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Executive Summary 

 

1. The Bhavishya Alliance (BA) represents a multi-sectoral alliance between the corporate sector, government and 

civil society to find and implement solutions to reduce under-6 child malnutrition in India. Maharashtra is the first 

state selected by BA for implementation of pilot initiatives with a view to subsequently scaling up these to other 

areas in Maharashtra state and other states. 

2. The Change Lab process taken up with the launch of BA in 2006 was intended to co-create solutions to the 

problem of child malnutrition through the involvement of members and Champions from different organisations 

representing the various sectors. 

3. The Change Lab process led to the development of pilot initiatives in both the rural and urban sectors. The focus 

was on ten blocks in five tribal districts where child malnutrition was most prevalent and one urban ward in 

Mumbai City. The areas focused on were: (i) community empowerment and ownership; (ii) strengthening ICDS 

and Health management systems; (iii) capacity building and education; (iv) management information systems; and 

(v) information, education and communication. 

4. A number of pilot initiatives were implemented by different agencies with BA spearheading the coordination and 

planning of these projects and monitoring the outcomes at the end of the project. 

5. The Food Diversification Project aimed at improving the quality and variety of supplementary nutrition provided 

in Anganwadi Centres (AWCs). A joint venture of the Taj Group of hotels, the Integrated Child Development 

Scheme (ICDS) Commissioner and local non-governmental organisations (NGOs), the pilot project was 

implemented in Nandurbar district. Scaling up the initiative to the other 34 districts in Maharashtra is awaiting the 

clearance of the ICDS Commissioner.  

6. The Girls Gaining Ground Project, funded by the Nike Foundation, was implemented on a pilot basis in eight 

tribal blocks in Thane, Nasik, Amravati and Gadchiroli districts and in Ghatkopar ward in Mumbai City. The 

objective of the project was to empower adolescent girls by developing their life skills, fostering awareness of 

various issues, especially related to reproductive health and nutrition and equipping them with vocational skills. 

Almost 10,000 girls were covered under the initiative. Funding from the Government of Maharashtra for scaling 

up the project to other areas is yet to be tied up. 

7. Day Care Centres at Anganwadis were started at two locations in Dharavi and at three construction sites in 

Mumbai and Navi Mumbai. These were intended to provide nutrition and other ICDS facilities to children in the 

1-3 age group whose mothers had to go to work. There is need to involve state and local governments in 

promoting this concept at building sites and in slum areas. 

8. The Computer Aided Adult Literacy, Health and Nutrition Awareness Project, implemented in two blocks in 

Nasik district, was aimed at improving the functional literacy skills of women (and adolescent girls) through 

computer-aided literacy programmes prepared by Tata Consultancy Services, with the added objective of 

enhancing their awareness of health and nutrition practices. 1260 women were covered in this initiative. Proposals 

to scale up the programme to cover all illiterate women (about 115,000) in four blocks of Nasik district is pending 

for approval of government funding. 

9. To promote the use of public health services in the Melghat region of Amravati district, two counsellors drawn 

from the local community were placed at each Primary Health Centre (PHC). ICICI Council for Health and 

Nutrition, the Amravati Zilla Parishad and local NGOs/Community Based Organisations (CBOs) were involved 

in this initiative. Improved healthcare service delivery and creating a demand for these services, especially by tribal 

women, was a primary objective. The continued success of this programme and its spread to other underserviced 

areas is conditional on strong local administrative support and continued government funding. 

10. The Healthy Lokshakti Project, implemented in four blocks of Nasik district, aims at strengthening maternal and 

child health services and seeks to promote child survival and safe motherhood. ICICI Foundation for Inclusive 

Growth (IFIG), ICICI Lombard, ICCHN and Vachan (a local NGO), along with the block ICDS and health staff, 

are implementing this project. The components of the initiative comprise a helpline to provide medical advice, 



emergency transportation services (especially for expecting mothers), financing from existing government 

schemes and development of the human resource potential of health personnel.  

11. Recognising the crucial importance of initiating timely and appropriate complementary feeding as soon as the 

child is six months of age, Project Yashoda aimed at influencing feeding practices in the 6-9 month age group. 

Behavioural Change Communication techniques are to be employed to target first-time mothers to ensure that 

complementary feeding starts in time and in full measure. Hindustan Unilever Limited, BA, the Mission and a 

number of advertising agencies helped develop the content for the communication strategy, with funding from 

IFIG. The project was to be implemented in one block in Nandurbar district on a pilot basis, but could not be 

initiated for want of funding.      

12. Some other initiatives like the Hand Washing Campaign, Supply Chain Management of medicine supplies to 

PHCs, Food Fortification and Community Leadership and Action Planning Campaign were started but did not 

fully complete even the pilot stage.  

13. One of the lessons from the BA experience is that developing a partnership among constituents who have 

traditionally nursed strong suspicions about each other’s’ motives and working methods takes time and throws up 

complex issues for resolution from time to time. This has an impact on the plans and programmes drawn up for 

implementation, which often reflect the perspectives of only certain partners, with the others choosing to play 

along rather than conveying their clear-cut opinions about the strategies being followed.    

14. Lack of continuity of key personnel was a major problem that had an impact on the decision-making process, 

both in terms of planning and implementing pilot initiatives as well as in developing scaling-up strategies. The 

investment on Lab Team members was never fully realised since many of them, both from the corporate and 

government sectors, were reassigned to new responsibilities within a year or two of the Change Lab process. 

15. Active involvement of key government departments is critical to the success of initiatives. While the existence of 

the State Nutrition and Health Mission provided a single contact point for BA, there was still need to interact with 

different departments of the state government to enlist their support and cooperation in deployment of personnel 

and financial resources for implementing pilot projects.     

16. NGO/CBO involvement has been crucial in the success of pilot initiatives. The NGO/CBO role extends from 

advocacy for taking up the pilot project to formulation, planning and implementation of the project and 

monitoring of outcomes. NGOs/CBOs have also lobbied for continuance of the project when government 

practice or policy at the local level threatens the continuance of the programme. 

17. Community involvement was a key ingredient in the success of pilot initiatives. This was all the more noticeable 

where those with the greatest stake in successful outcomes, like adolescent girls and young women, were involved. 

18. Involvement of the corporate sector was by and large limited to responding to government requests for assistance 

in ongoing government programmes. There was little emphasis on taking up initiatives linked to the core business 

practices of corporates or indeed to areas relating to public-private partnerships or even purely corporate social 

responsibility projects. 

19. Testing the viability of different initiatives through pilot interventions was a sound strategy. It gave an idea of the 

challenges in implementation and enabled modifications in the initial plan to suit the field conditions. The ideal 

situation of implementation of pilot projects in ten tribal blocks and one urban ward (as originally envisaged) 

could not be realised because of funding constraints, lack of capable local NGO/CBO organisations to assist in 

implementation and inadequate or no support from the field-level government machinery. 

20. An integrated plan for implementation of various initiatives in different areas was never prepared. This had an 

impact in terms of the absence of an overall holistic strategy to achieve the objective of reducing child 

malnutrition in an area like an ICDS block. A conscious plan for scaling up the successful pilot initiatives was also 

never drawn up.  

21. Accessing funding from different sources was an area where inadequate progress was seen. BA could not develop 

a corpus that could have met overhead expenditures and funded some pilot initiatives. Nor were there firm 

commitments from government departments for financing either pilot projects or their subsequent scale-up. 

22. In the absence of institutional mechanisms, BA could not play a meaningful role in public policy advocacy. 

Interactions between the partners and especially with the higher levels in government were limited. Nor did BA 



engage with the media in highlighting issues of concern relating to child malnutrition – possibly out of 

apprehensions regarding corporate motives in raising such issues. 

23. Based on the last five years’ experience, it appears that the multi-sectoral format of corporate, civil society 

organisations and government partnership in BA should continue. However, UNICEF may not be involved as a 

full-time partner in BA but rather be relied on for technical advice.    

24. Corporate involvement in BA can take four different forms: through core business practices, public-private 

partnerships, philanthropy and social investment and engaging in public policy dialogue. 

25. NGOs/CBOs play an important role in ensuring local community involvement and in monitoring 

implementation and outcomes of programmes. Those NGOs/CBOs with a significant international/national 

presence can also help in raising funds for pilot initiatives and scale-ups. Civil society organisation suspicions 

regarding the role of corporates in different programmes will need to be suitably addressed. 

26. Government nominees should not be inducted in the BA governing structure. However, BA should actively work 

with government in programme implementation, since reducing child malnutrition requires public policy measures 

and the involvement of government machinery at different levels of governance. 

27. Involvement of reputed persons with expertise in areas which have an impact on child malnutrition, such as 

agriculture, education, health, nutrition, livelihoods and womens’ empowerment, would help contribute to 

changes in public systems and governance and in shaping public policy in these areas. 

28. BA should operate as a company under Section 25 of the Companies Act, with the public trust being terminated. 

29. A seven-member Board of Directors would decide the vision for the company, set the strategic direction and 

monitor progress towards the stated objectives. Four of them would be drawn from the corporate sector and 

three would be independent directors, one with a record of public policy advocacy and two with previous 

experience of government systems. 

30. BA would be managed by a team of four persons. The Chief Executive Officer would lead the team. The Chief 

Finance Officer would be responsible for managing the finances of the company, which would include raising 

funds from diverse sources and making BA financially self-sufficient. The Chief Innovations Officer would 

preferably be a person with previous experience in developing innovative solutions in the area of maternal and 

child health and nutrition. Developing viable business models to tackle child undernutrition and liaising with 

government, the media and other agencies would be handled by the Chief Marketing Officer. About ten 

contractual staff would assist these four persons in running the organisation.  

31. BA’s strategic thrust should focus on four areas, as outlined below.  

32. Linkages with the government should be based on binding agreements with the concerned government, covering 

the funding of pilot initiatives as well as scaling up these initiatives. A Steering Committee should oversee the 

operation and progress of these projects. 

33. Successful pilot initiatives in the first phase of BA (2006-11), such as Girls Gaining Ground, Computer Aided 

Adult Literacy Project and Anganwadi-cum-Day Care Centres should be scaled up to other areas in Maharashtra 

as well as implemented in other states which welcome such initiatives. 

34. Engagement with corporates to integrate the battle against child malnutrition into the core business practices of 

corporates should be one of the key focus areas of BA. Corporates should also be encouraged to enter into 

public-private partnerships and play a greater role in public policy advocacy measures. 

35. BA should associate with organisations analysing and publishing data in crucial areas like education, health and 

nutrition. BA should disseminate such data to raise public consciousness of the issues involved and bring these 

issues into national focus.               

 

  



Bhavishya Alliance – Inception &The First Steps 
 

 The Bhavishya Alliance (BA) has its genesis in the Partnership for Child Nutrition (PCN), founded in 2003 by a 

combination of a not-for-profit organisation (Synergos Institute), an international body (UNICEF) and a major corporate 

entity (Unilever) with the objective of tackling the seemingly intractable issue of the significant prevalence of child 

malnutrition in India. Despite the existence of a massive child care and nutrition programme like the ICDS since 1975, 

India had not been able to significantly reduce the incidence of child malnutrition over the two decades since 1980. 

National figures for under-3 child malnutrition show that there has been a drop of only about 5% (from 51% to 46%) in 

the fifteen years since 1990 with almost no change in percentage figures in the seven years between 1998 and 2005. It was 

against this backdrop that the idea of a joint partnership of corporates, government and civil society groups in India (with 

the added presence of UNICEF) was conceived in 2005. After initial assessment of the situation in different Indian states, 

a decision to focus on two Indian states, Maharashtra and West Bengal, was taken. Since Maharashtra had already taken 

the initiative to set up a state-level Nutrition Mission to tackle child malnutrition (the Rajmata Jijau Mother-Child Health & 

Nutrition Mission, hereinafter referred to as “the Mission”) in early 2005, it was felt that the necessary political will and 

administrative support existed in Maharashtra to forge a successful partnership. Furthermore, a number of non-

governmental and community-based organisations (NGOs & CBOs) were already active in addressing the problems of 

child malnutrition in rural and urban areas. Thus was born the Bhavishya Alliance in April 2006.  

 

The Change Lab – recreating reality  

 The first major effort at catalysing initiatives to reduce malnutrition came through the Change Lab. Each of the 

partners was to nominate members from their respective organisations to participate in the Change Lab. “The Change Lab 

brings together approaches to addressing complex challenges that are systemic, creative and participative…The idea is to crea te the seeds of a new 

reality collaboratively.”1 There was recognition of the fact that the members from each of the sectoral partners had their own 

insights and perspectives on the issue of child malnutrition, with differing levels of knowledge and expertise on the subject 

of nutrition itself. Through collaboration and shared learning, the Lab Team members were expected to foster innovation 

in the social system and help develop pilot initiatives which would draw in a number of stakeholders who would 

implement these pilots with a view to their subsequent replication in other areas. Apart from the Lab Team members, 

Champions were also drawn from the different partners. These Champions were the “….leaders or decision makers who were 

linked to Bhavishya to bring in their expertise, attend meetings and be a part of the decision making process.”2  

 The Change Lab process started on April 10, 2006 and came to an end on June 30, 2006. The features of the 

Change Lab over the almost twelve-week period comprised stints at the BA office in Navi Mumbai and in community 

settings as well as a nature retreat for the Lab Team members in a natural outdoor setting in the northern Indian state of 

Uttarakhand. The eight modules of the Change Lab are elaborated below: 

1. The foundation workshop was the first module. Participants got to know each other and were given inputs on 

nutrition as well as on the U-process, an innovation process developed at the MIT for solving complex problems 

confronting governments, business and civil society. 

