Thane (Bhiwandi- 
Nizampur) in Maharashtra to focus specifically 
on reducing malnutrition. UNI has built the 
capacity of existing 1145 Anganwadi workers 
across these 846 Anganwadi Centers in the ICDS 
project in Maharashtra. The program is based on 
the premise of 'optimal results with minimum 
resources' and over the last three years has 
reached out to 32,258 children in the age group 
of 0-2 years, 12,383 pregnant women and 12,338 
lactating mothers.
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2: Enhancing Demand Generation for ICDS 
Services 
The program has made the community aware of 
what services are offered through ICDS thus 
building their capacity to access as well as 
generate demand for services. Furthermore, in 
order to build the community’s ability to monitor 
the quality of services delivered, UNI formed and 
trained mothers’ groups for each Anganwadi 
center. Mothers’ groups, supervise distribution 
of Take Home Ration (THR) and monitor the 
quality of meals, ensure that anthropometric 
measurements are taken on a monthly basis, 
referrals are made for immunization—thus 
ensuring that Anganwadi centers function at an 
optimal level. A total of 490 mother groups have 
been formed across the program.

3. Home Visits and Counseling for Child Rearing 
and Feeding 
The initiative focused on preventing malnutrition 
through constant vigilance and identification of 
those most at-risk, such as at risk pregnant 
women and lactating mothers, Severely Acute 
Malnourished (SAM) children, Moderately Acute 
Malnourished (MAM) children or children who 
show growth faltering. Focused intervention was 
imparted which included home-based 
counseling of mothers and other care givers — 
on healthy dietary practices during pregnancy 
and lactation, exclusive breastfeeding, nutrition 
during illness and immunization and other 
optimal Infant and Young Child Feeding 
practices.

1. Strengthening ICDS
UNI has built the capacity of Anganwadi 
workers to deliver better services through 
training programs and assisting them in 
conducting nutrition demonstrations, home 
visits and anthropometric measurements. 
Ongoing discussion, involvement and support 
of the CDPOs, Supervisors have been of 
strategic value to catalyze this process. 
Properly trained and supported, Anganwadi 
workers along with project personnel have 
served as indispensable resources for 
home-based nutrition counseling and practical 
support to mothers on breastfeeding and 
complementary feeding.

5. Referrals 
Timely and appropriate referrals—made for critical 
cases of high-risk Pregnant Women and SAM 
children—have been crucial to averting 
life-threatening situationS and preventing maternal 
and child mortality. A total of 1718 SAM children  
were identified and referred to NRCs for Medical 
Nutrition Therapy (MNT).    

6. Enhancing Maternal Health and Nutrition 
Effective strategies that enhanced maternal health 
and nutrition included regular assessment of 
nutrition status, counseling on diet and care, 
promoting early registration, antenatal care and 
postnatal checkups, IFA and calcium 
consumptionas well as referral for supplementary 
feeding in case of under-nutrition. Early 
identification and tracking of high-risk pregnant 
women and lactating mothers ensured that they 
receive adequate care and support during this 
critical time period. Community organizers also 
worked extensively to build family support for 
those at-risk, encouraging participation and 
support of male members or fathers from these 
families in enhancing the health of women at-risk.

4. Growth Promotion and Monitoring 
Program staff namely Community organizers 
identify and track all children aged 0-2 years and 
monitor their growth, as well as facilitate line 
listing of those with faltering growth patterns. 
Through the program, Anganwadi workers are 
trained to take and diligently record accurate 
anthropometric measurements, and share them 
with family members who are often not aware 
that their young infant is slipping into 
malnutrition. More intensive care was given to 
those children who are identified as SAM or 
MAM—including referrals to Nutrition 
Rehabilitation Centers (NRC), home-based 
nutrition counseling, etc

The UNI model ensures that the community is at 
the center of both demanding for services and 
ensuring these are effectively delivered. UNI also 
works together with existing government 
machinery and renders these services more 
effective. By deploying these two 
approaches—partnering with existing government 
machinery and deploying community-based 
monitoring mechanisms—the model is rendered 
sustainable and low-cost.

UNI has successfully adopted
six interventions to curb malnutrition:
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Few challenges facing the global community 
today match the scale of malnutrition, a 
condition that causes an estimated 45% of 
deaths of children under the age of five.  
Malnutrition results from the interaction of 
poor-quality diets,  and poor-quality health 
and care environments and behaviors.  
Globally, approximately 155 million children 
under-five suffer from stunting. These 
children begin their lives at a marked 
disadvantage: they face learning difficulties 
in school, earn less as adults, and face 
barriers to participation in their 
communities.  In 2016, nearly 52 million 
children under five were wasted and 17 
million were severely wasted.

Malnutrition in India

Although declines in India’s child 
under-nutrition rates have accelerated since 
2006, these faster developments are still 
well below the rates of progress needed to 
achieve the global nutrition targets. Within 
the State of Maharashtra, only 8.5% of 
children aged 6-23 months receive an 
adequate diet.  Research indicates that close 
to 35% of children under-five are stunted, 
25.6% are wasted, 9.4% are severely wasted 
and 36% are underweight. Severely 
undernourished children, especially those 
who belong to marginalized and 
disadvantaged communities are at risk of 
poor growth and development (psycho, 
social and cognitive), mortality and 
morbidity.

Nearly every third child in India is 
undernourished – underweight (35.7%) or 
stunted (38.4%) and 21% of children 
under-five years are wasted as per NFHS 4 
(2015-16). An intergenerational cycle of 

under nutrition is often perpetuated, with a 
high incidence of babies born with low birth 
weight, more susceptible to infections, more 
likely to experience growth failure, reflected 
in high levels of child under nutrition and 
anemia. This intergenerational cycle of 
under nutrition is accentuated by multiple 
deprivations related to poverty, social 
exclusion and gender discrimination. 
Nutrition vulnerabilities are compounded by 
differences in socio-economic status and 
vary by vulnerable community groups.

Window of Opportunity

The period during pregnancy and a child‘s 
first two years of life are considered a critical 
window of opportunity for prevention of 
growth faltering. Around two thirds of 
malnutrition-related deaths are due to 
inappropriate caring and Infant and Young 
Child Feeding practices, and occur in the first 
year of life (WHO). Recent anthropometric 
data from low-income countries confirms 
that the levels of under-nutrition increase 
markedly from three to 24 months of age. 
Acute malnutrition in children is usually 
most prevalent among the age group 6-23 
months. In India, by the age of 18-23 months, 
58% of children have stunted growth due to 
under nutrition. Furthermore, the period from 
birth to about 36 months is a critical period 
in early childhood development for 
stimulating positive cognitive development, 
particularly in settings where ill health and 
under-nutrition are common. Taking full 
advantage of this window of opportunity, 
State Nutrition Missions in India focus on the 
1,000-day post-conception period in order to 
improve child nutrition.
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BUILDING
A LOW-COST,

PRIVATE-PUBLIC
PARTNERSHIP
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Consortium of Implementing NGO 
Partners

In April 2015, CCDT organized a State 
Consultation on Public Private Partnership 
(PPP) to mitigate urban Malnutrition.  At this 
consultation the idea of initiating a consortium 
modelled on a P-P-P was mooted. CCDT was 
subsequently asked to lead the consortium. 
Following several meetings with Ms. Vandana 
Krishna (Former Principal Secretary and 
Director General of the State Nutrition Mission) 
and other likeminded NGOs, the consortium 
took shape. Twenty high-burden Urban ICDS 
projects in Maharashtra were identified basis an 
ICDS report (Government of Maharashtra). 

Initially the plan was to work with 15 AWCs in 
each of the identified project areas. However, 
meetings with Tata representatives led to the 
decision to also ‘saturate’ one urban ICDs block 
in each of the identified districts where it was 
feasible. Meetings were held with Rajmata Jijau 
Mother and Child Health and Nutrition Mission 
(RJMCHNM) and NGO representatives to agree 
on the high burden project areas, basic 
approach and content. Additionally, a video 
conference was held with all 104 urban CDPOs, 
NGOs and MOHs to secure buy-in from the 
project functionaries/NGOs and MOHs. The 
response was positive. These discussions 
further clarified expectations from both NGOs 
and the Government partners, the content, 1000 
day protocols — and established the need to 
work together towards a common goal to 
reduce malnutrition in children amongst the 
most vulnerable population. Subsequently, 
CCDT facilitated an NGO consultation with 
implementing partners where further clarity was 
provided on the program content, expectations, 
the need to work with mutual trust and budgets 

amongst other key issues—and CCDT selected 
four large project partners post this 
consultation. 

