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Introduction: Self-help groups (SHGs) and Support Groups (SGs) are increasingly recognized as effective mechanisms for improving maternal and young child nutrition due to their decentralized, community-based structures. While numerous studies have evaluated the outcomes and impact of SHGs and SGs on nutrition practices, there remains a gap in the literature. To address this, we conducted a literature review to examine the role of SHGs and SGs in improving health and nutrition outcomes, focusing on marginalized women, especially pregnant and lactating women (PLW), in India, Bangladesh, and Vietnam, with an emphasis on programs supported by the international non-governmental initiative, Alive & Thrive.

Methods and materials: We conducted a literature review to assess various models, summarizing findings from 34 documents, including research studies, evaluation reports, program materials, strategies, annual reports, work plans, and toolkits. Relevant information from these documents was extracted using predetermined forms.

Results: In India, the models used SHGs with 10–20 women, federated into larger village and district organizations. Bangladesh and Vietnam SGs have similar structures but with local leaders and committees playing key roles. In all three countries, interventions aimed to improve health and nutrition practices through social behavior change (SBC) interventions, including peer-to-peer learning, interpersonal communication, home visits, and community meetings. Outcomes of the interventions showed that SHG members had increased knowledge of breastfeeding, complementary feeding, and improved dietary diversity compared to non-SHG participants. Interventions helped improve infant and young child feeding practices. Common challenges included sustaining the SHGs, ensuring adequate participation, socio-cultural barriers, and logistical difficulties in reaching PLW in remote areas. Limited time for health topics during SHG meetings and the dissolution of older SHGs were also significant issues.

Conclusion: SHG and SG models demonstrate success in improving health and nutrition outcomes but face challenges in scale, sustainability, and participation. Integrating nutrition-focused SBC interventions into SHGs and SGs requires significant capacity building for technical and counseling skills. Ensuring comprehensive coverage and robust quality assessment during community-based rollouts is essential. To sustain these interventions, it is crucial to prevent group dissolution, allow time for maturation, and secure strong stakeholder engagement and political support.
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1 Introduction

The intergenerational effects and socio-economic costs of undernutrition are well known (1–5). Undernourished women face higher risks of mortality and conditions like anemia, which negatively impact future generations (6, 7). Poor diets, disease, food insecurity, inadequate care, and socio-cultural factors are key causes of undernutrition (8, 9). Women in low and middle-income countries (LMICs), especially in Asia, often face inadequate dietary diversity and low food consumption (10–13). Their diets, especially in low-income settings, are largely based on starches, lacking in nutrient-rich foods (14, 15).

Undernourished children under five face higher risks of disease, lower cognitive ability, and reduced productivity as adults. Children in LMICs in Asia suffer from poor dietary diversity and suboptimal breastfeeding, leading to growth faltering and stunting (16–21). While breastfeeding rates have improved in Bangladesh, India, and Vietnam, early initiation of breastfeeding remains low (22). Various factors like income, education, gender norms, and exposure to nutrition counseling influence breastfeeding practices and overall diet quality for women and children (8, 23–29).

Household behaviors like food distribution, eating preferences, hygiene, education, lack of safe drinking water and health service uptake also contribute to undernutrition (30–35). Social behavior change (SBC) interventions have shown positive results in addressing these issues by influencing behaviors at household, community, and policy levels (31–35). Governments and partners are focusing on strengthening community outreach and capacity building to address these behavioral causes (36–39).

Self-Help Groups (SHGs) and Support Groups (SGs) have emerged as platforms for socio-economic empowerment in low-income communities, especially among women (40–43). There is increasing evidence of their potential to improve health and nutrition outcomes, particularly maternal and infant nutrition (44–49). This paper synthesizes information from models integrating SBC into SHGs and SGs in India, Bangladesh, and Vietnam, focusing on the design, platforms, and challenges.

In India, Jeevika, started by the Bihar government with support from the World Bank in 2006, evolved to include health and nutrition interventions. Rajiv Gandhi Mahila Vikas Pariyojana (RGMVP) in Uttar Pradesh, launched in 2012, also integrated nutrition into its women's empowerment program. Both the programs were initially meant to link SHGs with financial institutions and eventually evolved to include SBC interventions on health and nutrition. In Bangladesh, the Livelihood Improvement of Urban Poor Communities Project (LIUPCP), implemented from 2017 to 2022, organized poor urban communities to address climate resilience and livelihoods along with health and nutrition. Vietnam's Infant Young Child Feeding (IYCF) SG model, developed by Alive & Thrive from 2011 to 2014, focused on reaching ethnic communities in remote areas with maternal and child nutrition information.