2. In the community learning journeys, the participants were based in different parts of Maharashtra to enable 

them to gain a first-hand understanding of child malnutrition and interact with the various stakeholders ranging 

from the communities and families to the personnel of the ICDS and health departments rendering services to 

these communities. The process of formation of Lab Team members who would jointly undertake the system 

learning journeys to understand the current interventions was undertaken.  

3. The system learning journeys involved the visits of the groups to the states of Maharashtra, West Bengal and 

Orissa to understand the underlying structures of the present system and identify possible leverage points for 

change.   

4. The nature retreat in the wilds of Uttarakhand was an exercise in introspection to reflect individually and 

collectively on the way ahead and formulate a vision for evolving initiatives. 

5. Newly formed initiative teams were to engage in rapid cycle prototyping in which they gained an understanding 

of the context in which BA was to operate and systemic issues involved and commenced the initial prototyping 

exercise. 



6. In the second stage of initiative prototyping, the initiative teams conducted dialogues with communities and 

other stakeholders to refine their models. The aim was to develop sustainable initiatives, assess funding sources 

and understand the role of BA in the entire process.  

7. The third stage of initiative prototyping saw the development of pilot plans. Broad initiatives were developed 

for presentation. 

8. The final module involved continuing the initiative prototyping process to determine the specific initiatives to 

be implemented and the manner in which these would be supported. The integration of the different initiatives 

was discussed and presentations were made to the Champions. Based on their suggestions and after further 

discussions between the initiative teams and the Champions, specific initiatives were finalised for implementation. 

 

Implementation of the pilot initiatives 

 The outcome of the exercises undertaken in the Change Lab was the formulation of pilot proposals for reducing 

child malnutrition in both the rural and urban areas of the state of Maharashtra. Four initiatives were developed, of which 

three were scheduled for implementation in the rural, tribal areas of the state and one was to be implemented in one of the 

most difficult urban wards in the city of Mumbai. All these initiatives were based on “five pillars” which had emerged from 

the intensive creation exercise undertaken during the Change lab: 

 Capacity Building and Education, focusing on creating awareness about nutrition and hygiene 

 Community Empowerment and Ownership, focusing on sharing and transferring knowledge and skills, 

developing self-esteem amongst the underprivileged and economic empowerment 

 Aligning and Strengthening of Health and ICDS Management Systems  

 Management Information Systems, through application of information technology 

 Information, Education and Communication  

Overcoming child malnutrition in ten tribal blocks of Maharashtra  

 The three pilots designed for the rural areas were to be taken up in ten tribal blocks of Maharashtra which had 

some of the highest incidence of child malnutrition – Mokhada and Jawhar in Thane district, Surgana and Peth in Nasik 

district, Dhadgaon and Akkalkuwa in Nandurbar district, Dharni and Chikaldhara in Amravati district and Etapalli and 

Dhanora in Gadchiroli district. The distinctive features of each of these initiatives were: 

Initiative  Distinctive Feature 

Systems Strengthening for Improving Nutrition Strengthen existing systems at critical life stages to create a “push” 
effect and improve the quality of services being provided 

Aamhi Aamchya Mulansathi (We for our children) Strengthen community and involve it in the mainstream to create 
a “pull”/demand effect 

Community Knowledge Parks Support decentralised decision-making at community level and 
policy at state level through new information flows 

    

All the three initiatives had common features: 

 They focused on contributing to reduction and prevention of undernutrition in the age group 0 – 3 years 

 They would work with the present systems and programs and draw primarily on available resources in the ongoing 

health and nutrition programmes, tapping additional resources only when necessary  

 They would initially be implemented in areas with a predominantly tribal population, which were some of the 

most challenging ones as far as the issue of child undernutrition was concerned 

 They were multi-sectoral in nature and co-created and co-designed, initially by the three sectors – government, 

corporates and CBOs, with the eventual involvement of the community as well  

 They were to be implemented by all the four sectors – government, corporates, CBOs and the community 

 

A striking feature of the pilots was their focus on activities under all the “five pillars” in the process of implementation in 

the blocks in the five districts. It was an accepted general consensus amongst the planners of the pilots that 

implementation under any one pillar in isolation would significantly affect the outcomes and impact on the nutritional 

status of children. Consequently, all activities under the three initiatives were subsumed under the “five pillars”.   

 The Community Empowerment and Ownership component envisaged involving the community in the 

process of reducing child malnutrition. It recognised that a number of the root causes of malnutrition lay in community 



and family behavioural systems – early marriages, early and frequent pregnancies, poor infant and child feeding practices 

and unsafe drinking water and poor sanitation and personal hygiene practices. There was, therefore, a pressing need to 

create awareness of good health, nutrition and hygiene behaviour and the services available from different service 

providers besides getting the community to participate actively in improving health and nutrition services. Behaviour 

change communication was to be carried out through micro planning exercises at village/hamlet level using local youth as 

facilitators. Community monitoring of key nutrition and health service delivery and quality indicators and community 

management of crèches and other services were intended to develop a sense of system ownership in the community. 

Micro finance was to promote livelihoods in 5000 womens’ self-help groups and youth empowerment was to be brought 

about by training 1000 youth as social change agents and entrepreneurs.  

 Recognising child malnutrition to be a problem which requires joint efforts by the ICDS and health machineries, 

attention was focused on strengthening the functioning of the ICDS and Health Management Systems. These covered 

both the hardware and software aspects – developing and advocating policies which enabled staff in both the ICDS and 

health service delivery systems to jointly address the problem of malnutrition, improving procurement and supply systems 

in both the ICDS and health sectors, along with requisite training of staff and construction/refurbishment of 1000 

Anganwadi Centres/Health sub-centres. 

 Capacity building and education interventions involved building the capabilities of not only government and 

NGO staff but also the community in diverse areas ranging from technical and management issues to leadership and 

entrepreneurship skills. This was to be done through revamping the training infrastructure, developing master trainers and 

preparing training modules which would build capacities in both technical skills and management issues. Anganwadi 

workers, Supervisors and CDPOs in the ICDS sector, MOs, medical specialists and ANMs in the health sector and mid-

level managers in NGOs were all to come within the ambit of this ambitious training exercise. Community training 

modules were to focus on adolescents, addressing health, nutrition and life skill issues. 1000 youth were also proposed to 

be trained to act as agents of social change in their respective communities, with efforts being concentrated on enhancing 

their entrepreneurial and leadership abilities. Existing training modules were to be drawn on in devising the new training 

approaches. 

 Management Information Systems relating to the health and ICDS sectors (insofar as the mother and child 

were concerned) were to be integrated through the establishment of 20 Community Knowledge Parks in the ten selected 

blocks between October 2006 and December 2007. Local youth were to be trained to manage these Community 

Knowledge Parks on an entrepreneurial basis. Collection of both quantitative and qualitative data in these Community 

Knowledge Parks would enable the service providers as well as the community to make informed decisions regarding 

health and nutrition. Individual tracking of each mother and child using the latest technology was envisaged.  

 Since availability of information on various aspects of health, nutrition and hygiene was crucial to promoting 

changed behaviour patterns in the community and family, staff from government agencies and NGOs were to be trained 

and equipped in Information, Education and Communication techniques on a wide range of issues relating to mother 

and child health, nutrition and sanitation and hygiene. These were to be imparted to communities using diverse 

communication channels ranging from direct contact to the mass media. 

Tackling child malnutrition in the urban context 

 The learnings of the Lab Team members had thrown up the lesson that child malnutrition presented a major 

challenge in urban areas, especially in urban slums and other urban pockets of poverty and deprivation. Most of the 

significant factors that impacted on child malnutrition in the rural areas were also present in the urban setting, with the 

added problems of overcrowded, insanitary surroundings, highly inadequate ICDS and public health facilities and the 

absence of any support structure to the family. The urban initiative, therefore, zeroed in on one of the largest, poorest and 

most densely packed urban wards of Mumbai City – the ‘L’ Ward (Kurla and surrounding areas). With 70% of the 

population residing in slums and over 250,000 under-6 children, the 110 ICDS Centres and 12 Health Posts were grossly 

inadequate to meet the needs of mothers and children in the area. A micro survey carried out by the ICDS revealed the 

need for at least another 100 ICDS Centres if the goal of reaching out to every child was to be achieved. 

   The pilot in ‘L’ Ward also had its base in the “five pillars” referred to earlier. The objectives also had 

considerable similarity with those in the rural proposal. Through its focus on under-3 children and mothers, the pilot 

sought to make a significant impact on child malnutrition in this ward. Thereafter, it was proposed to be replicated and 



implemented in vulnerable pockets in 11 wards of Mumbai as well as selected urban areas elsewhere in the state. The 

strategies and activities encompassed seven aspects: 

1. Micro planning processes were to be employed to strengthen community-level care of malnourished 

children. The Positive Deviance approach was to be employed whereby people recognise and practice positive 

early childhood care in terms of infant and young child feeding practices, health seeking behaviour, hygiene and 

psychosocial care.  

2. Strengthening the ICDS and Health systems for quality service delivery through a variety of methods – 

integrated skill-based joint training programmes for home visits, early referral and management of malnutrition, 

developing cost-effective food based strategies to address micronutrient deficiencies, improved growth 

monitoring and promotion sessions, supply chain logistics for medicine availability at community and 

institutional level and capacity building for delivery of crucial services like routine immunisation and Vitamin A 

supplementation, among others. 

3. Efforts to improve the outreach of an integrated package of services for mother and child through 

improved coordination and team work at the institutional level for delivery and management of health and 

nutrition services, generating demand for these services through self-help groups and using corporate skills to 

develop a social marketing strategy for improved service delivery in hitherto unreached social sectors. 

4. Strengthening Emergency Newborn Care services through capacity building support for establishing these 

in health centres and sub-centres. 

5. Monitoring and evaluation in the project area to assess the coverage of services provided, carrying out under-5 

children nutrition audit and strategic concurrent/impact evaluation studies. 

6. Strengthening project management practices through focusing on building alliances with civil society 

organisations and professional bodies for achieving better results and advocacy of multi sectoral policy reforms 

focused on the urban health and nutrition sectors. 

7. Promoting policy advocacy to develop a comprehensive urban health and nutrition policy based on the pilot 

project in ‘L’ Ward, with active partnership between government, corporates and civil society organisations. 

BA Implementation framework for the pilot projects 

   BA was envisaged as having essentially an oversight function, along with the Mission and UNICEF. It was 

proposed that a Chief Executive Officer would head BA, with the support of a Chief Programme Officer and a Chief 

Operations Officer. Two Programme Officers were to be stationed at the Mission to coordinate with the Mission and lead 

the project teams. Coordinators were to be appointed at the district and block level and a facilitator at the Primary Health 

Centre level with one or two local youth volunteers at the village level in the project areas. Resource teams to support the 

project teams in planning and implementation were proposed: 

 Media Support Team to assist in developing and implementing the IEC programme 

 Technology and Innovations Team to work on planned innovations and guide implementation 

 Management Resource Team to work on management issues, including capacity building 

 Monitoring and Evaluation and IT Resource Team to work on the Community Knowledge Parks and a common 

web-based data base 

 Community Programming Resource Team to work on micro planning and community and youth empowerment 

 

The Next Steps 

 The first year after the end of the Change Lab exercise saw the initial steps being taken for the launch of a number 

of initiatives. These arose from the rural and urban proposals that had been formulated by the Lab Team members and 

had been vetted by the Champions and senior representatives of the different BA partners. These initiatives could be 

classified under the “five pillars” which were the underpinning for the proposals that the Change Lab Team members had 

formulated: 

 

 

 

 



1. Community Empowerment and Ownership 

 Micro planning at the village level built on the efforts already initiated by UNICEF in Nandurbar and Amravati 

districts. BA sought to extend the micro planning initiative to new areas in Thane, Nasik and Gadchiroli 

districts as well as in the ‘L’ Ward in Mumbai. 

2. Health and ICDS Management Systems 

 Developing a supply chain management system for medical supplies at district and primary health centre levels 

 Promoting the development of a range of nutritious recipes for the ICDS Supplementary Nutrition 

Programme, which were to be disseminated to those who were to prepare these daily for the children attending 

the Anganwadis 

 Nutrition Rehabilitation Centres were to be started on a pilot basis in the ten rural blocks and the urban ward 

to improve the nutritional status of severely malnourished (Grade III and IV) children  

3. Capacity Building and Education 

 Capacity building for a wide range of ICDS and health personnel ranging from Anganwadi workers and ANMs 

to middle-level managers at the block level and for trainers at the Anganwadi Training Centres was to be 

carried out, with ICICI Bank taking the lead role  

4. Information Education and Communication   

 Home based food fortification for children between 6 months and 3 years in the ICDS blocks selected for the 

pilots, through the addition of a multi- nutrient powder, Sprinkles, with zinc, iron, Vitamin A and folic acid, to 

be provided by the Global Alliance for Improved Nutrition (GAIN)  

 Using the “Swasthya Chetna” programme of Hindustan Unilever Ltd. in 200 villages in 2 blocks of Nandurbar 

district to promote the use of safe water and hand washing among village communities 

 Nike Foundation committed to funding a pilot project, which would invest in adolescent girls’ empowerment, 

nutrition and health education to empower the next generation of mothers and thereby impact the inter-

generational continuance of malnutrition 

 

 BA went in for the recruitment of regular staff during 2007. Two Programme Officers, Nayan Chakravarthy and 

Purnima Upadhyay, were recruited in January 2007, followed by Sangita Dasmohapatra in June 2007. The post of CEO, 

BA was advertised in April 2007 and, following interviews held for the post, K.S. Murthy was selected in December 2007.   