In March 2015, CCDT entered into a low-cost, 
Public Private Partnership (PPP) with 
RJMCHNM and TATA Trust — to reduce 
malnutrition rates in high-burden Urban ICDS 
projects across Maharashtra. Over the last three 
years, CCDT has led this consortium comprising 
four field NGOs (Amhi Amchya Arogyasathi, 
VACHAN, FMCH and ISSUE, working in the area 
of Maternal and Child Health and Nutrition to 
implement this ‘Urban Nutrition Initiative’ across 
eight high-burden Urban ICDS projects — with 
technical support from UNICEF. 

UNI, a pilot project, was implemented in two 
phases of 18 months duration each, at seperate 
locations.

UNI Objectives

By working with high-burden urban ICDS 
projects the UNI program aimed to reduce 
malnutrition by reducing the percentage of 
Severely Acute Malnourished (by 2%) and 
Moderately Acute Malnourished (by 4%) 
children aged 0-2 years within selected ICDS 
projects over three years. UNI seeks to 
demonstrate a low-cost sustainable model by 
working alongside ICDS functionaries and 
sharing their workload—thus reducing 
duplication of efforts. Based on the premise of 
optimum results with minimum resources, this 
model employed one Community Organizer to 
oversee 5-6 Anganwadi centers, and in this 
manner a large-scale program, covering 846 
Anganwadi centers, was implemented with 
marginal resources.

Rajmata Jijau Mother and Child 
Health & Nutrition Mission 
(RJMCHNM)

The Integrated Child Development Services  
(ICDS) program was introduced in 1975 
nationally to address maternal and child 
health and nutrition. Maharashtra has 104 
urban ICDS projects that provide six different 
services: supplementary nutrition services, 
nutrition and health education, pre-school 
non-formal education, immunization, and 
health check-up and referral services. Hence, 
preventing malnutrition is only one of the 
diverse objectives of ICDS. As a result, ICDS 
functionaries tend to focus on the 3- 6 years 
age group, and the much younger age group 
of 0-2 years, and even before that to the 
period of pregnancy, are unreached. 

Consequently, the RJMCHNM Mission was 
set up to focus on advocacy regarding the 
importance of the first 1000 days, acting as a 
‘Think tank” and to give policy inputs to the 
Government regarding evidence-based 
interventions, achieving convergence 
between different departments with the 
common objective of reducing malnutrition. 
A full-time Nutrition Mission brings the focus 
back to the role of the family, i.e. the mother 
or guardian, which is much more important 
than the role of the government in providing 
an extra meal. This is primarily because 
children under two need mostly mothers' 
milk, and specially prepared complementary 
food that can only be prepared at home. They 
also need special care that can only be 
provided at home and not in the Anganwadi.
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Program Location

UNI has reached 846 Anganwadi 
centers across eight high-burden 
ICDS projects, with high prevalence 
of malnutrition, covering districts 
of Mumbai (Santacruz-Khar (E)), 
Nashik, Nagpur, Malegaon and 
Thane (Bhiwandi) in Maharashtra. 
Over 32,258 children aged 0-2 
years and 24,721 pregnant women 
and lactating mothers were 
reached through various program 
interventions, including home 
visits, growth monitoring, Mata 
Melavas, nutrition demonstrations, 
mothers’ groups meetings, health 
markers days,  and immunization 
drives.

PROJECT
OUTREACH

Nagpur
303 Centers

154 Centers
Malegaon

30 Centers

140 Centers
Thane

Nashik

Mumbai

846
Anganwadi Centers

Covered

1,145
Anganwadi Workers

Trained (AWWs)
219 Centers

478 AWWs 

155 AWWs 

34 AWWs 

280 AWWs 

198 AWWs 

FIGURE 1
Area-wise Program Outreach: 
Anganwadi Centers covered 
and Anganwadi Workers trained
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Primary Target Audience

Given that the health and nutrition of 
Pregnant Women (PWs) and Lactating 
Mothers (LMs) are key factors in 
reducing malnutrition of children, 
at-risk PWs and LMs within selected 
ICDS projects were the primary target 
audience. These include PWs and 
LMs that had not received adequate 
ANC services, are anemic, have high 
BP and/or edema of the feet and face.

FIGURE 2
Area-wise Program Outreach: 
Pregnant Women and 
Lactating Mothers reached

Nagpur

Malegaon

Thane

Nashik

Mumbai

12,383
Pregnant Women 

Reached

12,338
Lactating Mothers 

Reached

4,759

2,271

3,821

457

1,075

4,791

1,715

4,161

416

1,255

PROJECT
OUTREACH

UNI Program Report, 2018  | 11 UNI Program Report, 2018  | 12 



Nagpur

Thane

Nashik

Mumbai

32,258
Children 0-2 years

Reached

12,437 Children

Malegaon 8,569 Children

1,247 Children

3,689 Children

6,316 Children

1,998

4,587

Children Reached

 
Children Reached

Severe Accute 
Malnourished (SAM)  

Moderate Accute
Malnourished (MAM)  

568 SAM 1,251 MAM

898 SAM 1,338 MAM

257 SAM 581 MAM

105 SAM 120 MAM

170 SAM 1,297 MAM

Another primary target group are children 
aged 0-2 years, as well as SAM, MAM and 
children at-risk of malnutrition. Children 
were identified through anthropometric 
measurements, edema of the feet and 
chronic illness. Additionally, children who 
look visibly wasted, who had not been 
weighed at birth or at all, who had not 
received exclusive breastfeeding and who 
did not receive adequate complementary 
feeding were also targeted through this 
intervention.

FIGURE 3 - Area-wise Program Outreach: 
Children aged 0-2 years (SAM & MAM )

Secondary Target Audience

Anganwadi Workers and Community 
Organizers are the first point of contact 
between the primary target audience and 
the public health system. Given the key role 
that they play in identifying 
SAM/MAM/at-risk children and at-risk 
pregnant women and lactating mothers,  
UNI conducted training and capacity 
building programs for this audience 
segment. Another Secondary Target 
Audience segment includes other 
caregivers in the family including husbands 
and in-laws, as well as the community at 
large, who collectively play an important 
role in enabling the health of pregnant 
women and lactating mothers, supporting 
optimal breastfeeding and adequate 
complementary feeding, as well as 
preventing and identifying malnutrition in 
children aged 0-2 years.
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SUCCESSFUL
INTERVENTIONS

EMPLOYED

04
While malnutrition can manifest in multiple 
ways, the path to prevention is virtually 
identical: building the capacity of frontline 
workers; enhancing uptake of service 
delivery; optimal breastfeeding in the first 
two years of life; nutritious and safe 
complementary foods in early childhood; 
anthropometric measurements and line 
listing babies born with low birth weight; 
adequate maternal nutrition before and 
during pregnancy and lactation; and referrals 
to Nutrition Rehabilitation Centers in cases 
of severe acute malnutrition. These key 
ingredients  can deliver a world where 
children are free from all forms of 
malnutrition. UNI successfully incorporated 
the implementation of these interventions 
detailed below:

Ideally, community-based programs and 
activities should build upon existing health 
and nutrition programs, to avoid creating 
new and separate or parallel structures, and 
thereby duplicating efforts. Existing 
government programs afford useful entry 
points for intervention. Hence, UNI works 
through and with the existing ICDS 
machinery to focus specifically on reducing 
malnutrition of children aged 0-2 years. UNI 
focused on building the capacity of 
Anganwadi workers to deliver better services 
through offering training programs and 
assisting them in conducting nutrition 
demonstrations, home visits, and 
anthropometric measurements. When 
properly trained and supported, Anganwadi 
workers serve as indispensable resources 
for home-based nutrition counseling and 
practical support to mothers on 
breastfeeding and complementary feeding.  
Thus, building capacities and conducting 
supportive supervision of these frontline 
community workers was a key intervention 
implemented to reduce the prevalence of 
malnutrition in project areas. 

Intervention 1: 
Strengthening ICDS 
(and Frontline Workers)
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Enhancing Maternal Health and 
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“Initially when the project began I had 
my doubts, I was worried that the 
program staff would take my work 
away. However all my apprehensions 
were put to rest during the joint 
meeting facilitated by the CDPO and 
UNI team. At this meeting, they 
clarified the objectives of this 
partnership and the supportive role 
that the NGO staff would play in 
enhancing our outreach and 
strengthening our work with children 
aged 0-2 years.