While numerous studies have evaluated the outcomes and impact of SHGs and SGs on nutrition practices, there is a lack of comprehensive reviews examining their role in improving health and nutrition outcomes for marginalized women in Asia. To fill in the literature gap, we conducted this literature review to examine the role of SHGs and SGs in improving health and nutrition outcomes, focusing on marginalized women, especially pregnant and lactating women (PLW), in India, Bangladesh, and Vietnam, with an emphasis on programs supported by a non-governmental initiative, Alive & Thrive.



2 Methods and materials


2.1 Selection of models

The criteria for the selection of models for this review included: (a) implemented in South or Southeast Asia; (b) integrated nutrition services with SHGs or SGs; (c) use of SBC interventions targeting improvement in maternal and child nutrition; (d) involvement of Alive & Thrive either as a technical partner, implementor, or supporting the development partners or governments in any capacity. We have not published any review protocol for this study.



2.2 Literature selection

We reviewed the literature to extract information on the selected models and understand how SBC interventions were integrated into the SHGs and SGs. Based on the researchers' language proficiency, we limited our search to English-language documents. The documents included research studies, evaluation reports, program materials, strategies, annual reports, work plans, and toolkits. We placed no restrictions on the publication year. We searched for documents and conducted literature review using three different methods denoted by PRISMA (Figure 1). These included a database search (PUBMED) to select studies on the models using specific key phrases, gathering program materials solicited through program implementors and technical partners, and undertaking a keyword search using Google's search engine to access gray literature and online program materials relevant to the models. We used the same keywords to search through the database and search engine to maintain consistency. We chose the keywords based on the topic, context and models (as defined by the selection criteria). The abstracts obtained through PUBMED were reviewed and selected for further review. The selected literature underwent another round of assessment against the mentioned criteria for a final selection. The documents collected through means other than database search was also assessed for relevance before being admitted for full-length review. The search keywords included following phrases “SHGs in LMICs,” “Health and nutrition integration with SHGs,” Self-Help Groups in India,” “Self-Help Groups in Bangladesh,” “Support Groups in Vietnam,” “Support Groups for IYCF,” “Jeevika,” Rajiv Gandhi Vikas Pariyojana,” “Livelihood improvement for urban poor communities in Bangladesh,” “Support Group Models for Nutrition,” “Nutrition social and behavior change.”
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FIGURE 1
 Prisma diagram.




2.3 Data items, charting process and synthesis

The whole team discussed the development of key contents for the information extraction forms. The extraction forms include information on methods, platforms, contents, and stakeholders for the Social and Behavior Change Communication (SBC) interventions; program coverage, targeting, and delivery metrics for the training of facilitators who delivered the interventions; framework for integrated program implementation and support; and intervention outcomes.

The lead author extracted information from the selected materials using the defined checklists. Results from the extraction were summarized in tables. The tables, figures, and results were circulated to all authors for review to ensure completeness and accuracy before finalization.

Synthesis of findings were drafted and finalized based on the discussion among all authors.




3 Results

Starting with 255 identified documents (Figure 1), the lead author reviewed and excluded 171 due to duplication, and an additional 50 because they did not focus on SHGs or SGs, targeted different groups, did not include SBC interventions, or were from regions outside Asia. The list then was circulated to other co-authors to check for completeness. The documents included for synthesis were research studies in peer-reviewed journals and on other platforms (n = 9), evaluations and outcome studies (n = 5), and program materials such as program briefs and outcome documents (n = 5), strategies (n = 4), work plans (n = 2), annual reports (n = 5), and toolkits (n = 4).


3.1 Structure and evolution of SHGs and SGs

Table 1 shows that Jeevika's structure includes SHGs with 10–12 members from poor, marginalized households, federated into village organizations and larger clusters. SHGs focus on financial savings, intra-group lending, and linking with banks (50). In 2016, Jeevika reached over seven million households, expanding to more than 10 million (51). Health and nutrition interventions were introduced in 2013, supported by community mobilizers who facilitated SHG meetings and health-related activities. Dedicated nutrition resource persons and Master Resource Persons provided capacity building at the village level, with district-level managers overseeing health, nutrition, and sanitation programs (52).


TABLE 1 Methods and platforms used for social and behavior change communication (SBC) interventions.
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RGMVP SHGs also followed a community-centric approach, comprising 10–20 women from marginalized groups. The women were trained for 6 months and then federated into larger organizations. RGMVP focused on socio-economic empowerment through financial inclusion, banking, livelihood, and health services. Nutrition services were introduced through trained mobilizers, with additional focus on maternal and child nutrition (Table 1).