 

Implementation of pilot initiatives (2008-2011) 

 Recognising that child malnutrition had an inter-generational context, the pilot initiatives focused on interventions 

that covered the entire period from adolescence to marriage and pregnancy to childbirth and the subsequent health and 

nutrition care for the mother and child till the child reached the school-going age. While these could broadly be said to fall 

under one or the other of the “five pillars” which were the basis for the initial proposals, the choice of initiatives was more 

an outcome of the preferences of the BA partners and/or the assistance forthcoming for schemes in specific sectors from 

individual donors. What is of greater analytical interest is the progress of these pilots and the scope for their scaling-up as 

well as the role of the individual BA partners. The following exposition of the different initiatives and their assessment 

would, therefore, be in terms of the following parameters: 

a) The concept underlying the initiative and the manner of its implementation; 

b) The extent to which the envisaged pilot project was successfully implemented in terms of achievement of its 

objectives and the learnings therefrom; 

c) Were the objectives of scalability and sustainability attained so that the pilot project could be said to have laid 

the foundation for bringing about fundamental, large-scale change in the existing intervention scenarios? 

d) What was the nature of the involvement of the different BA partners? Did their association or lack of interest in 

a specific initiative at any stage affect the subsequent development of the initiative? 

 

 

 

 



Food Diversification at Anganwadis 
Concept 

 The Food Diversification project aimed at showcasing a model that improved the quality, variety, hygiene and 

palatability of supplementary nutrition provided at Anganwadis in Nandurbar district. The specific objectives of the 

project were: 

a) Developing diverse nutritious recipes using local ingredients within the daily cost limit per child that was allowed 

to the AWC; 

b) Strengthening the capacities of the SHGs which were to cook the food at the AWCs so that hygiene and 

nutritional quality of the supplementary nutrition was enhanced; 

c) Training mothers in methods of cooking that promoted good nutritional practices by preserving the nutritive 

value of food. 

The pilot project was born of the realisation that one of the major reasons for the poor feeding practices at AWCs was 

probably the unappetising and monotonous fare served daily at the AWCs. The ICDS Commissioner’s office and the local 

ICDS machinery were associated in this venture with the Taj Group of Hotels, with BA playing the role of a facilitator. 

The Taj Hotels Chef and a nutritionist visited villages in the district to understand the food patterns of the region. They 

then prepared a list of 36 recipes, which were finalised after taking inputs from the Rajmata Jijau Mission and getting the 

nutrition value of the recipes approved by nutritionists. The recipes took into account the need to provide nutritive value 

of 300 kcal. and 8 gms. of protein per day per child as per ICDS norms, using only locally available raw materials. A 

capacity building module and training kit comprising brochures, posters, recipe booklet and pictorial IEC material was 

prepared for circulating to the master trainers. 90 master trainers drawn from AWSs, CDPOs and NGO representatives 

were given training for two days at the Institute of Hotel Management, Aurangabad. These master trainers then imparted 

training to 12000 AWWs, SHG and Mothers’ Committee members in the district. The support of the ICDS 

Commissioner’s office and the Nandurbar Zilla Parishad ensured that all master trainers were present for the training. 

Orders issued to AWCs by the Zilla Parishad specifying the recipes to be prepared on different days led to an increase in 

the number of recipes prepared in AWCs. Monitoring was carried out through the internal ICDS machinery as well as 

through the external monitoring by BA’s NGO partner. 

Pilot project results and learnings  

 The third party external evaluation of the pilot3 has indicated some positives from the initiative. One of the 

encouraging features was the enthusiastic involvement of different partners from the different sectors – the ICDS 

Commissioner’s office, the Zilla Parishad, the Taj Hotels and local NGOs in Nandurbar district. The execution of an MoU 

between the partners helped in reinforcing the sense of commitment to the project. Because of the active participation by 

all constituents, there were tangible improvements in the supplementary nutrition programme in the district. A sample 

survey of 161 AWCs showed that nearly 88% of the AWCs were serving more than 4 recipes in a month as compared to 2 

or less recipes earlier. Food quality and palatability showed an improvement leading to improved attendance at the AWCs. 

The number of children availing of the SNP went up from about 132,000 to over 149,000. Handwashing by cooks and 

children showed improvement and cleaning of utensils was also given greater attention.  

 On the other hand, there were also a number of issues that pointed to the difficulties in implementing such a 

pilot: 

i. There could probably have been greater involvement of the community in drawing up the recipes – some changes 

in the recipes were, therefore, necessitated in the process of actual implementation.  

ii. More attention needed to be given to the second tier of training to ensure that the message of improved nutrition 

practices went all the way down to the last levels.  

iii. A pre- and post-evaluation of the training process would have helped assess the effectiveness of the training.  

iv. The presence of a strong NGO at the district level would also aid effective implementation.  

v. Migration of families to other areas in search of livelihood for six months in a year upset the pattern of nutrition 

made available to the children who then slid back into a malnourished status. 

vi. Delayed payments by government to SHGs for providing cooked food (sometimes to the extent of 4-5 months) 

affected the motivation and service quality of SHGs.  

vii. In remote areas in blocks like Dhadgaon and Akkalkuwa where SHGs to provide cooked food did not exist, 

dry/uncooked food in the form of take home rations had to be provided.   



Scalability and sustainability issues 

 The pilot project appears to have been reasonably successful in that the training process at both levels – the 

master trainers and the district/sub-district level – was completed and a number of recipes were adopted for the SNP. 

Scaling up this initiative to other districts would require the same level of commitment from all the partners. While the Taj 

Hotels group remains committed to providing training to the master trainers, there is the question of whether other 

districts are equally enthusiastic in taking up this initiative. The ICDS Commissioner’s office would also have to 

proactively push the process forward as it did in the case of Nandurbar district. Already, reports from BA indicate that 

with the change in the ICDS Commissioner in mid-2011, there is rethinking on the issue of developing a menu of recipes 

for different districts. Unless the ICDS provides funding for district-level training in popularising local recipes and 

promoting their adoption, the initiative cannot be scaled up.  

 Political and administrative will is critical to the sustainability of this initiative, as is the readiness of government to 

undertake systemic reforms to streamline processes. We have already seen in the case of the pilot in Nandurbar that 

delayed payments to SHGs affected the quality and timely supply of supplementary nutrition. A successful, long-term 

programme requires that payments be effected on time using modern technology. With the facility of electronic fund 

transfers, there is no reason why payments cannot be made instantaneously. That payments are still delayed even though 

this has been a long-pending problem indicates that sustainability of the project would come under strain. Monitoring of 

the food quality and checking system leakages is another area where the local machinery would have to be made 

accountable. Failing this, there is scope for massive corruption in a scheme like the ICDS which involves thousands of 

crores of rupees.    

Partner involvement 

 In the food diversification project, what stood out was the active involvement of the corporate partner. Having 

committed to recipe preparation and training, Taj Hotels has abided by its commitment in terms of the MoU. What is 

dismaying is the apparent change in thinking at the level of the ICDS Commissioner on the scaling up of the project. Once 

an MoU has been executed, changes in authority figures and/or key personnel should not have had an impact on the 

project. As regards the civil society organisations, it is clear from the pilot that a strong NGO presence in a district is vital 

to ensure the continuance of the project. This not only puts pressure on the government machinery to implement the 

scheme effectively but also acts as an impartial third party check on the implementing machinery.       

  



Girls Gaining Ground (GGG) (“Gheu Bharari”) 
Concept 

 This project focused on the inter-generational aspect of child malnutrition by involving adolescent girls. It 

recognised that empowered and well-informed adolescent girls could contribute significantly to reducing child malnutrition 

in their families and communities. Adolescent girl’ groups were formed for achieving this aim in seven tribal blocks of 

Maharashtra and a slum area in one ward in Mumbai City. The objectives of the project were: 

a) To empower members of adolescent girls’ groups to become self-confident, well-informed and responsible 

decision makers by creating awareness, especially in the context of health and nutrition, building their life skills 

and equipping them with some vocational skills; 

b) To address issues of child and adolescent health and nutrition at the community level through the members of 

the adolescent girls’ groups; 

c) To advocate for issues related to child and adolescent health and nutrition through these groups at the 

community level. 

The project was funded by the Nike Foundation and implemented at the block/ward level by partner NGOs with a record 

of working in the social sector. Over a period of three years, in two phases, these partners were to cover about 1000 

adolescent girls in each block/ward. 35 to 40 girls from a village/ward sub-area were to comprise an adolescent girls’ 

group whose capacity was to be built up through face-to-face sessions and outreach activities, focusing on life skills, 

nutrition, reproductive and sexual health and involvement in advocacy on health and nutrition issues. The capacity 

building was to be undertaken by village/ward level community facilitators who would be trained by a team from the 

relevant partner NGO. These facilitators would initiate the formation of the groups and guide the girls through the six-

month capacity building process leading to their empowerment, both for girls in Ashram schools and out-of-school girls. 

The modules for this training were based on an adaptation of a UNICEF module. The selected blocks/urban ward (and 

the implementing partner NGOs) were:  

District Block Partner 

Nasik Peth BAIF Mittra 

Tryambakeshwar Vachan 

Thane Jawhar BAIF Mittra 

Mokhada Aroehan 

Amravati Dharni Ashray Sevabhavi Sanstha 

Chikaldhara Khoj 

Gadchiroli Mulchera Nehru Yuvak Kendra Sanstha 

Mumbai Ghatkopar SNEHA 

   

Pilot project results and learnings 

 In all, 9975 girls were covered in two phases of the project between 2007 and 2010. 7761 girls completed the 

entire programme while 2214 girls dropped out for reasons ranging from early marriage and lack of interest to permanent 

migration. On completion of the life skills education, around 1800 girls were supported in setting up their own enterprises, 

such as tailoring, make-up and hair dressing, computers and food processing. Over 1250 girls also assisted the ANMs and 

the Anganwadis in their day to day work. The project registered a number of gains and had a number of positive effects on 

the behavioural patterns and practices of the adolescent girls who were participants in the exercise: 

1. The girls gained an understanding of healthy nutrition practices, like the number of meals to be eaten each day 

and the need to incorporate a variety of foods such as sprouted legumes, dairy products and green leafy and other 

vegetables in their daily diet. 

2. There was a marked increase in awareness of health issues, including those related to HIV/AIDS and anaemia. 

Knowledge of symptoms of anaemia and its prevention and cure increased significantly among the girls. This not 

only led to major changes in their dietary habits but also saw reductions in their anaemia levels.  

3. There was understanding of the physical changes in girls during puberty and of reproductive health issues. 

4. The girls gained knowledge of the use of contraceptives and the significance of antenatal registration, iron 

supplementation and safe delivery practices as well as about breast feeding and complementary feeding practices. 

What was even more heartening was the change in attitudes of the girls’ families after they noticed the improvements in 

the girls due to better nutrition, hygiene and sanitation. Families which were initially suspicious of the exercise and 



reluctant to allow the girls to attend started encouraging the girls to attend the course. The project also contributed to 

enhancing the insights of the principals and teachers of the Ashram schools on issues relating to girls’ health and hygiene. 

 Three independent studies4 by different agencies highlighted the results of the project and brought out the 

learnings from the exercise. Comparisons of the baseline and endline surveys carried out by the Institute of Health 

Management, Pachod revealed significant improvements in the girls’ knowledge of good nutrition practices and the 

incidence and prevention of anaemia. The importance of the ideal age for marriage and the need to convince their parents 

of the disadvantages of early marriages was also understood by a greater proportion of girls, as also the significance of 

good infant and child feeding practices, the causes of undernutrition and the need for immunisation and diarrhoea 

management. Most noticeable was the rise in self-esteem among the girls, covering improved self-image, communication 

and negotiating skills, decision-making and peer approval. The qualitative assessment by the Capstone Program students 

from New York University indicated that tribal girls in isolated social settings were exposed to structured learning, 

community participation and mentoring and opportunities to interact with each other and members of their community in 

a non-threatening, secure environment. Apart from developing their self-confidence and sense of empowerment, the 

programme also exposed the girls to their future life choices (other than just marriage), gave them an understanding of the 

government structures and public services they could rightfully demand and increased their knowledge of issues relating to 

health and personal hygiene.  

 The process documentation by Mind Matters and the qualitative assessment by the Capstone Program students 

brought out some important learnings which could help in running future such projects in new areas more effectively: 

1. Migration for seasonal work affected attendance and required a redoing of the sessions once the girls returned to 

the village. Also, locating a suitable venue in the village for sessions and group processes posed a continuing 

challenge. 

2. Given the critical role of the facilitators in the entire process, standardised criteria for their selection and 

remuneration need to be devised to maintain quality in the capacity building process. 