We went through several training 
programs and interactive workshops, 
facilitated by UNICEF and Rajmata 
Jijau Mother and Child Health and 
Nutrition Mission, as well as the 
partner NGOs. These training 
programs have strengthened my 
understanding of malnutrition, the 
importance of the first 1000 days, 
growth monitoring and promotion 
(GMP), illness management, 
immunization, importance of hygiene, 
seven food groups, breast feeding, 
complementary feeding and the 
importance of antenatal and postnatal 
care. I’ve received such valuable 
information through this program, and 
this knowledge has infused a renewed 
sense of confidence. 

With the support of the Community 
Organizer, I started hosting mothers’ 
group meetings. We facilitated 
interactive discussions between 
pregnant women and lactating 
mothers, and gave them an 
opportunity to ask questions and clear 

their doubts. We found that when 
women shared their challenges in a 
group setting, they learned from each 
other. They began to look to me as a 
resource and mentor—and I was able 
to put the knowledge I had gained 
through the training sessions to good 
use. I also learned to fix dates for 
weighing children, and mothers from 
my area would proactively come to 
weigh their babies and started to track 
the weight gain of their child.  Earlier, 
we had to remind women to come for 
this weighing activity and visit their 
homes to persuade them. But through 
the UNI program, I learned to employ 
some helpful techniques that 
simplified my work.

Though the journey began with 
apprehensions, I now understand the 
vital role that we as Anganwadi 
workers play in reducing malnutrition 
particularly in the first 1,000 
days—beginning from pregnancy up to 
the child’s second year of life. I feel 
capable of influencing the health of 
mothers and their children—and they 
now look to me as a resource in the 
community—this is a wonderful 
feeling. UNI master hain sab ka. Pehle 
itna response nahi milta tha, par aab 
log samne se jankari puchte hain. Mere 
andar utsah nirman ho gaya, kaam 
karne ki chahat aa gayi (UNI has been a 
great teacher. Community members 
have transformed from passive 
recipients to proactive seekers of 
information and services. I feel 
empowered to take my work to greater 
heights).”

BUILDING 
THE CAPACITY

OF ANGANWADI
WORKERS Savita Tembulkar, Anganwadi worker  

Vakola, Mumbai 
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Intervention 2: 
Enhancing Demand
Generation for ICDS Services

Anganwadi Centers (AWCs) are already 
overburdened with numerous challenges 
and while ICDS was meant to be an outreach 
service, the most vulnerable populations are 
excluded from its services.  Consequently, 
children under two years of age, pregnant 
and lactating mothers and communities at 
the periphery of the AWCs — such as 
migrant workers — tend to get excluded. 
Moreover, community members are often 
unaware of the services offered through 
ICDS and their right to access such services. 
It is therefore imperative to build the 
community’s demand for ICDS services by 
making them aware of what services are 
offered through ICDS and build the 
community’s ability to supervise and access 
services delivered. 

UNI worked to form and train mothers’ 
groups for each Anganwadi center, to 
supervise ICDS service delivery and ensure 
accountability of service providers. By 
empowering community women to access 
government schemes like the Integrated 
Child Development Services (ICDS), UNI 
ensures that Anganwadi centers function at 
an optimal level. Mothers’ groups  supervise 
the distribution of Take Home Ration (THR) 
and monitor the quality of meals, ensure 
that anthropometric measurements are 
taken on a monthly basis—thus holding 
each Anganwadi worker accountable for 
quality and timely service delivery. 
Moreover, community organizers 

demonstrated how THR could be used to 
make a variety of recipes, thus encouraging 
the uptake of this provision. Members of 
mothers‘ groups were encouraged to taste 
various recipes during their visits to 
Anganwadi centers and learned how to 
prepare nutritious meals during these visits.

Besides monitoring services, 
mother-to-mother support groups in the 
community are also an effective strategy to 
enhance maternal and child health. 
Pregnant women and lactating mothers 
benefitted from sharing common 
challenges and effective strategies with 
each other. These support groups thus 
provided a platform for shared learning and 
community support.

Through the UNI program 490 Mothers’ 
Groups have been created across project 
areas till date.

Mothers’ Groups
“The Anganwadi center at Mahatre chawl in 
Devji Nagar, Bhivandi where I live initially did 
not function due to a lack of space. When 
the UNI program began, a Community 
Organizer came door to door, inviting us to 
join a Mothers’ Group. At first, I didn’t see 
the value of such a group, and felt like my 
time was better spent finishing household 
chores. But gradually, as I attended a few 
meetings, I realized that other mothers 
shared similar concerns, as I did, about their 
children’s health. The Anganwadi worker 
and Community Organizer, held informative 
sessions for us, on food groups and 
nutrition—and I began to try out some of 
their nutritional recipes at home. I 
immediately noticed an improvement in the 
weight gain of my youngest child. 

As other mothers in the area started to 
benefit from these sessions, we felt the 
need to rent a space in the community for 
an Anganwadi center. Our mothers’ group 
jointly worked to set up this Anganwadi 
center and we actively began to connect 
pregnant women in our community to the 
center. We noticed that pregnant women 
and mothers relied on us for information on 
healthcare services, nutrition and illness 
management—so we became a link 
between these women and the Anganwadi 
worker. We even went door to door with the 
Anganwadi worker initially, to promote 
immunization in the community. 

In 2017, when Anganwadi workers were on 
a strike for a month, our mothers‘ group 
took the initiative to ensure that the children 
coming to the Anganwadi center continued 
to get cooked meals, and have their height 
and weight measured—and during this 
period we even accompanied pregnant 
women to hospital for registration and 
checkups. 

Several years ago, when I was pregnant with 
my first child, I didn’t know anything about 
nutrition and the importance of my own 
health during pregnancy. I didn’t have 
access to other mothers or a support group 
during this crucial time. I eventually lost that 
baby on account of poor health, and I was 
very disturbed for several years, post my 
miscarriage. Now, as I see young mothers 
and first-time pregnant women come to our 
Mothers’ Group meetings, I feel a deep 
sense of responsibility towards them. That’s 
why I’ve taken on the role of ‘President’ of 
our mothers’ group. I know that through our 
discussions and interactions, the health of 
several unborn children is being secured.”

— Rama Vadalkonda, Mothers’ Group 

Member and President, ICDS no. 102, 

Bhiwandi.  
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Immunization saves millions of lives and 
is widely recognized as one of the world’s 
most successful and cost-effective health 
interventions. As per WHO reports, 
Immunization averts an estimated 2 to 3 
million deaths every year from diphtheria, 
tetanus, pertussis (whooping cough), and 
measles; however, an additional 1.5 
million deaths could be avoided if global 
vaccination coverage improves. 

During a registration survey, Ila Heena, a 
UNI Community Organizer, came across 
14-month-old Afreen Khan (name 
changed) living in the Kunchi Kurve slum 
of Kalina in Mumbai who hadn’t been 
immunized for Measles or been given the 
required Vitamin A dosage. 

Afreen’s mother, 26-year-old Rizwana 
Khan, initially refused to immunize Afreen, 
because she felt that her child kept very 
poor health and didn’t need these 
vaccines. Rizwana, like many others in the 
project areas, held certain 
misconceptions about 
immunization—namely that vaccines 
further compromised the health of 
children; only healthy children could 
withstand the effect of vaccines; 
immunization was a government attempt 
to sterilize minority communities and 
therefore all vaccines should be avoided. 

Given these entrenched misconceptions, 
Rizwana was initially very hostile towards 
the Community Organizer and refused to 
even acknowledge Ila during household 
visits. Ila continued her outreach efforts, 
and after three months of persistence, 
Rizwana eventually agreed to bring her 
daughter to a weighing session. During 
this session, she asked the Community 

Organizer, what she could do to improve 
the health of her daughter, who was 
constantly ill with fever or a cold. Ila, 
shared nutrition-related information with 
Rizwana and emphasized the importance 
of building Afreen’s immunity through 
completing her routine immunization and 
giving her the required dose of Vitamin A.

During these interactions, Ila learned that 
Rizwana’s resistance to immunization 
was actually due to an incident in the past, 
when Afreen developed high fever and a 
gaath (abscess) post immunization. Ila, 
explained how vaccines are safe, and that 
most vaccine reactions are usually minor 
and temporary—such as a sore arm or 
inflammation or a mild fever. She 
emphasized that the benefits of 
vaccination greatly outweigh the risks 
that the disease can cause if not 
vaccinated. Moreover, Ila explained the 
correlation between children continually 
falling sick and failure to achieve their 
optimal growth and development. Ila 
shared the immunization schedule with 
Rizwana, and its role in building immunity 
against preventable diseases.