In Bangladesh, the LIUPCP model features three levels of structure. Primary groups of 15–20 members, mostly women, form community development committees, which are further grouped into clusters. These committees focus on nutrition discussions led by designated facilitators (Table 1).

Vietnam's IYCF SG model differs by drawing members from existing village structures. Facilitators, including village health workers and Women's Union members, lead groups focused on breastfeeding, complementary feeding, and community support, targeting pregnant women, mothers, and caregivers in rural areas.



3.2 Design of nutrition and health-specific SBC interventions

Table 1 also shows that the SBC interventions targeted pregnant women, mothers of children up to 23 months, families, and caregivers. All four models undertook a stakeholder mapping exercise and designed the SBC interventions around the individual, community, program, and policy levels (Figure 2). The three SHG models used a mix of interpersonal communication (IPC), mass media, mid-media, and digital approaches, while the IYCF SG model relied mainly on IPC and on-site demonstrations, using tools like counseling cards and mother-child booklets. SHG contact points included home visits, community events, and nutrition drives, while IYCF SGs focused on village meetings (Table 1).
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FIGURE 2
 Different levels of stakeholders.


Coordination with government departments was essential across the SHG and SG models, incorporating SBC, non-SBC nutrition, and nutrition-sensitive interventions. Common methods included storytelling, cooking demonstrations, and peer-to-peer support (Table 1).

Jeevika introduced innovative tools like Samvad Kunji, a digital media tool with QR codes, and food group stickers to monitor dietary diversity. RGMVP used visual maps to help women visualize concerns and plan actions (Table 1). Both programs aimed to shift social norms around maternal nutrition, involving families and communities in the process (53–58).



3.3 Coverage and adequacy

Table 2 shows that all models aimed to reach pregnant and lactating women (PLW) and key influencers through SBC interventions. Since not all PLW were SHG members, Jeevika used a two-step approach, identifying PLW within SHG households through members and then reaching them via home visits and community events (53, 54). RGMVP used village maps to track PLW and their needs, combining this with joint home visits. LIUPCP employed similar methods, while the Vietnam IYCF SG model involved village heads to boost community participation and attendance (54, 58, 59).


TABLE 2 Program coverage, targeting, and delivery metrics for the training of facilitators who delivered the interventions by country.
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In 2022, Jeevika targeted 1.82 million mother-child dyads, reaching 45% of PLW in Bihar. LIUPCP in Bangladesh reached over 1.39 million dyads, and Vietnam's IYCF SGs covered 33,000 PLW across nine provinces (53, 54, 58). All models used multiple touchpoints, including weekly and monthly meetings, home visits, and community events to deliver consistent nutrition messages. For example, Jeevika reached each mother 16 times over 6 months, while Vietnam's IYCF model had monthly meetings and occasional community gatherings.

Community mobilization and raising awareness of government nutrition services were central to all models. SHGs played a key role in encouraging participation and promoting nutrition interventions in collaboration with government programs. LIUPCP also organized urban communities to demand services through town federations, while Vietnam's IYCF SG model coordinated efforts with local health systems (61, 62).



3.4 Processes and pathways

Table 3 shows that the models integrated SBC interventions into SHGs and SGs due to their strong outreach and mobilization platforms. SHGs target individuals and households in marginalized communities, making them suitable for health and nutrition-focused SBC efforts. In India, SHGs targeted rural poor populations, while in Bangladesh and Vietnam, urban poor and ethnic minorities in remote areas were reached. Prior evidence, local contexts, and formative studies guided the design of interventions, with models like Jeevika using socio-ecological and human-centered design approaches (Table 3).


TABLE 3 Framework for integrated program implementation and support.
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Capacity building was key across all four models, employing a cascade training approach (53–58). Jeevika and RGMVP developed detailed training modules for community mobilizers, nutrition resource persons, and master resource persons (MRPs), combining classroom teaching with participatory methods like role plays and group discussions. By 2017, Jeevika trained 1,500 MRPs, 7,000 nutrition resource persons, and 80,000 community mobilizers, while RGMVP trained over 124,000 community resource persons (Table 3). LIUPCP and Vietnam's IYCF SGs also emphasized training facilitators to lead SBC efforts (62–64).

The models differed in support structures, with Jeevika having a clear ongoing support framework, including post-training assistance and monitoring. Supportive supervision was strong in the Vietnam IYCF SG and present in Jeevika and LIUPCP for nutrition components. Monitoring structures for health and nutrition were clearly defined in most models, except for RGMVP, which tracked improvements during IYCF campaigns. Quality assessment in Jeevika included mobile data collection and feedback mechanisms, while RGMVP tracked knowledge retention and practices in nutrition-focused campaigns (Table 3).