3. Recognising the performance of successful facilitators and the work done by GGG groups would involve social 

networks in the local areas and raise awareness of the GGG’s achievements. 

4. The GGG guides can be written in simpler Marathi. Culturally relevant stories and songs and local myths and 

traditions could also be built into the training process to give the content greater local relevance. 

5. Developing a parallel education system for boys would involve future male partners of the girls as well in the 

social change process and promote behavioural change in the community. 

6. Integrating vocational and financial skills and microenterprise training into the curriculum by partnering with local 

microfinance institutions would increase the financial empowerment of the GGG participants.  

7. Alongside the capacity building of the adolescent girls, the capacity building of government functionaries needs to 

be taken up to sensitise them to the issues of adolescent girls and their duty to provide efficient services. 

8. Clear directions need to be given to the Ashram school authorities to permit the adolescent girls in the schools to 

fully participate in the project based learning and outreach activities outside the school. 

9. A project period greater than six months would provide for more time to establish rapport with new communities, 

mobilise groups and build relationships, thereby leading to greater impact at different levels.      

Scalability and sustainability issues 

 The pilot project does seem to have achieved the objective of empowering adolescent girls in the selected areas 

and giving them an understanding of a number of important issues related to their future life. Not only that, the process 

documentation indicates that there has been a positive impact of the project on the communities and families from which 

the adolescent girls’ groups were formed. Drawing in the concerned government department, in this case the Tribal 

Development Department of the Government of Maharashtra, into the programme does not seem to have worked out. 

BA did prepare a concept note for the department which laid out the basic structure of the project and sought funding of 

Rs. 3.20 crores from the government to cover, over a 14-month period, the remaining 70000 girls in the seven tribal blocks 

where the project had been undertaken between 2007 and 2010. The Tribal Development Department was expected to 

meet the cost of the training programme, including the institutional expenditure on the NGO coordinators and the 

training and honorarium of the facilitators. Since there was no positive response forthcoming from the department, the 

envisaged scaling up of the programme could not take place. Apparently, no attempt was made either to dovetail the 



programme with government programmes like the Kishori Shakti Yojana and the Sarva Shiksha Abhiyan, which would 

have enabled a much greater horizontal spread of the programme, given the substantial funding available.  

 As regards the sustainability of the initiative, partners like the BAIF have gone ahead with a vocational training 

package for some of the adolescent girls who successfully completed the programme. 22 girls successfully completed the 

six-month government ITI training course in tailoring. About 111 facilitators and 2400 girls who were part of the pilot 

project are assisting the ICDS and health staff in their activities at the village level and in slum areas. They are undertaking 

home visits to mothers and young children, helping in the Anganwadi duties and even assisting in running the Village 

Child Development Centres set up to tackle malnutrition in under-6 children. BA had commissioned a sample study5 in 

the seven tribal blocks and the urban ward on possible entrepreneurial initiatives for financial empowerment of the girls by 

Ants & Partners, a Mumbai-based consultancy. The study brought out the importance of continuing education as the one 

avenue which could significantly alter the status of the girls. Developing skills in traditional livelihoods like agriculture and 

developing new skills in emerging areas such as health, education, electronic data processing, beauty care, retail and 

hospitality would offer many more chances for gainful employment or self-employment to these girls. BA should look at 

possible funding from corporate partners and/or financial institutions for initiating pilots in this area. Alternatively, the 

Vindhya Valley or Shakti models of HUL could have been adopted as possible approaches to creating viable micro-

enterprises. Without a strong financial empowerment segment in this programme, there was little likelihood of girls being 

able to withstand the pressures of their families and communities to terminate their education and go in for early marriage, 

with all the attendant implications for subsequent maternal and child malnutrition.         

Partner involvement 

 NGO involvement in the GGG initiative was substantial and significant. They played an important role in 

coordinating the hiring and training of community facilitators and organising the capacity building of adolescent girls. At 

the pilot stage, a number of Ashram schools and PHCs were involved in the education process and the haemoglobin 

testing of the girls. As mentioned earlier, the response from the managements of the different Ashram schools was not the 

same: in some schools, there was reluctance on the part of the principals to allow the girls to participate in field projects 

and outreach activities. This was because instructions from the block level authorities had not clearly percolated to the 

lower levels. As the process documentation by Media Matters brings out, both the government set-up and the NGOs 

seemed to view the GGG as a parallel exercise without building on the synergies of the GGG approach with existing 

government programmes. Nor was there a clear understanding in all the partners that unless quality services were provided 

by the government service providers responsible for the same, the demand of the empowered girls for public services 

would not be met, leading ultimately to frustration and apathy and fall in demand for these services. Corporate sector 

involvement in this initiative was absent. Barring the funding by the Nike Foundation, there was no attempt at the pilot or 

the subsequent scaling up stage to build on corporate capabilities in skill development and marketing of products and 

services.  

   

  



Day Care Centres 
Concept 

 The idea of Day Care Centres at Anganwadis was born out of the perception that prevention and management of 

undernutrition in under-3 children in an urban setting posed a major challenge, especially where the mother was required 

to go to work to support her family very soon after the birth of the child. The project was designed for two different types 

of locations – in the Dharavi slums and at three construction sites at Sion and Malad in Mumbai City and Kharghar in 

Navi Mumbai.  

 The Dharavi project was launched in two slums – Kunjikurve and Kumbharwada. SNEHA, an NGO, worked in 

association with ICDS and BA to operationalize Anganwadi-cum-day centres. These centres catered to children in the 1-3 

age group who would normally be left in the care of grandparents or siblings at home and who, therefore, often did not 

receive proper feeding, since the mothers were away at work for the greater part of the day. Children in Grade I (mild) and 

Grade II (moderate) stages of nutrition were enrolled in these centres with the aim of ensuring that regular feeding of 

these children led to an improvement in their nutritional status. With both sites having no regular Anganwadi buildings, 

alternative accommodation had to be found to house the Anganwadi-cum-day centres. The local SHGs/Mahila Mandals 

were entrusted the task of food preparation as per menus decided in consultation with nutritionists, with SNEHA meeting 

the additional cost of providing food an additional three times to the under-3 children, over and above the regular ICDS 

snack provided to all children in the under-6 age group. Day Care Centre helpers drawn from the community women were 

given training at Mobile Crèche. SNEHA also interacted with the ICDS staff to improve their levels of motivation. In 

contrast to the regular Anganwadi which ran from 9.30 a.m. to 1.30 p.m., the Day Care Centre operated through the day 

from 9.30 a.m. to 5.30 p.m., when the mothers would pick up their children on returning from work.  

 The Anganwadi-cum-Day Care Centres at the three construction sites in Mumbai and Navi Mumbai were 

designed as a partnership between BA and the ICDS, NGOs (Mumbai Mobile Crèches {MMC} and Nirman) and the 

builder (B.G. Shirke Group of Companies). The ICDS sanctioned the Anganwadi Centres at the construction sites, with 

the provision to operate beyond normal Anganwadi working hours to serve as day care centres and provided the normal 

facilities as would be given to any Anganwadi centre, including the appointment of an Anganwadi worker. MMC and 

Nirman identified and selected the staff to run the centres and gave them the necessary training apart from coordinating, 

along with the ICDS, the smooth functioning of the centres, including the provision of cooked meals. B.G. Shirke 

provided space for the centre, electricity, drinking water and toilet facilities, as well as some monetary contribution.                

Pilot project results and learnings 

 Basing the Dharavi DCCs in the community gave more visibility and access to the malnourished children. In the 

Kunjikurve area, most of the mothers were working and malnutrition rates were high. Daily attendance at the DCC 

averaged between 20 and 25. More children at the Kunjikurve DCC gained over 200 gms. in weight in September 2009 as 

compared to May 2009. At the Kumbharwada DCC too, 9 children gained over 200 gms. weight in September 2009 as 

compared to 4 in May 2009. 1006 under-6 children and 30-35 pregnant and lactating mothers received the benefits from 

these centres over a one year span. Weights were monitored on an ongoing basis at the two sites in Sion and Malad. 530 

children at these three sites received immunisation during the year-long period. At the start of the project period 

(September 2008), of the 111 children monitored, 105 were malnourished, with 88.5% in Grades I & II and 11.5% in 

Grades III & IV. By the end of the project in September 2009, 32% children were in the normal grade and 64.5% in 

Grades I & II, while the percentage of children in Grades III & IV reduced to 3.5%.  

 There were many important learnings from the Dharavi and construction site DCCs: 

1. Community-based DCCs are a most viable option to reduce malnutrition in children during the critical period of 

growth. These provide improved care and feeding for children in the 1-3 age group when their mothers are at 

work. 

2. Regular follow up of children based on periodic growth monitoring leads to sustained improvement in their 

nutritional status. 

3. Service quality at ICDS Anganwadis needs improvement, especially in relation to growth monitoring, provision of 

wholesome food and referral of severely malnourished children to medical facilities. 

4. DCCs at construction sites (and slums) are essential since mothers are working at the site or as domestic labour 

elsewhere and the nutrition needs of children, especially those in the 1-3 age group, tend to be neglected . 



5. A longer stay of a construction worker’s family at a site enables the child to register better nutritional progress 

since more attention can be given to her growth monitoring and regular feeding. 

6. Getting an existing AWW to work for longer hours is difficult even after giving her extra remuneration. It is better 

to appoint a separate person to run the DCC. 

7. Children of migrant labour pose a special challenge since their repeated change in environment leads to their 

regression to poorer nutrition levels. 

8. ICDS support to the DCCs is crucial. This includes setting up Anganwadi-cum-Day Care Centres at hitherto 

unserved locations, making available personnel and material support to the centre and ensuring timely payments 

to the AWWs, helpers and SHGs, so that there are no breaks in service delivery.  

9. Municipal bodies need to be sensitised to the need for Anganwadi Centres-cum-Day Care Centres. In particular, 

building regulations must mandate the provision of these centres so that building permissions are not given 

without the provision of such centres with all necessary facilities for under-6 children and pregnant and lactating 

mothers.  

Scalability and sustainability issues 

 An initiative like the DCC which relied on using the existing Anganwadi facilities as also on the health services 

needed active support from ICDS if scaling up of operations was to be attempted. To some extent, builders could be 

tapped to provide monetary and other in-kind support like drinking water and sanitation facilities. NGOs could also, 

where they had access to other funding, meet some part of the expenditure on enhancing the quantity and quality of the 

supplementary nutrition. But the ICDS would still be needed to set up the Anganwadi-cum-day care centre (where this did 

not exist earlier), arrange for basic staffing like the AWW and helper, provide the supplementary nutrition budget and also 

other equipment like weighing scales and utensils. Monitoring of children’s weight also had to be integrated into the ICDS 

system so that there was a regular follow-up of the children. with all these aspects in view, BA posed a project for funding 

to the ICDS. At sites where the builder met a large part of the costs, the ICDS was required to meet only about Rs. 10250 

per Anganwadi per month, which does not seem to pose any budgetary problems. However, especially in the context of 

construction sites where the DCC will shift over time, there is need for considerable flexibility in ICDS processes to allow 

for quick relocation from time to time. As of the time of preparing this report, no action appears to have been initiated in 

this regard by the ICDS.  

 To sustain such an initiative, there is need for a strong NGO presence both in slum areas and at construction 

sites. DCCs cannot be run solely with ICDS machinery involvement, as the experience of the pilots in Dharavi and the 

construction sites shows. The state government and the local government must exert pressure on builders to support these 

Anganwadi-cum-day care centres through appropriate legislation and binding administrative directions. In fact, the ICDS 

Commissioner’s office needs to develop a prototype for such Anganwadi-cum-DCCs in slum areas and construction sites 

so that these can be posed for supportive funding to a variety of institutions. The ICDS also needs to issue government 

orders for setting up Anganwadi-cum-DCCs and approving new SHGs as necessary for cooking food. It is encouraging to 

note that efforts have been initiated at the level of the Secretary, Labour Department of Labour, Government of 

Maharashtra, to involve builders in setting up Anganwadi-cum-DCCs at construction sites.     

Partner involvement 

 There was active involvement of both government (ICDS) and civil society (NGOs) in this project. Additional 

partnership from the corporate sector, in this case the builder, was also forthcoming. As such, this could be said to have 

been one initiative where all the partners were involved. However, as the project is sought to be scaled up, there will be 

need to involve many more entities, like builders at other sites and other NGOs.  

  



Computer Aided Adult Literacy, Health and Nutrition Awareness Project (CAALP) 
Concept 

 Female illiteracy has often been mentioned as one of the prime reasons behind poor adoption of caregiving 

practices for children. To meet this challenge, BA, in association with the Mission, TCS and a local NGO (Vachan), 

devised a pilot project to increase the functional literacy level of women (including adolescent girls) through 40 hours of 

computer-aided literacy programmes at the community level and also enhance their awareness and knowledge of health 

and nutrition related practices. The project was implemented in two tribal blocks, Tryambakeshwar and Peint, of Nasik 

district. TCS provided the computers and the teaching software, apart from conducting the initial rounds of training for 

the facilitators. The Tribal Welfare Department of the Government of Maharashtra met the expenses on overheads of the 

NGO, power backup for the computers and learning material for the participants and also monitored the programme. 