These sessions convinced Rizwana, and 
Afreen was immunized for  all her pending 
doses: Measles, MMR, DPT and Polio 
Booster, along with Vitamin A. Rizwana 
shares, “Mein peeche ho gayi aur use sui 
nahi dilayi tuo usko zindagi bhar problem 
reh jayagi aur who aage nahi bud payage 
(If I take a backseat and do not immunize 
my daughter then she will continue to 
have health complaints and fail to grow 
and develop well).”   

FIGURE 4
Percentage of children who completed 1st 
booster till two years of age.
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BASELINE ENDLINE
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78.29%
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68.59%

96.38%
94.39%

100%

52.39%
55.70%

Over all trends are encouraging across all project areas. 
Nagpur –A and Mumbai showed better improvement than other project areas. 
In Thane, the resistance towards improvement was greater. 
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“I never wanted a second child as we 
didn’t have enough food for even one 
child”. Rupa Baagdi (name changed) 
stays with her family in Valmeeki basti at 
Santacruz in Mumbai. She is 22 years old 
and has one child. 

Reena Hogani, the Community Organizer 
of that area registered her case for 
high-risk intervention when Anganwadi 
worker of ICDS No. 181 noticed that 
Rupa’s health was at risk and that she 
was not even registered at the hospital.

Rupa’s husband had recently met with an 
accident and was homebound because 
of which he lost his job. It was then that 
Rupa came to know that she was already 
five months pregnant. She was 
devastated as she already had a 
nine-month-old child and they were 
completely dependent on her in-laws 
who taunted her over an additional 
mouth to feed. Frustrated over the 
circumstances, Rupa did not pay 
attention to her health.  She weighed 
merely 45 kgs but on account of her 
financial condition, Rupa was not able to 
purchase enough food for even one 
healthy meal a day.

During home visits, Reena emphasized 
the importance of antenatal care and 
hospital registration for a safe delivery. 
She convinced Rupa that for the sake of 
her first-born child, she needed to 
maintain good health. Initially, Rupa and 
her 9-month-old child would wait for 
Rupa’s mother-in-law to prepare a meal, 
in order to eat, given their financial 
situation. However, the Community 
Organizer informed Rupa about the 

availability of Take Home Ration (THR) 
through the Angandwadi center. Rupa 
was at first reluctant to use the THR 
because she didn’t know how to prepare 
meals from the mixture. The Anganwadi 
worker shared various recipes with Rupa, 
and explained the nutritive content of 
THR and its importance for both mother 
and child. Rupa and her child began to 
relish the taste of THR kheer, ladoos, 
puris. 

“I was filled with relief when I first 
received THR for myself and my child. I 
needed it the most; It became our 
breakfast, and in times of need, even our 
mid-morning snack. At times I even 
requested for an additional packet. I like 
my sukdi (THR) mixed with milk and 
sugar. Not only is it tasty and very simple 
to prepare but it also gives me the 
required energy to begin my day. I started 
to gain some weight. By 9 months, I 
gained 11 kgs. During follow up visits, 
Reena didi and the Anganwadi didi 
congratulated me and would always 
encourage me to eat healthy and ensure 
that I did not miss my IFA and calcium 
tablets. Even today, my breakfast is made 
from THR that I take from the Anganwadi 
center.” Due to these unceasing efforts, 
Rupa delivered a full term healthy girl 
child of 2.9 kgs in her ninth month of 
pregnancy in the hospital. “I am very 
thankful to both the didis who informed 
me about all the available services. Take 
Home Ration (THR) helped me to survive. 
Otherwise, I would have not delivered a 
healthy child.”

INCREASED
DEMAND FOR

TAKE HOME
RATION
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Intervention 3: 
Home-Visits and 
Counseling for Child 
Rearing and Feeding

Preventing malnutrition requires constant 
vigilance and identification of those most 
at-risk, such as children between 0-6 
months, children who have never been 
weighed, are ill, are SAM/MAM or show 
growth faltering. 

Home visits allow community organizers 
and health providers to understand the 
nutrition/dietary intake of a given family, 
identify and refer high-risk pregnant and 
lactating mothers, as well as counsel and 
follow up with those at risk. Home-based 
nutrition counseling for mothers and other 
caregivers—on healthy dietary practices, 
exclusive breastfeeding, nutrition during 
illness, immunization and other optimal 
Infant and Young Child Feeding 
practices—is another effective strategy to 
preventing malnutrition among children. 
These sessions help to dispel myths 
related to childcare and rearing practices, 
and encourage practices that enhance the 
health and nutrition of both mother and 
child. Thus, community organizers track 
those identified as at-risk of malnutrition 
during monthly home visits and ensure 
adherence to optimal Infant and Young 
Child Feeding practices. These visits are 
especially crucial to monitoring caregiving 
during illnesses and promoting best 
practices for illness management. 

BREASTFEEDING
INITIATION

BASELINE ENDLINE
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Percentage of children with early initiation of breastfeeding 
(within 1 hour of birth) 

Percentage of children exclusively breastfed  for six months 

65.28%70.56%
82.88%

88.21%

37.43%
49.79%

66.77%

92.01% 95.64%
97.08%

50.61%

20.96%

FIGURE 5
Pre and Post-implementation data on 
breastfeeding across project areas

5.1: Early Initiation of Breastfeeding
Thane project shows the greatest  
improvement post project intervention. 

5.2: Exclusive Breastfeeding 
With the exception of Thane, trends 
across project areas show an 
improvement post intervention. 
Approximately half of the children below 
six months are breastfed in Mumbai.
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“The air was filled with bamboo dust 
and finer bamboo threads that are 
produced while making bamboo 
baskets. Sitting in the midst of it was a 
tiny girl almost skin and bone. She could 
barely move. The sight immediately 
alarmed me,” recalls Apurva Katkar, UNI 
Community Organizer. 

Further exploration led Apurva to 
understand that the girl was 
16-month-old Reena Mane (name 
changed) whose mother would leave 
her alone outside the house, while she 
was away at work. The Community 
Organizer’s fears were confirmed on 
taking Reena’s anthropometric 
measurements, the girl was found to be 
severely acute malnourished (SAM). 

Reena’s mother was a domestic worker 
and had to leave for work early in the 
morning and would only return home 
late in the evening. While her mother 
was away, Reena’s two older siblings 
and her mother’s sister who lived in the 
neighborhood cared for her. When the 
Community Organizer visited Reena’s 
home in Kunchi Kurve slum community 
(Kalina) she discovered that the family 
was raising chickens in the house itself 
and the floor was littered with their 
droppings. The chickens and the 
children lived and played in the same 
area. The clothes worn by children were 
not clean and the food remained 
uncovered in one corner of the house.

When the Community Organizer 
explained to Reena’s mother how 
critical her child’s health was and 
insisted that she receive immediate 
medical intervention, Reena’s mother 
shared that she worked all day and 
didn’t have time to take her daughter to 
a medical facility. However, after several 
home visits, Reena’s mother began to 
understand the severity of her 
daughter’s poor nutrition and health. 

She shares, “Reena was 16 months old 
but she did not have enough energy to 
even chew food. She barely walked and 
would keep sitting most of the time. It 
was at this time that I realized the effect 
of my negligence. I was so terrified. 
Both the Community Organizer and the 
Anganwadi Worker accompanied me to 
the hospital, explained what I needed to 
do—nutrition, sanitation and most of all 
my attention and care—to help my 
daughter catch up. Agar tai nahi milti tuo 
meri bacchi chaal bhi nahi pati. Mera 
naasib aacha tha ki mujhe tai mil gayi 
(had it not been for the Community 
organizer and Anganwadi worker my 
daughter may not have even walked. I 
was lucky to get the necessary 
guidance).” 

The Anganwadi worker and Community 
Organizer accompanied Reena’s mother 
to the Nutrition Rehabilitation 
Treatment Center at Chota Sion 
Hospital and helped initiate Medical 
Nutrition Therapy (MNT) for Reena. 
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g Over time, the Community Organizer convinced 
Reena’s mother to keep the chickens outside the 
home and to spend some time every morning 
sweeping the floor, bathing the children, cooking 
breakfast and covering the food. Through 
home-based nutrition counseling sessions, 
Reeena’s mother learned to make the MNT 
mixture more palatable by mixing it in dal, rice or 
applying it over chapatti and serving it as a roll. 
She also learned what nutrients could be 
purchased within her daily budget and started to 
prepare sheera, upma, poha and eggs for 
breakfast. She shares, “Tai gave me some tips 
on how to nutritionally-enhance the food by 
adding leafy vegetables to dal. I realized that 
purchasing locally available fruit such as 
bananas cost me the same amount as ‘pungli’ 
(cylindrical hollow deep fries), and I immediately 
switched to fruits. As Reena’s health became my 
priority, I gave up two of my part-time jobs and 
would come back home in the afternoon and 

cook fresh food. These changes are not limited 
to Reena alone. Today I have the confidence to 
visit the hospital on my own. Whenever needed, I 
take Reena for a health checkup and also for 
monthly weighing as it helps me to keep track on 
my child’s growth.” Reena is now gaining weight, 
running around and playing — a marked 
difference from the time when she could barely 
even stand up.