3.5 Outcomes, sustainability and scale-up

Table 4 shows that the primary goals of SHGs and SGs were to raise awareness of optimal maternal nutrition, IYCF practices, and government schemes, while improving health and nutrition among mother-child dyads. Outcomes showed that SHG members in Jeevika and LIUPCP had higher knowledge of breastfeeding and complementary feeding than non-members. RGMVP's nutrition campaigns also increased awareness, and Vietnam's IYCF SGs had better outcomes on breastfeeding knowledge. SHG families had higher rates of early breastfeeding initiation and exclusive breastfeeding. Jeevika improved dietary diversity, while RGMVP showed better exclusive breastfeeding rates and increased consumption of Iron Folic Acid (IFA) (60, 64–70).


TABLE 4 Outcomes as cited in various assessment studies.
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Sustainability and scale-up showed mixed results. Jeevika expanded from 101 blocks to 300 blocks in Bihar, supported by the state government and the World Bank (70). It contributed to India's National Rural Livelihood Mission (NRLM), integrating food, nutrition, and health initiatives. RGMVP, active in 49 districts at its peak, saw a decline after donor support ended in 2018, though learnings informed future models (Table 4).

LIUPCP in Bangladesh, ending in 2024, proposed multisectoral coordination for sustained nutrition efforts, with some cities already operating independently. Vietnam's IYCF SG model scaled up successfully, covering 267 villages in nine provinces, supported by local government and partners like Save the Children and World Vision (Table 4). The model adapted to local investments for long-term sustainability (71–73).



3.6 Challenges

SHGs faced critical challenges including adequacy, sustainability, and quality assessment. Jeevika, RGMVP, and LIUPCP, initially focused on livelihood, poverty reduction, and financial inclusion, were not designed for health and nutrition interventions, requiring significant capacity building and new components, increasing the workload for community mobilizers.

SHGs had gaps in time allocation and meeting frequency. Jeevika's groups met weekly for about 30 min on health topics aside from training, while RGMVP had monthly meetings with similar time for health discussions. Meeting frequency varied, especially during harvest season. In Vietnam, IYCF SG meetings occurred monthly for PLW and bimonthly for others, with messages reviewed at subsequent meetings.

Sustaining SHGs proved challenging, with dissolutions reported for Jeevika and RGMVP, impacting HNS component implementation. Low meeting participation also hindered SBC interventions. Most women in Jeevika, RGMVP, and LIUPCP were not of reproductive age, leading to reliance on home visits and community events to reach PLW, which saw low attendance in some cases. Jeevika's assessment revealed some CMs lacked necessary skills, leading to refresher training.

The Vietnam IYCF SG model faces socio-cultural and economic barriers, with traditional practices and limited resources affecting adherence to recommended feeding practices. Remote areas struggle with healthcare access, and post-support from Alive & Thrive, reduced funding led to decreased meeting frequency. While a sustainability plan is in place, not all communities can fund activities beyond national program support.



3.7 Summary of findings

SHGs and SGs are recognized as effective community-based models for improving maternal and child nutrition. This literature review, focusing on India, Bangladesh, and Vietnam, explores their role in enhancing health and nutrition outcomes, particularly for PLW from marginalized communities. Drawing from 34 documents, the review highlights that SHGs in these countries use decentralized, peer-driven approaches to deliver social behavior change interventions like peer learning, interpersonal communication, and community events. These interventions have improved knowledge of breastfeeding, complementary feeding, and dietary diversity among SHG members. However, challenges such as sustaining group participation, overcoming socio-cultural barriers, and logistical difficulties remain significant.

Sustainability and fidelity issues arose from low participation, irregular meetings, and capacity gaps. Economic barriers, traditional practices, and reduced support also hindered activity sustainability, despite plans in place.




4 Discussion

Our synthesis shows that while integrating SBC interventions for MIYCN into SHGs and SGs produces encouraging outcomes, key lessons must be learned about designing and implementing these interventions, especially with regard to long-term sustainability and scalability. With the growing focus of global funding bodies and national governments on community-led and localized development, SHGs and SGs gain further significance as platforms embedded within communities (74). Recently, development partners and funding organizations have provided evidence supporting demand-driven capacity building, institutionalizing feedback and accountability within communities, and making monitoring, learning, and evaluation more participatory for successful community-led development (75, 76).

The integration processes must feature intensive capacity building for SHGs, SG meeting facilitators, and community mobilizers. Earlier studies have also highlighted the need for capacity building in community-based interventions to empower communities and place their voices at the center of solving the challenges that affect them (77–79). Our synthesis showed that the models focused on developing training materials that combine technical information with soft skills to maintain consistency in delivering training and orienting key actors to build their knowledge and counseling skills. Implementing agencies collaborated with technical partners, which significantly aided this process.