Vachan aided in selection of the villages and the sites for the training, identification of the facilitators who would conduct 

the classes and management and supervision of the actual training process. There was also an element of community 

involvement – the local PRI members and families provided space for the classrooms and met the electricity costs.  

 30 village communities with some of the highest levels of female illiteracy and child malnutrition were selected in 

Tryambakeshwar and Peint blocks. A woman from each of these communities was selected as the facilitator who would 

work with the group to develop awareness and basic literacy abilities. Batches of 25 to 30 illiterate young women were 

exposed to a 40 hour interactive training module to increase their functional literacy levels. A Mother and Child Protection 

module was also imparted to the women by the staff of the Mission to make them aware of issues relating to childbirth, 

care of the infant and young child and bringing up the girl child.         

Pilot project results and learnings  

 1260 women participated in the project over a one-year period at 10 locations in Peint block and 20 locations in 

Tryambakeshwar block. 814 women (63%) achieved functional literacy while 291 women (23%) completed the health and 

nutrition module. The pregnancy registration at PHCs registered an impressive increase from 1% to 45%. Mothers 

receiving more than 90 IFA tablets rose from 27% to 69%. Institutional deliveries in the area of the project showed an 

increase from 8% to 34% while colostrum feeding went up from 2% to 54%. Awareness of immunisation and 

complementary feeding also rose and management of diarrhoea improved substantially.  

 The project threw up a number of interesting lessons for use in future efforts: 

1. As with most other initiatives, the strong involvement of a local NGO was instrumental in the effective 

implementation of the project. 

2. It took a fairly long time for the Tribal Development Department to approve the project. Thereafter, the 

department presumed that BA would take all further steps in relation to the programme and wanted to transfer 

funds to BA for implementing the project. However, BA persuaded the department to route the funds through 

the government channels, so that a sense of government ownership was built into the programme. 

3. The TCS module being interactive and in the local language was easily understood and communicated by the 

facilitators, in spite of their limited formal education and exposure. 

4. The health-nutrition module was of great relevance and it was realised subsequently that early introduction of this 

module into the training process would have been desirable in terms of impact on the target group. 

5. Community interest and pride in the novel experiment involving computers contributed to enthusiastic 

participation. The community and individual families even contributed to the payment of electricity charges. 

6. Class timings had to be adjusted to late evenings and night time to enable students to attend after completing 

agricultural operations and since electricity to power the computers was generally available only at night. Even 

then, there was some absenteeism because of heavy rainfall and the reluctance to send women out of the house at 

late hours.   

Scalability and sustainability issues 

  A proposal to scale up the programme to cover all illiterate women in four blocks of Nasik district – 

Tryambakeshwar, Peint, Surgana and Dindori – was sent to the Tribal Welfare Department. It envisaged 115000 women 

coming under the ambit of the programme at a cost of Rs. 3.20 crores.  It is doubtful whether the department would allot 

such substantial funding on an ongoing basis to this programme. Scaling up such an initiative to all districts would, 

therefore, pose a challenge unless alternative sources of funding from the government or other civil society and corporate 

partners were accessed.  



 Sustaining this programme would require a strong NGO involvement in the areas where it is sought to be 

implemented. The benefits of the approach would also need to be put across to the community, given that female 

education is not often seen as a necessity and in fact threatens the established patriarchal order. Building in this initiative 

into existing government programmes to give it a sustainable basis would require considerable advocacy efforts with the 

government, both at the local as well as the state level.      

Partner involvement 

 The programme did see the involvement of all three major partners – the corporate sector, government and a 

trusted civil society organisation. This could be said to be one of the pilot initiatives where there was excellent cooperation 

between the partners. A noteworthy feature of this initiative is that BA came into the picture only after the Mission and 

the TCCI (which coordinated the initiative) had done the preliminary spadework and broached the subject to BA. BA, 

thereafter, worked on the project details, including the location and the selection of the NGO partner, and also played an 

active role in monitoring the actual execution of the project. 

  



Counsellor Programme in Melghat 
Concept 

 An important reason for the continued presence of child malnutrition and mortality on a disturbingly large scale in 

the Melghat region of Amravati district (covering the two predominantly tribal blocks of Dharni and Chikaldhara) was the 

poor utilisation of public health services by the local population, both on account of lack of knowledge and distance 

constraints as well as a poor perception of the quality of service provided at these health facilities. To improve service 

delivery and increase utilisation of health services by the tribal communities, a small pilot project was undertaken between 

September and November 2007. Two local youth (one male and one female) were nominated by local CBOs to work as 

Counsellors. A pair of such Counsellors was attached to each health unit in the two blocks (PHC, RH & SDH) with 

financial assistance from the district administration to counsel the patients, assist the hospital staff in establishing a 

dialogue with the patients and ensuring that the patients received appropriate treatment at the health facility. The 

counsellors were selected from the Adivasi Korku community so that they could serve as an effective bridge between the 

community and the service providers, who were generally from outside the area and did not speak the local dialect. A 

review at the end of the three month period came to the conclusion that the pilot had a positive impact on both the quality 

of service delivery as well as the confidence of the local population in public health services. Thus was launched the 

Counsellors’ Programme.  

 The project sought to develop a replicable model aimed at improving healthcare service delivery in the Melghat 

area and service seeking behaviour and utilisation of services by the tribal community through improved communication 

between the hospital staff and the community, increased use of services by tribal women and timely availability and access 

to health services, thereby improving referral services and institutional deliveries. CBOs working in the Melghat region 

(MAHAN, KHOJ, Koshish and others) were at the forefront of this initiative. With their efforts and the backing of the 

district administration, the district health officials were integrated into the process. The CBOs participated in the selection 

of the Coordinators and Counsellors and in their training and monitoring of their activities. They provided day to day 

support to the Counsellors and, through monthly meetings with them, tried to improve the health delivery system through 

advocacy efforts. The ICCHN funded the programme in terms of honorarium payments to the coordinators and 

supporting coordination, training and monitoring processes. This support continued from January 2008 to June 2009 after 

which the ZP, Amravati took over the responsibility of running the programme.  

 There was one Coordinator each for Dharni and Chikaldhara blocks. Their task was to train, support, supervise 

and monitor the work of the Counsellors. 24 Counsellors at 14 Health Centres represented the link between the 

community and the medical staff. Each Centre had two Counsellors, with the female Counsellor being on duty during the 

day time and the male Counsellor being on night duty. A Coordination Committee of ICCHN, representatives of KHOJ 

and MAHAN and the health officials of the two blocks oversaw the work and provided technical inputs. Issues raised by 

the Counsellors were taken up by the Coordination Committee with the higher authorities.            

Pilot project results and learnings 

 Reports from the Counsellors, hospital data analysis and discussions with the stakeholders and communities 

formed the basis for assessing the project, which was also assessed by the Centre for Studies in Ethics & Research, an 

independent organisation commissioned for this purpose by BA. One of the biggest assets of the programme was the 

Counsellors. Being from the local Korku community, they were able to establish rapport with the patients. Many of them 

were highly committed and struck up a good equation with the medical officers, after some initial teething problems. 

While the Counsellors needed more technical inputs to play a more effective role in counselling the patients, there were 

also occasions when they were perceived as “watch dogs” over the medical staff rather than as facilitators of the doctor-

patient relationship, probably an outcome of being overly demanding on the health staff. On balance, however, the 

programme generated positive feelings, with Medical Officers being positive about the role of the Counsellors and the 

local community for the first time being actively involved in the health service delivery process.  

There were valuable learnings from the exercise: 

1. Lack of awareness of child malnutrition as a major health problem in the tribal community posed a challenge to 

the efforts of the Counsellors. 

2. Reliance of the community on the local faith-healer often delayed the giving of proper medical treatment. 

3. Seasonal migration for livelihood purposes interrupted the course of treatment. 



4. Bad experiences with the health system in the past made people suspicious of going to the health centres for 

treatment. 

5. Low pay and doubts about the continuation of the programme led to attrition in the ranks of the Counsellors.  

6. Bad experiences of patients referred to medical institutions outside the block affected the credibility of the 

Counsellors among the patients.    

Scalability and sustainability issues 

 The Counsellor programme had very strong positives, especially where committed CBOs were ready to oversee 

the entire process. However, funding for the programme was crucial to its scaling up. In Melghat itself, delay in availability 

of government funds had to be bridged by continued financial support for six months from ICCHN. While such a scheme 

could be fitted into the NRHM programme, there needs to be a concerted effort to ensure that bureaucratic hurdles do 

not affect the effective functioning of the programme. Strong NGO presence in areas where the programme is proposed 

to be taken up is essential, not only to ensure that the local community is involved, but also to monitor accountability of 

the health services, as was done by the Coordination Committee in Melghat. 

 Total involvement of both the civil society organisations and the government is critical to the success and the 

continued operation of the programme. Melghat benefited from the presence of vigilant and committed NGOs which 

took the initiative for the conceptualisation and launch of the programme and followed up its continuation. In fact, the 

programme was threatened in 2010 with closure when the ZP authorities felt that the programme did not require to be 

continued. It was only after one of the NGOs moved the Bombay High Court that the ZP restarted the programme. The 

highest levels in the local government administration need to actively support this initiative if the message is to percolate to 

all levels below.  

Partner involvement 

NGO and government involvement in the programme was matched by the association of the social arm of ICICI Bank, 

the ICHHN. This project could truly be said to be a case where all the three sectoral partners – government, civil society 

organisations and the corporate partner – played proactive roles in enabling the success of the initiative. At the same time, 

the role of leadership in the different partners was also crucial to the continued success of the programme, as witnessed by 

the temporary disruption in the programme when there was a change of leaders in the ZP.  

  



Healthy Lokshakti 
Concept 

 The Healthy Lokshakti project was a joint initiative of IFIG, ICICI Lombard, ICCHN and Vachan, with the 

involvement of the local ICDS and health staff, in four blocks of Nasik district – Tryambakeshwar, Igatpuri, Surgana and 

Peint. The project was a good example of multi-sectoral cooperation with ICICI Lombard funding the project, IFIG 

facilitating project formulation, implementation, monitoring and the process of fund transfer, ICHHN providing the 

technical inputs in programme design and impact evaluation and Vachan supervising the implementation of the project at 

field level and monitoring the day-to-day activities. The three-year project focuses on strengthening maternal and child 

health services with the objective of reducing maternal and child morbidity and mortality. BA is associated in the overall 

coordination of the project. Through improved access to skilled medical attendance during pregnancy and delivery and 

provision of care to the newborn child, the project sought to promote child survival and safe motherhood. 

 Existing health services were to be augmented by the provision of a helpline for requesting for medical assistance 

and transportation to the nearest medical facility. The project provided for transport from the village to the appropriate 

medical facility, creation of a flexi-pool at the community level to meet emergency needs and developing human resources 

to meet the health needs of not only mothers and children, but indeed of the entire community. The helpline would be 

initially managed by project staff and subsequently manned by trained medical professionals, who could provide advice to 

women and community members. The emergency transportation services would augment the existing government 

transport capabilities in the form of ambulance services at PHCs and the mobile units under the Bharari Pathak scheme of 

the government, which covers villages where the concentration of malnourished children is large. The flexipool financial 

support was intended to be a special fund which would be created and managed by the SHGs with the help of ASHAs 

and was intended to meet emergency requirements of the community in respect of transport and medical expenses. 

Wherever there was a government subsidy/grant available, the same would be adjusted against the amount paid from the 

flexipool. The intention was to dovetail the project into the existing NRHM and other schemes, so that it avoided 

duplication and helped to strengthen existing health systems. There was also a training component built into the project to 

build the human resource capacities of key personnel in the health care delivery system – the ASHAs, AWWs, ANMs, 

medical professionals at PHCs/FRUs, helpline staff, transportation staff and paramedical staff. Baseline and endline 

surveys would document the impact of the project.     

Pilot project results and learnings  

 The project was launched on 14 January 2011 at the Waghera sub-centre in Tryambakeshwar block. In the five 

months from January to June 2011, more than 200 emergency calls were attended to by the helpdesk, while 173 deliveries 

and 31 infant emergencies were attended to. As the project is still in progress, there would be a greater impact of the 

project over time as the awareness of the community grows and their confidence in the efficacy of the system is 

established. In the few months of its implementation, the project has thrown up certain challenges which will need to be 

resolved if the project is to be replicated elsewhere and sustained: 

1. Demand for the service from the community needs to increase. This is in part tied to the community perception 

of the quality of medical services at the government medical facilities and also to the willingness of mothers and 

families to go in for institutional deliveries.  

2. Collection of funds for the flexipool from the community has been difficult. Efforts to obtain a referral fund 

from the NRHM funds are still in progress. This could place a strain on the programme. 

3. Quality of services at the PHCs/FRUs is a critical factor in the success of the initiative. Absence of specialists 

and skilled medical personnel could affect the impact of the project. 

4. Frequent transfers of medical personnel have an adverse effect not only on the continuity of the project but also 

involve fresh induction of new personnel into the project processes.  