COMPLEMENTARY FEEDING (AFTER 6 MTHS)

BASELINE ENDLINE

23.60%

87.44%

100%97.07%97.16%

83.46%87.86%
93.26%

45.62%

58.64%

FIGURE 6
Percentage of children aged 7 months  
introduced to complementary feeding
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Thane project area has shown a marked improvement in Complementary feeding practices. 
In Nagpur A and Mumbai, slightly more than half of the children received complementary 
feeding from the age of 7 months. 



Illness Management
FIGURE 7
Percentage of children aged 0 - 6 months who were given 
appropriate feeds during illnesses

FEEDS DURING ILLNESSES

ORS DURING DIARRHEA
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Yejukala Gajbhiye, a UNI Community Organizer 
recalls how Asha Tamasvade’s (name changed) 
mother was registered in her fourth month of 
pregnancy. She resided in the locality of ICDS 
no. 204 in the Samarth Nagar slum area of 
Nagpur. She was a high-risk pregnant woman 
with Hb at 8 gm/dl, and in her early 20s. During 
her seventh month she had sudden bouts of 
vomiting and abdominal pain, after which she 
was immediately hospitalized and delivered 
Asha who was premature and barely weighed 
1400 gms. The child had blood coming out of 
her mouth and could not suckle at all. Asha was 
diagnosed as ‘at-risk’ and placed in a Neonatal 
Intensive-Care Unit. Asha’s mother was advised 
to immediately start kangaroo mother care. In 
Kangaroo Care, just as the kangaroo carries its 
young one in its pouch, the baby is carried by the 
mother with maximum skin-to-skin contact 
(with a cloth draped over the baby’s back) and 
frequent breastfeeding.

Asha’s mother recollects, “I started to practice 
Kangaroo Care. Tai had explained the 
importance of exclusive breastfeeding and I 
stated to put my baby to the breast even when 
she could not suckle. When my breasts were full, 
I expressed the milk in a clean catori (vessel) 
and fed Asha the expressed milk 9 to 10 times 
during the day and 3 to 4 times at night. I 
continued to regularly follow up with the 
hospital. We immunized the baby as per the 
doctor’s advice. It worked and my baby started 
to gain strength and gradually started to suckle.”

With all the rigorous follow up, as Asha turned 
three months her birth weight doubled from 
1500 gms to 3000 gms. She moved from SAM to 
MAM category. However, in her fourth month 
Asha had two bouts of diarrhea and slid back 
into SAM category. She was immediately 

hospitalized and put on diarrheal treatment. The 
Community Organizer along with the Anganwadi 
Worker regularly visited Asha’s family and 
guided them on the importance of hygiene 
maintenance. It came to their notice that Asha’s 
mother did not wash her hands after cleaning 
her child’s potty. She held a common 
misconception that a small child’s potty doesn’t 
have germs. The Community Organizer helped 
to dispel this misconception and encouraged 
Asha’s mother to also use cloth nappies to 
encourage frequent changing of the nappy and 
ensuring the baby remained clean. Asha began 
to  slowly gain weight once again. 

Asha’s mother vividly remembers, “As Asha 
completed six months, tai explained how to 
introduce complementary food to meet her 
growing requirements. She helped me prepare 
homemade nutritious complementary recipes 
such as porridge (made of ground, washed and 
dry roasted pulses, rice, wheat mixed with milk 
and sugar), khichidi, rice enriched with mashed 
fruits and vegetables, etc. Furthermore, she 
guided me on how frequently, in what quantity 
and how dense the food should be. She asked 
me to maintain a variation in what food Asha 
received. I particularly remember her checking 
that I was continuing to breastfeed my baby 
during every home visit and emphasizing that I 
should continue to do so until my child was two 
years old.

The Community Organizer captures the change 
in Asha’s mother, “The feeble inquiries of a 
concerned mother from ‘mere ladki kab thik 
hogi? (when will my child’s health improve?)’ has 
transformed into a confident sharing of her 
learnings ‘meri ladki ke thik hone ke liye mein 
kya kay kar rahein hu (what all I am doing to 
ensure that my child reaches her optimal growth 
and development)’ with other mothers during 
our monthly weighing activity.” 
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FIGURE 8
Percentage of children aged 0 - 6 months who were 
given O.R.S. during an episode of diarrhea
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Thane project area has performed better than other areas, both at baseline and endline. 
Nashik project area shows that child feeding practices during illness are poor but the area 
is responsive to intervention.

Nashik and Nagpur B project areas are better performing in terms of administering ORS 
during diarrhoea to the child. 



Intervention 4: 
Growth Promotion 
and Monitoring

Mothers, families and communities are often 
not aware that their young infant is slipping 
into malnutrition—or that their growth has 
started to falter. The problem is often 
recognized only after the child has become 
visibly undernourished, listless, does not feed 
well or becomes more prone to infections. 
Regular growth monitoring is a powerful 
communication tool that makes under 
nutrition visible to outreach workers, mothers 
and families—enabling counseling and early 
preventive action, improved care and feeding, 
so that the child does not slip into 
malnutrition. Moreover, birth weight is an 
important indicator for child survival as 
children with low birth weight (LBW) are more 
likely to have impaired growth, higher 
mortality and are at higher risk of chronic 
adult diseases. LBW is also a strong predictor 
for size in later life as most of these babies 
have intrauterine growth retardation, and they 
seldom catch-up with normal size during 
childhood. Therefore, growth monitoring and 
promotion is a key intervention for preventing 
infant mortality and malnutrition.

Community organizers identify and track all 
children aged 0-2 years and monitor their 
growth, as well as facilitate line listing of 
those with faltering growth patterns. Through 
the program, Anganwadi workers are trained 
to take accurate anthropometric 
measurements, as well as diligently record 
these details and share them with family 
members. More intensive care is given to 
those children who are identified as Severely 
Acute Malnourished (SAM) or Moderately 
Acute Malnourished (MAM)—including 
referrals to Nutrition Rehabilitation Centers 
(NRC), monitoring Medical Nutrition Therapy 
(MNT) intake, home-based nutrition 
counseling, provision and consumption of 
Take Home Ration etc. 

BASELINE ENDLINE
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FIGURE 10
Pre- and Post-implementation data on growth promotion of SAM children 
across project areas
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FIGURE 11
Pre- and Post-implementation data on growth promotion of MAM children 
across project areas

NAGPUR - A

NAGPUR - B

MUMBAI

MALEGAON

NASHIK

THANE

877

374

1297

669 

45

581

486 (55.41%)

234 (62.56%)

553 (42.63%)

372 (55.61%)

31 (68.89%)

316 (54.38%)

307 (35.00%)

79 (21.12%)

557 (42.94%)

71(10.61%)

1 (2.22%)

106 (18.24%)

56 (6.38%)

0

27 (2.08%)

14 (2.09%)

0

13 (2.23%)

22 (2.50%)

61 (16.31%)

160 (12.33%)

212 (31.69%)

13 (28.89%)

144 (24.78%)

6 (0.68%)

0

0

0 (0%)

0

2 (0.34%)

Area              Total MAM      Normal     Still in MAM   MAM to SAM  Dropped Out   Death

FIGURE 9
Percentage of 
children with normal 
birth weight 

NORMAL 
BIRTHWEIGHT

More than 90% of children residing in Nashik, Malegaon and Nagpur B project areas 
who were born during the intervention period had normal birth weight.

On an average across all project areas 45% of children in the category of SAM moved to 
Normal, whereas approximately 15% children are still SAM.

Approximately 57% of children (on an average) have moved from the category of MAM to 
Normal across all the project areas, whereas approximately 22% children are still MAM.



Anthropometric 
Measurements 

“I still remember how Manoj lay on the floor 
quietly, was lethargic and barely moving when 
we (Community Organizer and Anganwadi 
Worker from ICDS no. 53) first visited his 
home. He was only 5 months old then,” recalls 
Vaishali Jagtap, a UNI Community Organizer. 
Manoj Ahire (name changed) resides in a joint 
family at Panchsheel Nagar, Malegaon. 