A significant challenge in implementing MIYCN-focused interventions is that although SHGs provide a suitable platform, their reach is not always direct. While PLW are members of SHG households, they are not necessarily direct members of SHGs themselves. Therefore, identifying ways to reach PLW and their influencers during the design phase is essential. Strategies such as listing identified PLW, conducting home visits, organizing open-to-all community events, and hosting nutrition drives or campaign-like events were some of the pathways used by the reviewed models to ensure coverage of all target groups. A previous systematic review on behavioral change interventions to improve maternal and child nutrition in sub-Saharan Africa also shows positive impacts of interventions based on behavior change theory, counseling, and communication (79). These interventions improved infant and child nutrition outcomes by reducing wasting, underweight, and stunting, and enhancing dietary diversity and total food consumption, as well as maternal psychological outcomes. Additionally, this study shows that interventions incorporating the Behavior Change Wheel functions (incentivization, persuasion, and environmental restructuring) were most effective (79).

Beyond reach, the time allocated for nutrition discussions in SHGs and the frequency of meetings are equally crucial, as SHG members are expected to amplify nutrition messages beyond the group. There are encouraging examples of intensity when we consider the frequency of interactions with PLW. These groups, particularly those that followed a layered approach with multiple interventions, enabled multiple contact points with target groups. Studies from various countries have emphasized the benefits of multiple contact points for improving MIYCN outcomes (79, 80), which was made possible through SHGs. SGs dedicated to PLW do not face this challenge. However, SG models must work with influencers to ensure attendance at meetings and secure buy-in from existing health structures to guarantee the availability of facilitators and government ownership.

Our review also showed that engaging influencers at the policy level is essential to position maternal and child nutrition as critical for both health and economic productivity outcomes and to garner support for community institutions. This finding aligns with previous studies that deem advocacy at the policy level crucial for the success of health and nutrition interventions (81–83). Political will and policy-level support played a significant role in sustaining the Jeevika model. The scale-up and successful adaptation of CLMNCC under the LIUPCP program in Bangladesh, as well as the implementation of the Vietnam IYCF SG, demonstrated the substantial role of policy advocacy in ensuring effective program implementation, monitoring, and review through existing government systems.

This study has limitations. This scoping review focuses on four known Alive &Thrive programs and the processes and outcomes reported in the selected documents. Therefore, this review might not capture information from other programs and interventions, making it an internal organizational review, which could theoretically cause bias toward positive outcomes. Although we were not able to address such biases, to our knowledge, there are no other similar interventions at the project sites, and the majority of documents used for this study were peer-reviewed publications and published reports. A previous study indicates that behavior change communication might not be sufficient (79). Since we are not able to evaluate background information beyond the intervention, the effect could be the result of other interventions in the same community, such as food supplementation, cash transfers, mass communications, or general improvements in socioeconomic status (79). Further research is needed to better understand the influence of different aspects of these models and to identify which attributes are most associated with impact.

Additionally, we acknowledge that this was a scoping review rather than a systematic review, and we could not use search engines other than PubMed. Embase, Web of Science, and Scopus which are subscription-based databases that were not permitted by the donor due to their associated costs. Our search in the Cochrane Library did not yield any relevant literature reviews. Also, due to resource constraints, we could only arrange for one author within our organization to perform article screening and data extraction, and no formal software or tools were used to manage the process or evaluate the quality of documents. Given that the findings were reviewed by authors who have worked with these programs from the beginning, we anticipate that key literature and information have been captured.

In conclusion, SHG-based models have demonstrated success in improving health and nutrition outcomes but face challenges related to scale, sustainability, and participation. To address these challenges, it is essential to strengthen these models by maintaining rigorous and intense implementation, providing high-quality capacity building, conducting regular assessments, securing policy support, and ensuring sustained political commitment. Additionally, SHG models should be closely monitored and documented to bolster advocacy, generate political will, and foster ownership. The findings from this study can be utilized by policymakers, project managers, scholars, health workers, and frontline workers in designing, planning, implementing, and evaluating relevant intervention models in low-resource settings of lower-middle-income countries.
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Rationale for Integration

Nutrition is recognized as a
driver for socio-economic and
physical wellbeing; common
factors between the underlying
principles of integrated
nutrition interventions and
Jeevika; similarities between
demographic profiles of target
groups; similar overall goals;
capacity for outreach; providing
agency for women

There are similarities between
the demographic profiles of
target groups; existing
structures and capacity for
outreach; similar overall goals;
recognition of nutrition as a
driver for socio-economic and
physical wellbeing; and
providing agency for women