5. Poor wireless connectivity affects the communication between the helpdesk, the medical facility and the drivers.  

Scalability and sustainability issues 

 Since the further spread of the programme is contingent on its integration in the NRHM, the readiness of the 

NRHM authorities to adopt this approach and make regular annual provisions would be crucial to its scalability. There is 

also the issue of the availability of trained medical staff with the requisite skills to provide the mother and child care 

services at different locations. Given the lack of specialists like gynaecologists and paediatricians at FRUs in many remote 

tribal blocks, referral of patients could pose a serious problem. Indifferent treatment quality would, in turn, lead to a 



decrease in demand for these services from the community. The attitude of the medical staff at the FRUs/PHCs would 

also impact on the success of the initiative: regular monitoring of cases and developing efficient helpline services would 

depend to a great extent on the commitment and enthusiasm of the medical staff. Finally, levels of literacy and awareness 

of the utility of this programme would determine its actual use – there may be need for strong Behavioural Change 

Communication programmes to bring about a change in the attitudes of communities which have hitherto availed 

sparingly of health services on account of ignorance and illiteracy. Efforts to sell the programme to the higher levels of the 

health bureaucracy would be desirable to ensure its wider adoption and a regular commitment to funding operations.   

  

Partner involvement 

  There was a good level of involvement of partners from all three sectors – civil society, government and the 

corporates. As in most of the pilots, the presence of a committed NGO with links with the community was essential for 

ensuring that the programme received a good response. 

  



Yashoda 
Concept 

 It is an accepted fact that one of the root causes for child malnutrition lie in the poor feeding practices in the first 

two years of life. While the importance of early and exclusive breast feeding has received a lot of attention and has been 

the subject of a number of IEC campaigns, including through the mass media, complementary feeding that is supposed to 

commence as the baby is gradually weaned away from breast milk from the age of six months onwards is not given 

anywhere near the same emphasis. This is in spite of data which clearly shows that the major regressions in nutritional 

status take place between 6 and 24 months of age, as a result of the failure to initiate timely and appropriate 

complementary feeding practices. To focus attention on this very important aspect of the child’s nutritional development, 

Project Yashoda was developed for implementation as a pilot in one block of Nandurbar district. 

 The project was a multi-sectoral initiative involving HUL, UNICEF, the Mission and the ICDS and health staff of 

Nandurbar district, apart from private agencies in the advertising and marketing fields – Green Kettle Consulting, Ogilvy, 

Q Market Research and Marketing Mums. The project is funded by IFIG. The issue of poor complementary feeding in the 

6-24 month age group was to be addressed in three phases: (1) the first phase was to conduct a situation analysis through 

desk research, field visits, expert interviews and interactions with mothers to define where exactly the programme should 

be focused; (2) the second phase was to be devoted to evolving a communication intervention that would encourage 

mothers to start complementary feeding in time and in full measure; (3) in the third phase, the creative inputs for 

effectively getting the messages across would be developed using different programme methods and the implementation 

strategy and monitoring and evaluation systems would be put in place.     

Pilot project results and learnings  

 The analysis of 23 villages in Aurangabad, Nanded and Nandurbar districts revealed that the focus of the project 

was required to be at the 6 month stage of the child’s life, since the onset of malnutrition was at this stage when 

complementary feeding was normally commenced. Intervention was required at this point to prevent the onset of 

malnutrition. To understand the nature of interventions that could influence behaviour with regard to complementary 

feeding, quantitative research and ethnographic studies were carried out at 130 locations in Nanded and Nandurbar 

districts. The proposed intervention needed to be simple, create sustainable behaviour, be capable of implementation in 

different geographic settings, supportable by the existing government systems and infrastructure and show quick tangible 

results. First-time mothers were the target group since childbirth represented a new experience for them. The project 

envisaged the establishment of two different programmes to inculcate in mothers the ideas of timely initiation of and 

effective and continued complementary feeding practices: 

i. At the time of registration of the child’s birth, the AWW/midwife would give the mother a coloured bracelet for 

the baby linked to the colour of the month. Mothers with children born in a particular month would form a 

cohort group linked by the colour of the bracelet: at the end of six months, all such mothers would be invited to 

a public gathering where the initiation to complementary feeding would take place. 

ii. At the AWC, the process of initiating complementary feeding would begin with the mother being given three 

bowls indicating what should constitute the three meals in a day. Separate education programmes on active 

feeding approaches would also be imparted through interactive sessions with the mother.  

The functionaries of the ICDS and health systems at the village level would be the key influence figures on the mother, 

along with her mother-in-law and other mothers in the cohort. Through this mechanism, it was envisaged that sound and 

healthy complementary feeding practices would be established in the family.  

 The complementary feeding campaign was to use many tools like flip charts, radio jingles, audio-visual aids, 

posters and calendars apart from training material for AWWs. It was proposed to identify a Bollywood celebrity to be the 

Brand Ambassador for the campaign so that the issue of complementary feeding would receive widespread public 

attention. Creative tools designed by Ogilvy and approved by HUL were field tested by Quantum Market Research in 

Jawhar block of Thane district, which had characteristics similar to Shahada block of Nandurbar district, where the 

campaign was to be undertaken. Manav Vikas Sanstha (a local NGO) was identified for working with government 

functionaries in executing the campaign (given the name of “Nanhi Thali”) while IHMP was to carry out the base-line and 

end-line surveys to assess the impact of the project. However, as of the date of this report, the project is awaiting funding 

from the ICICI Foundation.  

The project threw up a number of behavioural issues that would be crucial to any further scaling up of the campaign: 



1. Ideal complementary feeding practices should be built on the emotions of a healthy family pride in their self-

sufficiency and their ability to bring up healthy children. 

2. The importance of good feeding for the health of the child and her growth and the positive dividends for the 

family needed to be understood. 

3. Mothers (and caregivers) needed to work out a ritual for giving the child mashed home-cooked food. The child 

needed to be given the entire portion required for her nutritional needs at a number of sittings. The food needed 

to have a combination of cereals, pulses, fruits and vegetables. 

4. The mother should also eat wholesome, balanced food comprising carbohydrates, proteins and micronutrients 

during her pregnancy to ensure that the baby is born healthy and of the appropriate weight. 

5. Comparisons between a child reared on a healthy diet and one who did not receive the required nutritional intake 

would forcefully drive home the message of good feeding practices.  

Scalability and sustainability issues 

 Since the pilot phase of the project is yet to be implemented, it is not possible to immediately draw any lessons 

from the specific project. However, involvement of the ICDS at the stage of replication would be crucial to spread the 

campaign to other areas. In such a venture, which has strong behavioural modification content, the importance of 

messages being repeated till they are absorbed and become part of accepted practice cannot be overemphasised. There 

would be need for strong corporate involvement to push the advocacy of complementary feeding through the mass media 

and influencing public opinion. There is also need for strong involvement of civil society so that opinion formation in the 

community and society can be influenced through those commanding authority and respect. Sustaining the initiative 

would, therefore, be dependent on the enthusiastic involvement of different sectors, with the government using its reach 

and its machinery to push for fundamental changes in behavioural patterns in the family and community, with the active 

support of NGOs and CBOs. 

Partner involvement 

 At the pilot preparation stage, there has been active involvement and association of the different sectoral partners 

in the evolution of the campaign. Government, through the Rajmata Jijau Mission, ICDS and the local ICDS and health 

machinery in Nandurbar district, has been fully involved. A large number of media and advertising agencies were involved 

in developing and testing the creative content of the campaign. Though there was no scope for CBO involvement at the 

preparatory stage, the communities themselves were involved in finalising the inputs for the campaign. It is only at the 

level of funding the campaign that the project seems to have run into some difficulties.  

  



Some Other Initiatives 
 There were a number of other initiatives that were proposed and implemented on a pilot basis in particular 

locations. However, these programmes never reached a stage where the results of the pilot could be used to actively 

consider scaling up the scope of the project. Some proposals never got beyond the drawing board stage while others were 

partially implemented in the setting of one block in a district. However, the initiatives did not develop beyond a certain 

level and ultimately, there could not be said to have been any lessons drawn from the implementation of the project. While 

these projects had their significance in terms of what they might have achieved, the different partners in BA never really 

got together to push these initiatives.  

 

Behavioural Change in Hand Washing 

 Instilling improved hygiene practices in communities and families with the objective of reducing the incidence of 

communicable diseases, which in turn has an impact on nutrition status, was the aim of the Hand Washing project. This 

initiative was modelled on the ongoing Lifebuoy Swasthya Chetana project of HUL. It sought to integrate the behavioural 

change campaign of HUL with the micro planning process, Schools in Development and Deepshika programmes of 

UNICEF. The campaign focused on Nandurbar district where a number of community empowerment programmes of 

UNICEF were already under implementation. HUL and Ogilvy Action developed and adapted a behavioural change 

communication model which was reworked by UNICEF to fit into their ongoing programmes in Nandurbar district. 

Training kits catering to different target groups like children, women and wage earners were prepared by Ogilvy Action, 

who trained 30 Master Trainers working in the different programmes of UNICEF so that they could disseminate the 

message to the community. In March 2009, 45 persons (13 NGO field coordinators and 32 village resource persons) were 

given a one-day interactive training by Ogilvy Action and provided with kits for the different target groups. They 

communicated the messages on the importance of hand washing to about 30,000 school children, women and men in 214 

villages of Navapur, Taloda and Dhadgaon blocks of Nandurbar district.  

 The Hand Washing Campaign was the subject of fairly intense discussions amongst different partners of BA at 

the stage of inception on the issue of association of a particular brand name with the programme. Civil society 

organisations, in particular, opposed the identification of a BA programme with a particular product of a corporate 

partner. Finally, the project was rolled out without incorporating the name of the brand in the messages conveyed to the 

community. After its initial implementation in three blocks of Nandurbar district, there has been no further effort to either 

spread the programme to new areas in Nandurbar district or to draw on the lessons from the Nandurbar experience to 

devise a scalable model for wider dissemination. 

      

Supply Chain Management (SCM) 

 An important area of intervention envisaged was in the SCM of medicines at the PHC level. The prevalent system 

was based on a district-level aggregation of the demand for different medicines received from all PHCs in the district. The 

procurement was budget-led rather than demand-led; consequently, there could be situations of either overstocking or 

inadequate supply of essential medicines. The multiplicity of budgets and procurement authorities right from the PHC to 

the state level and the large number of medicines in the procurement list (572) often led to redundant purchases or to 

absence of critical medicines for which, through oversight, demand had not been registered. The absence of an inventory 

system added to the problems of either under or over-supply of different medicines. 

 The management capabilities of HUL and their vast SCM systems which enable the company to stock their 

retailers even in distant corners of the country led to the development of the proposal to get HUL to study the 

procurement patterns in 103 PHCs in Peint and Tryambakeshwar blocks of Nasik district and evolve a robust SCM system 

for medicine supplies in the public health sector. The HUL exercise in the two blocks led to the identification of 132 

relevant medicines in consultation with the local health machinery, which were the medicines most often required and 

used in the PHCs. The demand planning was to be done at the district level with data on demand being gathered from 

representative PHCs and extrapolated to other PHCs to arrive at consolidated figures for different medicines for the block 

and district. Demand estimation was to be a dynamic process, with the last quarter’s consumption leading to a revision of 

demand for the next quarter. Budgeting issues were to be taken care of at the ZP level, so that the PHC did not have to 

concern itself with the budget head from which the medicine was being supplied. Procurement was, therefore, to be on a 

staggered basis and centralised at the district level. Based on the stock position in a PHC and the norms for the stocks that 



the PHC ought to have (related to the earlier period’s consumption), the PHC would lift its stock of medicines from the 

ZP store. The future strategy envisaged stores at the block level, with the PHCs in a block getting their supplies from the 

block store. Software for inventory management, which was already under development by a software company, was to be 

strengthened with a demand estimation module and piloted in Nasik district. 

 While this project held immense potential for revolutionising the medicine supply system in the health sector, 

there was little progress once the HUL study was completed. A major reason for this was probably the not so enthusiastic 

response of officials of the state health department, which finally saw the dissipation of efforts by the HUL team to put 

together an effective SCM strategy for the health sector.  

        

Community Leadership and Action Planning (C-LEAP) 

 This was an attempt to tackle child malnutrition through a demand for health and nutrition services by the 

community while also strengthening government delivery systems to improve their responsiveness and service quality. 

Two villages – Bijudhawdi and Mansudhawdi – in Dharni block of Amravati district were selected for the pilot 

intervention. C-LEAP was based on the Bridging Leadership Program of Professor Ernesto Garilao of the Asian Institute 

of Management, Manila, suitably adapted to the local context and needs. It aimed at developing grass-root leadership 

engagement and partnership intervention to bring together key stakeholders and leaders at village panchayat level to evolve 

new relationships and institutional arrangements as well as ways of working that would bring about lasting improvements 

in the health and nutrition status of the mother and child. The district administration (revenue and ZP), local 

NGOs/CBOs like MAHAN, KHOJ, Koshish and Adivasi Utthan and villagers were partners in the process, which was 

facilitated by Anju Uppal of Media Matters in the capacity of consultant.  

 A three-day workshop of all stakeholders was held in February 2008 with the objective of coming up with a 

collective action plan for the two villages. The workshop was aimed at creating a sense of ownership in the village 

community for the process and enabling them to participate collectively in realising their dreams for the village. This was 

to be achieved through the enunciation of a village action plan to be prepared by a Steering Committee drawn from the 

local community, concerned government departments and BA. The Steering Committee would engage with the larger 

village community and enlist their participation and engagement in carrying the process further. The action plan would be 

approved and supported by the district administration. The action plans and the other demands of the villagers were 

discussed by the Steering Committee with the CEO, ZP when he visited the villages in May 2008. Subsequently, there does 

not appear to have been any follow-up on the action plans or any effort to scale up the initiative to other villages in the 

block.  