When Manoj’s anthropometric measurements 
were taken, he merely weighed 4200 gms and 
fell into the category of Severe Acute 
Malnutrition (SAM).

Manoj’s mother recalls, “After the Community 
Organizer and Anganwadi Worker weighed my 
child, they asked me if I wanted my child to be 
intelligent, score good grades and be smart? 
As I obviously nodded in affirmation, they 
shared details of the exponential growth 
(growth spurt) that children have in the first 
two years of life and particularly the starting 
months when maximum brain development 
occurs. They helped me understand that if I 
followed all the recommended care practices, 
my baby would grow optimally, and eventually 
become intelligent. They showed me the 
growth charts and measuring scales, and 
helped me see how I could track  my child’s 

weight, length/height and mid upper arm 
circumference (MUAC). I was helped to 
understand that my child currently falls in the 
category of severe under nutrition but with 
appropriate intervention he could attain a 
normal healthy weight.” 

Eager to understand recommended care 
practices, the Community Organizer explained 
the importance of exclusive breastfeeding for 
the first six months to Manoj’s mother. Manoj’s 
mother shared that Manoj would stop feeding 
after a few minutes and then after some time 
he would cry to be fed again. The Community 
Organizer demonstrated the proper 
positioning for breastfeeding and helped her 
latch the baby on in the correct manner. 
Manoj’s mother didn’t know that when the 
baby is comfortably positioned and attached it 
allows the baby to suckle effectively.

As the baby completed six months, Manoj was 
introduced to complementary feeds. With all 
the care and appropriate feeding practices, 
Manoj became active. He started to gain 
weight gradually and by the time he turned 13 
months, he moved to a normal category 
weighing 8 kgs (height 73 cms and mid upper 
arm circumference 13.5 cm).

BASELINE ENDLINE BASELINE ENDLINE

0 - 6 MONTHS
88.90%72.43% 84.04%

62.77%

93%88%
76.69%

64.96%

94.12%

66.94%

79.75%
69.74%

76.60%74.55% 79.45%77.42%

91%87%
81.21%78.74%

89.55%88.37%
75.89%

66.55%

UNI Program Report, 2018  | 33 UNI Program Report, 2018  | 34

FIGURE 12
Percentage of children aged 0 - 6 months with  normal growth

FIGURE 13
Percentage of children aged 7 - 24 months with normal growth
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7 - 24 MONTHS

On an average, more than 85% of children born during the intervention period 
showed normal growth till the age of 6 months, across all the project areas. 

On an average, approximately 82% of children showed normal growth during the 
intervention period, across all the project areas



Intervention 5: 
Referrals

1,718
Referrals

Nagpur

Malegaon

Thane

Nashik

Mumbai

53

103

407

257

898

Many a time, beneficiaries are not aware of 
the services that can be availed during the 
period of their pregnancy, lactation or for their 
children.  Thus, it becomes very important to 
bring about awareness and link them with 
services designed to facilitate safe 
motherhood and a healthy childhood. Timely 
and appropriate referrals—for critical cases of 
high-risk Pregnant Women and Severely 
Acute Malnourished (SAM) children—are 
crucial to averting life-threatening situations 
and preventing maternal and child mortality. 
Community organizers promote early 
registrations during pregnancy to facilitate 
uptake of antenatal care services, as well as 
early identification and necessary treatment 
of risk factors. Additionally, SAM children are 
also identified and referred to Nutrition 
Rehabilitation Centers (NRCs) for Medical 
Nutrition Therapy. 

When Community Organizer Darshana Parate 
met Sameer Paunikar (name changed) he 
was 10 months old. He had pneumonia and 
fever, and looked very weak. He lived in a joint 
family at Kundanlal Gupta Nagar, a slum 
located to the North of Nagpur.

On further enquiry, Darshana discovered that 
Sameer was born through C-section as a 
full-term baby with low birth weight (2.3 kgs). 
The mother could not feed him colostrum 
within the first hour of birth, as he was weak 
and had difficulty in sucking. Unaware of the 
recommendation of exclusive breastfeeding 
for the first six months, Sameer’s mother fed 
him water when he was merely two months 
old. He was not gaining adequate weight and 
kept falling sick very often. 

When the Community Organizer and 
Anganwadi Worker took Sameer’s 
anthropometric measures, he merely weighed 
6100 gms and had a mid-upper-arm 
circumference of 11.2 cm. He fell into the 
category of Severe Acute Malnutrition. 

 

The Community Organizer explained Sameer’s 
critical health status to his mother and referred 
him to a nearby Nutrition Rehabilitation Center 
(NRC) for further management. However, 
Sameer’s mother initially did not seem convinced. 
She shared that, her family had always made an 
effort to take Sameer to the doctor whenever he 
fell ill and with an older child to also care for (as 
well as household chores), taking Sameer to the 
NRC would be difficult. When the Community 
Organizer insisted that Sameer be admitted to an 
NRC, Sameer’s mother confided that she could 
not take that decision on her own and needed to 
consult her family and in-laws. 

As Sameer’s family began to understand their 
vital role in averting life-threatening 
consequences, they immediately took action. 
Family members took on the responsibility to look 
after the older sibling and admitted Sameer to an 
NRC. Sameer was treated for his illness, 
introduced to Medical Nutrition Therapy (MNT) 
and stabilized. MNT is a ready-to-use paste 
comprising peanut butter, dried skimmed milk, 
vitamins and minerals that can be consumed 
directly by the child and provides sufficient 
nutrient intake for complete recovery. 

Sameer’s mother recalls, “Sameer was admitted 
for 15 days. The doctors explained every minute 
detail of how I need to care for my child. They also 
explained how MNT would help my child recover 
his lost weight and the importance of regular 
follow-up. As per their advice, I continued to 
breastfeed my child knowing that it would boost 
his immunity. Moreover, I adhered to the hand 
washing and personal hygiene recommendations 
given by  tai. I now ensure that I feed Sameer MNT 
as well as nutritious meals including some made 
from Take Home Ration. Mein bahut khush hu ki 
mere bacche ka vajan bad gaya.  Duno Tai ki bina 
yeh sambhav nahi hota. Sabne sahi margdarshan 
kiya isiliye yeh munkin ho paya. (I am very happy 
that my child has gained weight. Had it not been 
for the Anganwadi Worker and the doctor and the 
guidance given by Community Organizer, my 
child’s health would not have improved.)” After six 
months of intervention, Sameer gained weight 
and moved from SAM to Moderate Acute 
Malnutrition (MAM) category. “Though the 
journey continues, I see confident parents who 
are now linked to NRC and ICDS and are well 
informed to take necessary care of their child. I 
am sure Sameer will soon grow up to be a healthy 
child,” sums up the Community Organizer.
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FIGURE 14
Number of SAM 
children referred to 
Nutrition 
Rehabilitation Centers 
(NRC)



Intra-uterine growth of a child is determined 
by the mother‘s health and nutritional status 
before and during pregnancy. A woman‘s 
poor nutrition status during pregnancy is 
among the contributing factors to 
intrauterine growth restriction (IUGR), along 
with pre-term delivery, as well as other 
maternal health complications. Hence 
addressing poor nutrition during pregnancy 
will enable a subsequent reduction in young 
child under-nutrition. Effective strategies to 
enhance maternal health and nutrition 
include regular assessment of nutrition 
status, counseling on diet and care,  
promoting early registration, antenatal care, 
postnatal checkups, as well as IFA and 
calcium consumption and referral for 
supplementary feeding in case of 
under-nutrition.

UNI makes special efforts to enhance the 
health of pregnant women and lactating 
mothers. Community organizers identify and 
track high-risk pregnant women and 
lactating mothers to ensure that they receive 
adequate care and support during this 
critical time period. High-risk pregnant 
women are often referred to health providers 
for additional support to ensure adequate 
weight gain, monitor anemia and low BMI 
etc. Community organizers also work 
extensively to build family support for those 
at-risk, encouraging participation and 
support of male members or fathers from 
these families in enhancing the health of 
women at-risk. 

Intervention 6: 
Enhancing Maternal 
Health and Nutrition

FIGURE 15
Percentage of Pregnant Women who received antenatal care 
across project areas (1st Trimester ANC checkup (15.1), TT 
injections (15.2), 4 ANC checkups (15.3))
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15.1

Nagpur B has shown a remarkable improvement by more than 30%; the trends are 
improving across other project areas as well.

Thane has shown a remarkable improvement by approximately 39%; the trends 
are improving across other project areas as well.