Similarities between
demographic profiles of target
groups; structures for outreach;
increased risk of malnutrition
due to growing inflation among
urban poor; recognition of
health and nutrition as a
determinant of MPI; lack of
health and nutrition services for
urban poor; providing agency
for women

Providing access to IYCF
information for communities in
hard-to-reach areas in their own
localities; low prevalence of
recommended IYCF practices
among ethnic minorities;
existence of healthcare systems
and human resource with some
existing knowledge on maternal
and child nutrition providing
agency to women;
contextualizing interventions to
local social norms and practices;
create an enabling environment
for breastfeeding

Evidence

Approach

Integration

Learnings from Parivartan
(change); an initiative by PCI
focused on comprehending the
dynamics; processes; and
effectiveness of BCC
interventions in RMNCHN and
sanitation interventions in
community-based SHGs

Experiences from Society for
Elimination of Rural Poverty;
Andhra Pradesh on building
institutions supported by poor
communities

Learnings from the Urban
Partnerships for Poverty
Reduction project that
demonstrated integration of
nutrition services with poverty
reduction program

Findings from two formative
research studies conducted by
AT with support from a
technical advisory committee
with key stakeholders from
UNICEF and the National
Institute of Nutrition (NIN) and
formative research on trials of
improved practices with support
from NIN and Ha Noi Medical
University and existing studies

Findings from previous
assessment studies in Bihar:
Study on IYCF; maternal
nutrition; and hygiene practices
conducted by A&T in
collaboration with PCI;
UNICEEF; Care; Jeevika Bihar
and other existing studies

Socioecological model;
human-centered design
approach

Findings from formative
research and trials of improved
maternal nutrition; I[YCF; and
household sanitation and
Hygiene practices in Uttar
Pradesh conducted by A&T and
other existing studies

Socio-ecological model

Nutrition Survey to assess
nutrition status and the
prevailing knowledge; practices
and nutritional status of
children in poor settlements in
City Corporations by and
Municipalities by UNDP

City-Level Nutrition Context
Assessment Narayanganj 2019
conducted jointly by A&T and
UNDP; Study on understanding
opportunities and challenges of
delivering MIYCN services in
urban areas and MNCH at
facilities in Dhaka conducted by
A&T and ICDDR; B

Socio-ecological model

Behavior change
communication combined with
supportive supervision and
strategic use of data

Key considerations: evidence; fit
with local contexts; gaps and
opportunities across various
levels for behavior change;
existing structures of Jeevika;
frequency of interaction;
exposure; community
participation; and multisectoral
approach

Key considerations: local
contexts; gaps; existing
structures of RGMVP;
community participation; and
multisectoral approach

Key considerations: evidence;
culturally sensitive; local
contexts; opportunities across
levels; primary and secondary
causes of undernutrition;
gender sensitivity; promotion of
nutrition-focused budgeting;
multisectoral approach; and role
of local government

Key considerations: access to
IYCF information;
hard-to-reach areas; cultural
sensitivity; localization of
interventions; drivers of
inadequate IYCF behaviors;
social sphere of influence;
linkages with existing women
unions; village-level structures;
and government health systems;
the role of local government

Training

Cadres: Community mobilizers;
block HNS nodal HNS;
members of village health
sub-committee

Cadres: Community health
volunteer (one from each SHG)
called as Swasthya Sakhi;
Meeting Sakhis and members of
village organization

Cadres: Socio-economic
nutrition facilitator community
organizers; local government
institutions (municipality and
city corporation staff)

Cadres: Community-based
workers acting as [YCF
facilitators; district trainers

Materials developed: 20 sessions
in 5 modules on health;
nutrition; and sanitation
covering technical and practical
aspects

Materials developed: Modules
on newborn and maternal
health care; maternal; infant and
young child nutrition

Materials developed: Modules
on nutrition for field staff along
with SBC components; training
module on multisectoral urban
nutrition to support CLMNCC

Materials developed: 2 training
manuals-SG trainer manual and
trainee manual

Approach: cascade

Approach: cascade

Approach: cascade

Approach: cascade

Mode: Use of classroom
interactions; real-life examples;
and supplementary materials

Mode: Classrooms; workshops;
skits

Modes: classroom teaching

Modes: Classroom interactions;
supplementary materials (21
counseling cards)

Training partners: Jeevika
technical support program
(JTSP) led by PCI

Training partners: National
Institute of Rural Development;
Andhra Pradesh; A&T; India;
PCI

UNDP’s training partners: A&T;
Bangladesh

Training partners: save the
children

On-ground handholding
support

Supervision

Monitoring

Block HNS nodal person
support community mobilizers
and SHGs

MRPs; area and cluster
coordinators as well as PCI staff
members provided supervision
over CMs