   

Food Fortification 

 This project was envisaged to be implemented by BA in association with GAIN. It involved the home based 

fortification of food of children in the 6 to 36 month age group with Sprinkles, which would reduce micronutrient 

deficiencies among these children. The Sprinkles would be distributed to the mothers, with the ICDS machinery and/or 

NGOs arranging for the distribution through SHGs. While GAIN would initially supply the Sprinkles, there would be 

efforts to subsequently develop manufacturers or suppliers to provide the Sprinkles. In case arrangements for distribution 

through the ICDS network did not materialise, NGOs would handle the distribution process. The project was initially 

proposed for implementation in two blocks each in Amravati and Nandurbar districts and one urban project in Mumbai 

city. Mothers, SHGs and ICDS workers were to be trained on micronutrient deficiencies. The project would analyse and 

assess the acceptability of the Sprinkles and its impact on improved complementary feeding and the nutritional status of 

under-3 children. Subsequent efforts would be made to introduce Sprinkles in the SNP of the ICDS based on the learnings 

from the pilot projects. This project never really got off the drawing board, with no guaranteed support for the 

programme from the ICDS Commissioner and no alternative mechanism for reaching the Sprinkles to the families being 

worked out.  

 

  



BA learnings over five years (2006-2011) 
 

 What do the various initiatives implemented in different areas of Maharashtra over five years tell us about the 

overall approach of BA and the usefulness of the multi-sectoral approach in tackling a complex social and human problem 

like child malnutrition in Maharashtra? A working paper prepared by Surita Sandosham and David Winder6 of the 

Synergos Foundation lays out the assumptions underlying the creation of such a partnership involving partners from 

sectors as diverse as government, corporates and civil society organisations with varying ideologies and work cultures and 

approaches to problem-solving:  

1. In addressing complex issues such as child undernutrition, it is important to draw on the wisdom, resources and 

experience of all three sectors operating in the context in which the partnership is being developed. 

2. Child undernutrition lends itself well to a partnership because all segments of society have an interest in children 

growing up healthy, educated and employable. 

3. Since child undernutrition is an inter-generational problem, the interventions should also be inter-generational. 

4. Participation in such partnerships requires that each entity be open to new learning, willing to consider innovative 

and different ways of thinking and be amenable to working collaboratively across sectors. 

5. While partners agree on the need to reduce child undernutrition, they may not always agree on the best way to 

address it. A partnership provides an appropriate framework for participants to resolve differences with goodwill 

and to create a common purpose. 

6. Given the expertise and primary responsibility of the public sector to address undernutrition, the role of the 

government is essential and its support for recommended changes is vital if any intervention is to be sustainable at 

scale.  

7. Given the innovative drive, experience and efficiencies of the private sector, its active participation is essential 

because it makes possible new ways to think about systemic problems and new ways to resolve them. 

8. Given their unique roles as community advocates and service providers, NGOs and CBOs are essential to ensure 

that community sensitivities, needs, concerns and aspirations are reflected in any changes considered and that 

appropriate mechanisms of public accountability are part of any systems changes. 

9. Given the importance of families, caregivers and many other organisations and institutions who can, and do, 

positively impact child undernutrition, the partnership deems it important to collaborate with them to achieve the 

goal of a reduced incidence of this serious societal concern.    

 What was the actual experience of BA in getting its partners to work in tandem to achieve the goal of reducing 

child malnutrition? The lessons are best drawn from the implementation of the different pilot projects and the insights 

they threw up about the involvement of the different partners, the nature of their interactions with one another and the 

systemic issues (relating to all the three sectors) that will need to be kept in mind in devising future intervention strategies: 

1. Partnership formation can be time-consuming and complicated: Particularly in the Indian context, where business has been 

viewed suspiciously in the past (and even today) by large sections in the government and civil society, the 

development of a collaborative relationship requires patience and a gradual adjustment of long-held biases and 

prejudices. Equally, corporate assumptions about the work ethics and culture in government also need to undergo 

an adjustment to fit in with the apparently tortuous and involved procedures and processes inherent in decision-

making in government. The BA sought to address this important confidence-building measure at the very outset 

with the Change Lab initiative. However, as studies of the Change Lab7 process have brought out, there was 

probably too short a lead time before the Change Lab process was initiated. The Lab Team members were drawn 

from very diverse backgrounds and there were cultural, gender and even language issues among the members that 

needed sorting out to enable the participants to work as a cohesive team. A longer time-frame of about nine 

months for the entire process from the commencement of the Change Lab to the formulation of pilot initiatives 

would have given the Lab Team members a better chance to understand each other’s viewpoints and perspectives 

and probably contributed to a more participative and inclusive pilot formulation process. As mentioned in the 

feedback from Shell Global Solutions8, there seemed to have been limited stakeholder involvement in the 

development of the rural and urban plans in 2006. In hindsight, it would seem that the plans were put together 

with inputs from government and some NGO representatives in the Change Lab teams, without any major 

contribution from the corporate members. The corporate Lab Team members seemed to go along with the 



government-NGO formulations as accepted wisdom, without questioning the assumptions underlying the pilots, 

which could possibly have led to the development of alternative avenues of intervention.  

2. Need for commitment and continuity in Lab Team members and Champions: It appeared that after the Change Lab process 

and the formulation of the Rural and Urban plans, adequate thought was not given to the manner in which the 

Change Lab team members would be involved in subsequent processes of implementation. This was particularly 

true in respect of members from the government and corporate sectors. Even in the case of NGOs/CBOs, the 

capabilities of a number of their representatives were not made use of in the subsequent phase; in fact, a number 

of NGO/CBO representatives played no role in the deliberations after the Change Lab ended. The problem of 

continuity affected both government and corporates: many of their representatives in the Change Lab dropped 

out subsequently on their reassignment to new responsibilities elsewhere. One possible reason for the waning 

presence of the Lab Team members post-Change Lab could be because of the overwhelming role of the 

Champions in determining the plans for implementation, with no consultative process with the Lab Team 

members being evolved at subsequent stages.   

3. Active government participation is crucial to the success of initiatives: A major positive factor in the BA presence in 

Maharashtra was the recognition at the highest levels of government of the importance of the issue of child 

malnutrition and the establishment of the Rajmata Jijau Mother-Child Health and Nutrition Mission in 2005 to 

spearhead and coordinate the fight against malnutrition. In fact, the existence of the Mission was one of the 

factors that influenced the PCN choice of Maharashtra as the first state where BA would initiate its efforts to curb 

child malnutrition. However, there were some limitations in the extent to which the Mission could influence 

different government departments in lending their support to BA initiatives and, more importantly, funding both 

pilot projects as well as the scaling up of initiatives to other areas in the state. Since the Mission was in no sense a 

single point reference point for BA activities (which is what the BA partners, especially the corporates, would have 

preferred), getting approvals for different initiatives required approaching either the field offices of different 

departments or the secretariat. This work was taken up both by the BA staff and by the DG of the Mission. 

However, it was time-consuming and required repeated follow-up; since there was no dedicated staff for this 

purpose, it became increasingly difficult to secure timely funding for projects. An added problem was the transfers 

of government officers, which affected the continuity of project initiatives. Investments in specific government 

Lab Team members became infructuous when they moved to other assignments in areas far removed from child 

malnutrition. Not only that, BA was then required to go through the entire process of orienting the new appointee 

about the objectives of BA and enlisting their support for ongoing projects. The experience of the Food 

Diversification project is a case in point. The new ICDS Commissioner is apparently not convinced about the 

need to scale up the project from Nandurbar district to the other 34 districts of the state. In the absence of any 

binding commitment on the government to implement the project (on which considerable time and resources 

have been spent by the various BA partners), the project is in danger of coming to a premature end. 

4. An NGO/CBO thrust aids project implementation: The role of the voluntary sector in the successful implementation of 

BA projects has been crucial. If we analyse the successful pilots, we see that NGOs/CBOs have played a major 

role in almost all the projects, right from advocacy of the project at the inception stage to formulation, planning, 

implementation and monitoring of the outcomes. This conclusion holds as good for VACHAN (GGG, Healthy 

Lokshakti & CAALP) and SNEHA (DCC) as it does for MAHAN & KHOJ (Melghat counselling). Voluntary 

organisations have also done a great job in enthusiastically implementing the initiatives. Aroehan and BAIF have 

really moved the GGG initiative forward with their focus on the skill training of adolescent girls to enable them to 

find employment and enjoy the real benefits of empowerment. The NGO acts as a watchdog to ensure that the 

project does not suffer at a later stage on account of a change in government policy or practice at the field level. 

KHOJ & MAHAN, for example, lobbied aggressively for the continuation of the Melghat Counsellors 

programme at a time when the Amravati ZP administration seemed inclined to wind up the programme, going 

right up to the Bombay High Court to get the programme revived.  

5. Community involvement is key to the long-term survival of the initiative: The most successful pilots had this in common: 

they involved active interaction with the community, especially with those segments that have the greatest stake in 

promoting child nutrition. The GGG & CAALP saw the enthusiastic participation of adolescent girls and young 

women; similarly, programmes like the Melghat Counselling and Healthy Lokshakti were involved in transforming 



the behavioural pattern of young mothers and promoting institutional delivery and newborn care, all of which 

have a tremendous impact on child undernutrition. Conversely, projects like Food Fortification and Supply Chain 

Management were not able to establish a foothold because there was no community involvement at the stage of 

project formulation and planning.  

6. Lack of clarity of corporate role in the entire process: As early as March 2007, the Shell Consultancy presentation referred 

to the lack of clarity among corporates as to their actual role and the value of the Alliance. It also stressed the 

need for maximising corporate involvement in design and delivery. Unfortunately, this situation was not 

specifically addressed even in the subsequent period. It appeared as though the corporates were waiting for 

government to tell them what to do. Government responses were generally oriented towards the CSR role of the 

corporates, in terms of provision of Anganwadi Buildings or other material assistance to augment government 

efforts in health and nutrition infrastructure. The possibility of public-private partnerships in areas like, for 

example, collaborating in operation of FRUs and PHCs in remote areas or in developing local private 

entrepreneurship to complement local public delivery service was never examined. Even a pure CSR activity like a 

corporate entity taking over the delivery of health and nutrition services in a specific area was never discussed. 

However, one major area which could have formed the basis for long-term involvement in the health and 

nutrition sector was never explored: this related to using the strengths of the corporates to link health and 

nutrition issues to their core business practices. In the one project of Hand Washing, there was a lot of discussion 

about the use of the “Lifebuoy” logo in the project. Ultimately, it was decided to implement the project with no 

reference to the brand: this probably removed one of the opportunities for HUL to use its marketing channels to 

spread the popularity of the hand washing message, while also allowing it to promote its product. Such a 

development would have integrated the programme firmly into the business structure of HUL and enabled its 

spread to other areas of the state.  

7. Test new interventions before going in for scale up: The strategy of taking up pilot projects in different locations to test 

their implementation feasibility before attempting scaling up was a sound one. The pilot stage gave an indication 

of the difficulties and challenges in rolling out the programme. It also allowed for modifications and 

improvements in the programmes, often as a result of interaction with the target groups and keeping in mind the 

ground realities, which were not always apparent at the start up stage. However, it would have been ideal if the 

original plan of implementing all the initiatives in ten tribal blocks in five districts and one urban ward in Mumbai 

had been adhered. This was not possible for a variety of reasons – funding for pilots of all initiatives in all areas 

was not available, capable NGOs/CBOs were not present at ground level in all these blocks for interacting with 

the local community and taking the lead to implement the initiatives and support from the local government 

authorities in the different locations was not equally forthcoming. Ultimately, particular initiatives could take off in 

particular areas where the conditions were conducive to their adoption and implementation.   

8. Absence of an integrated plan: The Shell Consultancy presentation had, while analysing the rural plan, highlighted the 

responsibilities to be assumed and agreed to by each partner and the establishment of milestones for monitoring 

progress. It stressed that all initiatives needed to have realistic activity description and timelines and priorities for 

implementation would have to be established. There was also need to link and integrate the different initiatives so 

that they fitted into an overall plan designed to achieve the stated objective of reducing child malnutrition. In this 

context, the implementation of different initiatives between 2006 and 2011 did not conform to any thought out 

strategy, with linkages between the outcomes of different initiatives. For one, the initiatives were implemented in 

different villages in different ICDS blocks and in different urban wards in Mumbai, so that the synergies of the 

various initiatives were never realised at the same location. Projects like the GGG came about because of 

availability of funding rather than as part of a conscious strategy to tackle the root of the undernutrition problem. 

Similarly, the CAALP was the outcome of an initiative that the TCCI was already implementing in different parts 

of Maharashtra and other states even prior to the launch of BA. Hence, there was no conscious plan to scale up 

such initiatives once the pilot project had been successfully implemented. Partner involvement in the projects 

right from the stage of planning through pilot implementation to scale up would have ensured a smooth transition 

from one phase to the other. As it has turned out, BA is still engaged in trying to sell the successful initiatives to 

different departments of the government to tie up funding for the scale up.  