Trends across all project areas show an improvement.



Mamta Chahande, a Community Organizer with 
UNI still recalls Raziya’s first few words to her, 
“Bachee tuo upper wale ki den hote hain, nahi 
chaihaye tha par reh gaya. (though this 
pregnancy was not planned, children are a gift 
of God, so I will continue with it.) At 29 years of 
age, Raziya (name changed) was pregnant for 
the sixth time. She was in her fourth month of 
pregnancy when the Community Organizer, 
Mamta, first met her and noted that she was 
extremely weak and looked anemic. Mamta 
also discovered that Raziya hadn’t registered 
her pregnancy and hadn’t yet been for an 
antenatal checkup. Raziya complained of 
fatigue and severe pain in her limbs. Her last 
pregnancy had ended in a miscarriage and she 
was afraid of miscarrying again.

Along with the Anganwadi Worker, Mamta 
visted Raziya on several occasions and 
encouraged her to go for a postnatal checkup 
and register at the nearest hospital.  After 
much persuasion, Raziya agreed to register her 
pregnancy and during her first checkup she 
was found to be anemic with Hb at 9.6 gm/dl. 

Mamta spent the next few visits explaining 
anaemia and how it increases risk for both the 
mother and baby. She stressed the importance 
of initiating and consuming Iron Folic Acid (IFA) 
tablets on a daily basis. When Raziya 
experienced nausea and constipation on 
account of IFA intake, Mamta had to keep 
reiterating the important role played by iron in 
the development of a child’s brain and 
eventually the child’s intelligence—to ensure 
intake adherence. 

Raziya recalls her journey to health, “I weighed 
only 49 kgs. I did not take care of what I ate. 
Both the didis (Community Organizer and 
Anganwadi worker) explained the importance 
of consuming a nutritious diet consisting of 
diverse food groups for the development of my 
baby. During the nutrition demonstrations held 
at our mother’s meetings, I learned simple and 
easy-to-cook nutritious recipes that were rich in 
iron. When I prepared ladoos made from aliv 
(garden cress seeds)  my children would fondly 
eat them and shout out loud ‘aliv ladoo se mile 
iron ki shakti.’ Green leafy vegetables, beet and 
sprouts became an integral part of my daily 
meals. The didis also talked to my husband and 
he along with my children started helping out 
with household chores. With this support, I was 
able to make time for my checkups and some 
much needed rest. All these efforts paid off 
and my symptoms of fatigue and weakness 
disappeared. Even my hemoglobin increased to 
13 gm/dl and I gained 9.5 kgs by the time I time 
I reached my ninth month of pregnancy.”

Razia delivered a full-term baby girl with a 
normal birth weight of 2.5 kgs. The first call she 
made upon her delivery was to her didis. She 
shares, “We are like close friends now. I can 
open up my heart to them. It is due to their 
guidance and support that I am holding a 
healthy baby in my arms.”  

High-Risk 
Pregnancy
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FIGURE 16 and 17
Percentage of pregnant women who had an 
institutional delivery and who consumed 
IFA tablets (100 tablets/200 for severe anemia)
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16

17

With the exception of Thane project area, trends 
towards institutional deliveries are improving 
across project areas.

Overall, IFA consumption of 100 tablets 
during pregnancy is low across all 
project areas, except Malegaon and 
Nashik.
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POSTNATAL CARE
ONE PNC CHECKUP 
WITHIN 42 DAYS OF DELIVERY
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FIGURE 18
Percentage of Lactating Mothers who received at least one 
post-natal checkup after discharge, within 42 days of 
delivery.
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THANE

NASHIK

MALEGAON

MUMBAI

NAGPUR - B

NAGPUR - AOverall the trends show an improvement post intervention across all 
project areas. However, in Thane project area, even post intervention only 
35% of women are going for at least one PNC check-up within 42 days of 
delivery. 



LESSONS
LEARNED

05
Supplementing the work of the Government has resulted in synergistic work output and results. 
It has encouraged involvement of all levels of government staff in program planning and 
execution, resulting in ownership of the program.

Involving ICDS Supervisors and CDPOs right from the start facilitated smoother functioning of 
the project and active participation of ICDS functionaries.

Refresher and continued periodic training of ICDS staff helped in improving the effectiveness of 
interventions.

Home-based counseling proved to be an effective strategy in motivating caregivers to adopt 
best practices in mother and child care.

Accompanying parents of SAM children to NRCs enabled them to understand the severity of 
malnutrition, its impact and reiterated the importance of screening and treatment, thereby 
resulting in better treatment adherence.

Awareness sessions along with cooking demonstrations on preparing nutritious recipes from 
THR resulted in an increase in uptake of THR.

Fixing a schedule for weighing of children below two years in collaboration with all stakeholders 
resulted in regular growth monitoring of these children in the community.

Selecting and empowering women from the community as project functionaries and training 
them on health issues and systems, rendered the program more sustainable.

Involving all family caregivers in project activities — such as weighing, immunization etc.— 
encouraged the involvement of men and other family members in care during pregnancy and 
childcare, and in turn enhanced maternal and child health and nutrition indicators in project 
areas.

Mothers’ groups served as an organic support structure, especially for first time mothers, that 
allowed for experience sharing and dissemination of information on nutrition and care. 
Selecting and training of active members from each mothers’ group to lead their respective 
groups post project implementation has been pivotal to ensuring project sustainability.

Community mobilization through various events and awareness programs, resulted in an 
increase in community buy-in and project ownership—facilitating project sustainability.

The overall trends after intervention are encouraging across the project areas, although 
resistance to improvement has been observed in a few indicators. Hence, the strategies  for 
these indicators need to be reviewed for further action, in specific pockets of project areas.

UNI is a pilot project that helps implementing organizations and stakeholders to understand the 
efforts and strategies needed to address malnutrition in communities and therefore needs to be 
seen as the beginning for further action.
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SUSTAINABILITY
& SCALABILITY

06
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Ensuring Quality Delivery of ICDS Services

UNI enabled government service providers 
such as Anganwadi workers to effectively 
implement ICDS services and sustain a 
demand for the same — and encouraged these 
providers to fulfill their job mandates. The 
program built the capacity of Anganwadi 
workers to deliver better services through 
training programs and assisting them in 
conducting nutrition demonstrations, home 
visits and anthropometric measurements. 
These trained Anganwadi workers now serve 
as indispensable resources for home-based 
nutrition counseling and practical support to 
mothers on breastfeeding and complementary 
feeding. It is through them that the program’s 
objectives of ensuring quality delivery of ICDS 
services, will continue to be fulfilled. 

Generating Community-Demand for ICDS 

Services

UNI worked to improve the health-seeking 
behavior of mothers and community members 
in targeted high-burden ICDS projects by 
building their capacity to access—as well as 
generate demand for—health and allied 
services. The community liaised with the 
government health machinery to create an 
enabling environment that addresses their 
basic needs. To sustain this demand 
generation by the community and effective 
service delivery by the government machinery, 
UNI has facilitated the formation of mothers’ 
groups. UNI worked extensively to form and 
train mothers’ groups for each Anganwadi 
center, to monitor the quality of ICDS service 
delivery and ensure accountability of service 
providers. By empowering community women 
to access government schemes like the 
Integrated Child Development Services (ICDS), 
UNI ensures that Anganwadi centers function 

at an optimal level. Mothers’ groups supervise 
the distribution of THR and monitor the quality 
of meals, ensure that anthropometric 
measurements are taken on a monthly 
basis—thus holding each Anganwadi worker 
accountable for quality and timely service 
delivery. Community organizers demonstrated 
how THR could be used to make a variety of 
recipes, thus encouraging the uptake of this 
provision. Members of mother’s groups were 
encouraged to taste various recipes during 
their visits to Anganwadi centers and learned 
how to prepare nutritious meals during these 
visits. Mothers’ groups have been empowered 
to inform the new mothers of childcare and 
feeding practices and motivate them to access 
ICDS services and referral services. It is 
through these mothers‘ groups that the 
program’s objectives of generating 
community-demand for ICDS services and 
uptake of these services, will continue to be 
fulfilled. 