Mechanisms: Jeevika decision
support system; monthly review
meetings by block program
managers

Mechanisms: Inclusion of
MIYCN behavior indicators in
LIUPCP project monitoring
tool; decentralized review of
implementation by community
development committees and
community development
committee clusters

Support by village heads

IYCF group facilitators were
supervised by commune/district
health center staff for every
meeting; further the District
Secretary supervises facilitators
every 2 months; A&T staff also
provides supervision. All
supervisors across levels and
staff members used a supportive
supervision checklist

Mechanisms: Multilevel
monitoring beginning from
data collection by facilitators;
proceeding to CHC level;
district level; and province level
with final reporting to A&T and
NIN; Hanoi

Use: Review of capacity building
of MRPs; CMs; orientation of
SHGs; mobilization for CBEs
and households for kitchen
gardens; occurrence of BCC
interventions; occurrence of
desired behaviors

Use: Review of SENF’s
performance; the orientation of
PGs; the occurrence of planned
BCC activities; and the
occurrence of desired behavior

Use: Review of occurrence of
activities; the occurrence of
behaviors; household visits;
need for improvement and
challenges

RGMVP, Rajiv Gandhi Mahila Vikas Pariyojana; LIUPCP, Livelihood Improvement of Urban Poor Communities Project; IYCE, Infant and Young Child Feeding; BCC, Behavior Change
Communication; PCI, Project Concern International; MIYCN, Maternal, Infant and Young Child Nutrition, Maternal Newborn and Child Health; ICDDR, International Center for Diarrheal
Disease Research; SHG, Self Help Groups; SG, Support Group; SBC, Social and Behavior Change; CLMNCC, City-Level Multisectoral Nutrition Coordination Committee; JTSP, Jeevika
Technical Support Unit; MRPs, Master Resource Persons; CBEs, Community Based Events.
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(1) Association of BCC Module Roll-Out in SHG meetings with changes in
complementary feeding and dietary diversity among children (6-23
months): Evidence from Jeevika in Rural Bihar, India

300 children (6-23 months), pre- and post-intervention from 60 village
organizations

Source: PCI (2017)

(2) Study by CARE, 2018
100 JTSP blocks districts in Bihar Vs. Non-JTSP blocks of 11 districts
Source: CARE (2018)

(1) Adequate dietary diversity for children (eating from at least four food groups
out of 7)

Pre-intervention: 19%

Post-intervention: 49% among SHG members and 28% among non-SHG
members.

The exposed group had an odds ratio of 3.81 (95% CI: 2.03, 7.15) for consuming
a diverse diet compared to the pre-intervention group

Higher knowledge of CF: Pre-intervention (48%) and post-intervention (81%),
with 91% of the post-intervention respondents being from exposed groups

(2) Timely initiation of breastfeeding
JTSP Blocks: 83%, Non-JTSP blocks: 79%
Skin to Skin care

JTSP Blocks: 76%, Non-J TSP blocks: 66%
Delayed Bathing

JTSP Blocks: 62%, Non-JTSP blocks: 55%
Initiation of Complementary Feeding
JTSP Blocks: 91%, Non-JTSP blocks: 87%
MDD

JTSP: Blocks: 30%, Non-JTSP blocks: 28%
Minimum meal frequency

JTSP Blocks: 75%, Non-JTSP blocks: 61%

(3) Endline survey (2023) by Bihar Transformative Development Project
(BTDP)

300 Blocks of 32 districts in Bihar

Source: BTDP

(3) Children (6-23 months) from targeted SHGs with MDD
Baseline: 8%, Midline:23%, Endline: 53%

Women from targeted SHGs reporting MDD

Baseline: 9%, Midline: 139%, Endline: 54%

(4) Engaging women’s groups to improve nutrition: Findings from an
evaluation of the JEEVIKA multisectoral convergence pilot in Saharsa, Bihar
2246 households from 24 Gram Panchayats of Saharsa district in Bihar
(IEPRIs endline survey)

Source: [FPRI

RGMVP (India)

(4) 10.3 percentage point (pp) increase in women reporting consuming 5 out of
10 food groups, a 36.3 pp increase in CF practices, an increased number of IFA
tablets consumed, and a 2.8 pp increase in the likelihood of women consuming
Calcium tablets in treatment arms (all values are in comparison of non-treatment
arm)

No improvements in the average Body Mass Index (BMI) of women and
anthropometric measurements of children, knowledge of services provided by
the FLWS (4.7 pp increase over endline comparison mean), knowledge on child
feeding (6.6 pp increase over endline comparison mean), knowledge of dietary
diversity (4.9 pp increase over endline comparison mean), knowledge on kitchen
gardens (2.3 pp increase over endline comparison mean)