9. Access funds from diverse sources: BA relied initially on funding from one partner, viz. HUL. Subsequently, funding 

came from the other partner, ICICI Bank. Specific pilot projects were funded by different donors, some of them 

companies/trusts of the BA corporate partners like IFIG, Taj Hotels, etc. However, the need has been expressed, 

even by the BA management itself, for drawing on funding from a variety of sources. If a substantial corpus is 

thereby created, this would not only meet the overhead and day to day running expenses of BA but would also 

enable it to fund some initiatives from its own funds. There was also the problem of funding from government 

departments for pilots as well as for any scale up of pilots. Since there were no written agreements with 

government departments for funding commitments, a change of personnel in the concerned department was 

enough to upset the smooth flow of funds for a particular pilot.   

10. Public policy advocacy to be an integral part of BA activities: One of the obvious advantages of a multi-sectoral partnership 

was the scope it gave for advocacy of public policy measures. Generally, government departments work in a silo 

and are not exposed to inputs from outside agencies. The partnership would, it was thought, change this picture 

and provide the government with innovative ideas from its corporate and civil society partners. However, in 

practice, this scenario never really came about. The major reason for this is probably the failure to develop 

appropriate institutional mechanisms for regular interaction between the partners. The Governing Council did 

meet regularly in the first year but, thereafter, meetings became infrequent. Also, the meetings were two-hour 

affairs where no brainstorming and soul-searching was possible. Nor were there inputs from those involved in the 

actual implementation process. As such, changes in public policy and governance practices that could have had a 

significant impact on service delivery quality were never discussed or brought to the notice of decision makers in 

the government. There was discussion in the Governing Council about meetings at fixed intervals of, say, six 

months or so between the Governing Council members and the Chief Minister and Chief Secretary of the 

Government of Maharashtra to bring the BA activities to the notice of the highest political and administrative 

levels of the government and seek their intervention where required. However, since no such institutionalised 

systems were put in place, no meetings ever took place. BA did not also engage with the media in highlighting 

initiatives or in discussing issues relating to child malnutrition. Possibly, the fact that corporate involvement in BA 

could lead to misconceptions in the public mind about the motives for such advocacy led to restraint in this 

regard. In the process, however, the opportunity to use public fora to bring to the forefront crucial issues relating 

to child malnutrition was foregone.              

     

  



BA’s future: where do we go from here? 

 
 BA has now completed over five years of existence. It has come a long way since the first steps taken in 2006. The 

past five years have thrown up many challenges but they have also helped in giving some clarity to the role that an 

organisation like BA can play in reducing child malnutrition in the Indian context. Above all, BA can now take a more 

realistic view of the part it can play in the overall milieu, with the benefit in hindsight of the systemic issues that influence 

the workings of its partners and without unrealistic expectations about its influence on achieving programme outcomes or 

on moulding public policy discourse on the subject. The concluding part of this paper attempts to distil the learnings from 

the BA experience to propose a possible road map for the future, in terms of partner involvement, governing and 

management structure and strategic thrust. 

Partner involvement  

 Partners in a venture like BA should be included only when they feel they are committed to the stated objectives 

of BA and can add value through their contributions in the form of money, ideas and/or organisational support. From the 

experience of the past five years, it is clear that the multi-sectoral partnership format must continue, with the corporates, 

civil society organisations and government constituting the three pillars. As far as UNICEF’s role is concerned, some 

thought needs to be given about the nature of its future association. Right from 2007 onwards, when the Shell 

Consultancy presented its findings, there has been a feeling that UNICEF, as an organisation already present in the field in 

different areas, is acting independently. In the new form of partner involvement currently under consideration, it is also 

possible that the organisational values of UNICEF may not always synchronise with the activities of BA. It is, therefore, 

proposed that UNICEF should associate with BA in the capacity of a technical advisor, without participating in the 

management structure of BA.  

 “Commercial and social value are like the two blades of a pair of scissors, and scale is like the tailor’s deft hand. You must have all three 

elements to slice through the knotty obstacles at the base of the pyramid.”9 This message from the HBR article should form the 

cornerstone of the corporate involvement in BA. Corporates can contribute to the cause of malnutrition reduction in four 

ways: through core business practices, through public-private partnerships, through philanthropy and social investment 

and through engaging in public policy dialogue10. “The greatest leverage for society and the company is often found through the 

application of the company’s tangible assets (such as equipment and distribution networks) or intangible assets (such as management expertise, 

branding and marketing strength) rather than through issuing a cheque. Indeed, some of the most successful partnerships have involved the in-kind 

application of such core company competencies, which have often resulted in a larger corporate commitment than would have otherwise been 

possible.”11 The WEF paper favours direct business involvement as part of its core business practices over the other forms 

of partnership, even though it sees a role for these other corporate interventions as well. The next few years of BA would 

be fruitful if corporate involvement were to evolve on the lines mentioned above.  

 Civil society organisations (NGOs/CBOs) are uniquely placed to ensure local community involvement and ensure 

and monitor effective implementation of programmes. As the BA pilots showed, success was significantly dependent on 

NGOs/CBOs mobilising the community and acting as a link between the community and the government systems. 

NGOs/CBOs also played an active role in implementation. They can also act as pressure groups to influence and shape 

public policy. The presence of NGOs/CBOs with a larger state-level or national/international presence aids not only in 

advocacy efforts but also in securing funding for projects which might not, at the pilot stage, secure corporate or 

government support. The only area of contention that could arise is where a civil society organisation is suspicious of the 

motive behind the corporate’s involvement and questions the agenda of any specific project. This fear could be addressed 

in one of two ways: (a) involving the NGO/CBO in projects where no such perceived conflict of interest arises; (b) setting 

up an independent ethics evaluation mechanism in BA to certify that no project is being taken up solely to meet a 

commercial interest, without assessing its social value, its impact on the community and its suitability in the context of 

achieving the goal of malnutrition reduction. 

 It is where the issue of government’s involvement in the partnership is concerned that there needs to be a rethink 

on the exact mechanism for bringing in the government. To date, BA has inducted three government nominees directly on 

the Governing Council. The issues of continuity, where the government nominee is concerned, and his/her ability to 

influence policy merit serious attention. From experience, it appears that the government nominees who would be 

inducted on the Governing Council (or Board, in the case of a company) would be drawn from the departments of Health 

and Women & Child Development. Given the short tenures of bureaucrats in many of these posts, changes in the 



nominees could be quite frequent. Problems could also arise where the nominee is not conversant with the issues. A 

particularly pertinent point arises in the event BA becomes a multi-state actor. It would then be impractical to induct 

directors on the board (or members on the Governing Council) from every partner state, since this might render the 

governing structure unwieldy. Keeping these issues in mind, it is suggested that governments should not be approached 

for nominating their appointees to the BA governing structure. However, there would continue to be close BA 

involvement with governments, since the issue of child malnutrition can be tackled only through appropriate public policy 

and the collaboration of the vast government machinery in the health and nutrition sector which is operative in every 

village, city and town in India.             

 Civil society involvement implies far more than merely community involvement in projects to tackle malnutrition 

which are taken up in different areas. In many cases, shaping public policy and strategy to manage this vexatious problem 

requires the association of powerful voices from civil society. There are many individuals who have contributed greatly to 

the development efforts (of both physical and human infrastructure) in India and who have insight into the systemic and 

governance issues which bedevil policy implementation, especially in the social sector. They also advocate changes in 

public policy: their stature and expertise ensures that their views are given due consideration. Such individuals could be 

from diverse sectors with the requisite government and/or managerial experience; they could also be renowned experts in 

areas ranging from agriculture, education, livelihoods and womens’ empowerment to health and nutrition. Their presence 

in the governing structure would add weight to it and contribute in a very beneficial way to BA’s future operations. 

Governing and management structure   

 BA has already been set up as a company under Section 25 of the Indian Companies Act. The trust set up earlier 

should be closed. Operating as a company would be a concept familiar to corporate partners and would enable access to 

funding, both from domestic and foreign sources. The company would also be eligible for tax exemptions in accordance 

with the provisions of the Indian Income Tax Act. 

 The Board of Directors of the company will comprise of seven persons. The four existing corporate partners will 

have the right to nominate one representative each on the Board. If any of the existing companies wishes to sever its 

association with BA, some other company could be invited to fill in the vacancy. Three more independent directors would 

be appointed on the basis of their expertise or association with BA activities. At least one director would be a person with 

a record of public policy advocacy and two directors with previous experience of government systems. The Board of 

Directors will decide the vision for the company, set the strategic direction and monitor progress towards the stated 

objectives. The corporate members on the Board may or may not involve their companies in the programmes of BA, 

either directly or through subsidiary companies, trusts or foundations operating under the umbrella of these companies. 

Day to day management would be vested in a CEO. He would be assisted by a three member team, which would handle 

the finance, innovations and marketing areas: 

1. The Chief Finance Officer (CFO) would handle all matters relating to the finances of the company. Fundraising 

would be an important task for the company. While the corporates on the Board would be requested to meet the 

overheads and operational expenses on BA for a two-year period, the aim would be to access funds from a variety 

of other sources so that BA is self-sufficient in meeting its expenses. Interventions, whether on a pilot or scale up 

basis, would be funded through capital provided by organisations supporting these initiatives. These organisations 

could be trusts/foundations or from the public or private sectors. Over the medium to long-term, the effort would 

be to meet both operating and project initiative expenses from BA’s own funds.  

2. The Chief Innovations Officer (CIO) would preferably be a person with experience in developing innovative 

approaches to tackle issues relating to maternal and child health and nutrition. She would have some previous 

exposure to the health and nutrition sector, but her ability would lie in devising out-of-the-box solutions to tackle 

the multifarious issues that combine to make child malnutrition a continuing problem. 

3. The Chief Marketing Officer (CMO) would be responsible for developing viable business models for tackling 

malnutrition. She would handle the marketing of pilot projects to funding partners and also plan the scale up of 

successful initiatives. The CMO would handle the liaison with government and other agencies as also interaction 

with media and other public bodies.  

The CEO and his three-member top team would be supported by a unit of about ten personnel. All appointments would 

be on contract basis. Where BA scales up operations to states other than where it has its registered office, a State 

representative would be appointed to coordinate the operations in that state.  



Strategic thrust 

 One of the major learnings from the BA experience has been that engagement with government at all levels is a 

process requiring a lot of patience and perseverance. The departmental approach in government and the periodic changes 

in key officers and personnel require a deeper engagement of BA with government processes and systems. It would be 

essential for BA to enter into a binding agreement with a government for execution of a pilot initiative as well as for 

subsequent scaling up of this initiative to other areas in the state. The agreement should cover the rights and obligations of 

both BA and the government and include provisions relating to guaranteed funding and oversight by the government of 

the operations. Preferably, the government should be requested to create a Special Purpose Vehicle for the initiatives. This 

can be in the form of a State Health and Nutrition Mission or could be a state company or a trust set up for this purpose, 

with committed staff for implementing the initiatives. All funding from the government should flow through this entity so 

that there are no breaks in the financing process. A Steering Committee comprising senior officers of the state government 

and BA representatives would monitor timelines and resolve any difficulties arising in the implementation process. The 

Steering Committee would meet at periodic intervals of three months to review the status of different initiatives. There 

should be a clear commitment from the government to developing a viable implementation and monitoring mechanism 

before BA takes up any pilots in the state. 

 The Maharashtra experience has thrown up some interesting initiatives which have potential for further 

development and scaling up. These include the GGG, CAALP, Healthy Lokshakti, DCC, Counsellor Programme and 

Yashoda. BA should examine the possibilities of scaling up these initiatives to other areas in Maharashtra in the next phase 

of operations. As far as possible, the different initiatives should be combined in one area so that their cumulative impact 

on child malnutrition can be assessed. BA can also look at taking up these initiatives in other states which are actively 

seeking to reduce malnutrition – Gujarat, Madhya Pradesh, Bihar, Karnataka and Orissa. Three states, Gujarat, Madhya 

Pradesh and Karnataka, have set up State Nutrition Missions and BA can establish contact with these Missions to explore 

the scope of interventions in these states.  

 BA should actively engage with the corporate sector in developing strategies where the core business practices of 

different companies can be integrated into the battle against malnutrition. These could include areas like: (a) agriculture 

production, storage and processing, biotechnology and seed production; (b) food fortification, retail, IT and financial 

services; (c) media, public relations, professional services and law firms. Companies could integrate their business strategies 

to serve the large mass of people at the bottom of the pyramid, customising their production and marketing strategies to 

meet the needs of different income segments of the poor. Public-private partnerships should be promoted in areas where 

the state is unable to meet the needs of people. Public policy advocacy in the form of legislative and administrative 

measures would also bring public pressure to bear on governments to initiate measures that directly or indirectly address 

the problem of child malnutrition.                       

 Finally, BA should tie up with companies or agencies that analyse and publish data on crucial education, health 

and nutrition indicators like school enrolment, drop-out rates, elementary and secondary education completion, maternal 

mortality, infant and child mortality and moderate and severe malnutrition. The absence of analysed data and the lack of 

informed debate on these issues has been one of the main reasons for short-term, kneejerk reactions to the problems of 

maternal and child health and nutrition issues. Information technology renders all such data very amenable to analysis right 

from the national to the village and urban ward level. Promoting discussion and action on the basis of such data would 

bring the issue to the forefront of public consciousness and instil a sense of accountability in all those entrusted with the 

responsibility of meeting this major human and social challenge.  
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