The UNI model ensures that the community is 
at the center of both demanding for services 
and ensuring these are effectively delivered. 
UNI also works together with existing 
government machinery and renders these 
services more effective. By deploying these 
two approaches — partnering with existing 
government machinery and deploying 
community-based monitoring mechanisms — 
the model is rendered sustainable and 
low-cost. As the three-year program comes to 
a close and partner agencies phase out of their 
project areas, it is heartening to note that 
Anganwadi workers across projects have been 
trained to effectively administer ICDS services 
and each ICDS project has a dedicated 
mothers’ group that vigilantly supervises the 
delivery of these services.
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IMPLEMENTING
PARTNERS’ 

PROFILES

07
COMMITTED 

COMMUNITIES 
DEVELOPMENT 

TRUST

Since 1990, CCDT has actively addressed 
deprivation and marginalization of communities 
and children in Mumbai’s slums, transforming over 
two million lives. In line with its vision of ‘A World 
Where Every Child Counts’, CCDT places children at 
the heart of all its programs. Over the years, health 
and child protection emerged as the major 
domains of CCDT’s interventions, with aspecial 
focus on vulnerable children and their families.

CCDT’s Health Programs

1) HIV/AIDS: CCDT mitigates the impact of 
HIV/AIDS on families and children across every 
ward in Mumbai city. Affected, infected families are 
able to access testing, treatment and support 
services. Over 20,000 children have been served 
through CCDT's HIV programs since 1995.

• Home-Based Care Program: CCDT's Home-Based 
Care program provides comprehensive care and 
support to families and children infected/affected 
by HIV. Over 8,000 families have been served 
through this program.
• Residential-Care Program: CCDT implements a 
comprehensive residential care program for 
children in crisis, that are orphaned and vulnerable, 
through health and nutritional care, psychosocial 
support, education, sports, recreation, family life 
values and personality development. Over 540 
children have been served through this program.

2) Maternal And Child Health & Nutrition: CCDT 
links communities with existing government health 
systems — to ensure safe motherhood and reduce 
malnutrition — by reaching out to children in the 
age group of 0-6 years, pregnant women, and 
lactating mothers. 
• Urban Nutrition Initiative: The Urban Nutrition 
Initiative (UNI), is based on the premise of ‘optimal 

results with minimum resources’ and aims to 
reduce malnutrition by reaching out to children in 
the age group of 0-2 years, pregnant women and 
lactating mothers. The project is being 
implemented in eight high-burden ICDS projects 
across Maharashtra, covering 847 Anganwadi 
centers. 
• Sahyog, Tribal Health: CCDT implements a health 
program for deprived-tribal communities to 
improve the health of pregnant women and 
lactating mothers, children between 0-6 yrs and 
adolescents aged 12-18 yrs. The program has 
served over 1,000 tribal families since 2014.
• mMitra: CCDT implements a mobile-health 
program to advance reduction in mortality & 
morbidity of mothers, neonates, infants and 
children living in urban slums. The program has 
served over 60,000 pregnant women and lactating 
mothers across of Mumbai city, since 2014.

CCDT’s Child Protection Programs

CCDT safeguards the rights of children in need of 
care and protection through its Childline Program 
and Railway Childline Program across Mumbai 
suburbs. CCDT also works in a vulnerable slum 
pocket in Mumbai’s R-North ward to Build Safer 
Communities for children.

CCDT’s Adolescent Empowerment Program  
engages children and adolescents (aged12—18 
years) from marginalized slum clusters in Mumbai, 
with scarce opportunities for education and 
livelihood—who are exposed to violence, despair, 
substance abuse and diseases—and encourages 
them to be catalysts of change in their own 
communities.



Amhi Amchya Arogyasathi (AAAS) is not-for-profit 
organization working towards bridging the issues 
of community related to women, tribal, farmers 
and weaker section through the community 
empowerment approach of “Let’s find our own 
way” since the past 35 years. Formed in 1984 Dr. 
Satish Gogulwar and Shubhada Deshmukh are 
inspired by Gandhian and Vinoba’s perspective on 
addressing health problems in its ‘wholeness of 
life’ and not mere administering medicines. Both 
were interested in constructive work for ‘health 
revolution’ by addressing livelihood, water, women 
empowerment etc. comprising wholeness of life. 
Hence the name ‘Amhi Amchya Arogyasathi’ (We 
for Our Health). The organization is known for its 
role to build the capacities of the community for 
self reliance and empowerment.

AAAS has presence in 2 States, namely 
Maharashtra and Madhya Pradesh.  Being a 
learning organization, AAAS undertakes studies 
and closely engages with institutional and 
governance actors so that insights and good 
practices derived from ground experiences 
contribute to shaping enabling policies and 
effective programs.

With a view of successful interventions, AAAS 
organizes a variety of knowledge sharing and 
capacity building events for stakeholders across 
the civil society, developmental and governmental 
spaces. It engages to improve capacities of tribal 
communities in participatory management 
through various network alliances to get 
community forest rights for schedule areas.

Voluntary Association for Community Health And 
Nurture (VACHAN) has been working for the last 
43 years in Nashik district having reached out to 
more than 600 villages, mostly to tribal dominant 
population during various phases focusing on 
health of adolescents, mothers and children. 
Recently, it has started working in vulnerable and 
marginalized groups in urban areas: Malegaon and 
Nashik. Its mission is to empower the families on 
right to health; right to education; better 
governance for dignified livelihood.

VACHAN has worked with national and 
international donor agencies as well as various 
government departments to conduct surveys, 
research and implemented projects with the 
objective to improve health care services for new 
born care, mother and child, adolescents, people 
living with mental illnesses etc. It has worked to 
improve the nutritional status of children below 6 
years age. VACHAN is considered a resource 
center for training community health workers, link 
workers, ASHAs, Anganwadi Workers etc. 
VACHAN also has published IEC material for New 
born care, MCH, Nutrition recipes etc.

VACHAN has developed skills and expertise in 
designing, implementing, monitoring and 
evaluating public health policies, programmes in 
rural and urban areas. VACHAN has acquired skills 
and experience in advocating for universal health 
care for all, particularly for women, children, 
marginalized and vulnerable community by 
non-confrontationist methods. VACHAN has 
learnt about operationalizing innovative 
interventions to achieve the goals set by projects 
related to RMNCH+A, nutrition etc. on large scale. 

Foundation for Mother and Child Health (FMCH) 
was founded in 2006 as a grassroots organisation 
with the idea of bringing good health and nutrition 
intervention for women and children in vulnerable 
communities of Mumbai. The organization 
launched its very first initiative in a 
slum-redevelopment building in South Mumbai in 
2007. Between 2010 and 2013, FMCH expanded 
into other communities in Mumbai with the model 
based on FMCH’s community-based innovative 
First 1000 Days Program for children from 
conception to two years of her age.

In 2015, FMCH engaged with Rajmata Jijau 
Nutrition Mission of Maharashtra to introduce the 
First 1000 Days Program into existing government 
programs in the areas with the high burden of 
under-nutrition of urban Maharashtra as well as to 
bring recommendations for long-term policy 
change.Also in 2015, FMCH developed a new 
vertical: Training where NGOs, education 
institutions, medical professionals and 
Government agencies could be trained to 
incorporate direct or indirect interventions 
focusing on nutrition. This vertical is a vehicle for 
scale at minimum cost.

Along with steady expansion at the program level, 
FMCH also focused on growth and sustainability 
with Governance.Today, still governed by a 
dynamic strategic plan, strong management and 
Board of Directors, FMCH continues to be the 
leader in Mother and Child Health and Nutrition in 
Mumbai and is positioned to make a real paradigm 
change in the health and nutrition of women and 
children in India.

Indian Social Service Unit of Education (ISSUE): 
Mahatma Gandhi said that true India lives in 
villages, however the villages and its inhabitants 
have been neglected a lot in the process of socio 
economic development of the Nation. The villages 
still are backward in terms of education, health, 
livelihood and infrastructural facilities. Keeping 
this aspect into mind the founder members of the 
organization ISSUE, got themselves legally 
registered in the form of NGO with an aim to serve 
the rural and deprived community members more 
efficiently and in an organized manner and thus 
the organization ISSUE came into existence. 

The Vision of the organization is: “We visualize 
sustainable developed society where people find 
holistic health, unity in diversity based on social 
and human values of justice and equity.”

Its Mission being: “Our mission is to organize, 
sensitize empower the poor in the marginalized, 
especially  deprived farmers, women and children 
to respond to their issues, utilizing their strengths 
and resources  through collective education, 
health, reflection, action &  co-ordination with 
Govt. to bring forth changes for common benefit.” 
The Thrust Areas of the organization are: 
Community Health and Nutrition, Child Rights and 
Education, Empowerment and Rehabilitation of 
PWDs, Women Empowerment, Natural Resource 
Management through Watershed, Agriculture 
development, Water and Soil conservation and 
Rescue, relief and rehabilitation during natural 
calamities and disasters.
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