(1) Increasing knowledge of home-based maternal and newborn care using
self-help groups: Evidence from rural Uttar Pradesh, India

SHG women from two administrative blocks of Jhansi district in UP with 25
and 23 GPs, respectively, Baseline 803 participants and endline 470 women
Source: Population Council Data

(1) A significant net effect (DID analysis: Net effect 17.4, p < 0.05) was observed
in knowledge on consuming a minimum of 100 IFA tablets and maternal health
in the treatment arm, no significant net effect on knowledge on EIBE though
there were some significant improvements of knowledge on newborn health

(2) CORT Pre and Post survey of one-month educational campaign from a
selected block of 41 districts in Uttar Pradesh

Participants 419 women baseline (July-August 2018), 506 endline
(November 2018). Participants: married women who had given birth to a
child within 12 months preceding the survey and/or were currently
pregnant.

Source: CORT and RGMVP (2018)

(2) 11 pp increase among women at endline on MDD, significant increase (p <
0.01) in the knowledge on ANC and services for pregnant women, marginal
increase in the number of women consuming IFA tablets

(3) Evaluation of exclusive breastfeeding campaign
Participants: 480 (240 SHG + 240 non-SHG) baseline and endline: same as
baseline

Source: POP Council (2018)

LIUPCP (Bangladesh)

(3) The percentage of mothers practicing exclusive breastfeeding increased from
26.6% t0 65.6% (SHG members) and from 29.5% to 58.5% (non-SHG members)
Knowledge of exclusive breastfeeding increased among both SHG and non-SHG
members, but there was no significant difference between the two groups. SHG
members with correct knowledge of early initiation of breastfeeding were more
(47.3%—82.4% among SHG members, 75.5% from 47.3% among

non-SHG members)

(1) Bi-annual progress report of LIUPCP (October 2022-March 2023)
Source: UNDP

(1) 25,796 PLW received nutrition grants, 25,796 Children aged 7-24 months
received nutrition 95.2% of PLW grantees consumed protein in the last 7 days.
96.2% of children (7-23 months) grantees consumed protein in the last 24 h
(children)

(2) Outcome document of nutrition-specific and nutrition-sensitive
interventions and policy advocacy by UNDP
Source: UNDP

IYCF SG (Vietnam)

(2) 81.2% percent of lactating mothers have improved knowledge and skills
related to infant and young child feeding practices. 68.9% of targeted (1,000 days)
households have improved complementary feeding practices

(1) Study by A&T for effectiveness and cost. Participants: 551 mothers of
children aged 0-23 months in intervention and 559 in comparison
communes from intervention districts in three regions of Vietnam.
Source: A&T

(1) Statistically higher (p < 0.05) recommended breastfeeding practices (p <
0.05) in the intervention communes than in comparison communes (early
initiation of breastfeeding (70.6% vs. 58.3%), exclusive breastfeeding under 6
months (62.8% vs. 13.1%), and no bottle feeding (78.0% vs. 60.0%). Mothers in
the intervention communes more often fed their children minimum dietary
diversity (81.0% vs. 73.0%, p = 0.09) and minimum acceptable diet (70.6% vs.
58.3%, p = 0.06).

(2) Save the Children Study (2017). 376 samples with 149 intervention
households and 227 comparison households from 37 villages in 5
communes.

Source: Save the Children

(2) On average, the participants from intervention villages scored 6.0 (out of 10)
on the breastfeeding knowledge scale, compared to an average score of 5.3
among the comparison group. On average, mothers from the intervention group
scored 4.9 (out of 10) on the complementary feeding knowledge scale, compared
to an average score of 4.3 among comparison group mothers. This difference was
statistically significant at the 10% level

More intervention mothers correctly answered at least half of the questions (79%
vs. 67%) and 80 percent of the questions (22% vs. 15%). Appropriate
complementary feeding (CF), we found convincing evidence that the project had
a positive impact. The intervention group scored significantly higher in CF
knowledge compared to the matched comparison group (average score of 4.9 vs.
4.3). A significantly higher proportion of the intervention mothers (58%) was
also found to be correctly answering at least half of the questions compared to
the mothers from comparison villages (44%)

RGMVP, Rajiv Gandhi Mahila Vikas Pariyojana; LIUPCP, Livelihood Improvement of Urban Poor Communities Project; IYCE, Infant and Young Child Feeding; BCC, Behavior Change
Communication; PCI, Project Concern International; MIYCN, Maternal, Infant and Young Child Nutrition, Maternal Newborn and Child Health; ICDDR, International Center for Diarrheal
Disease Research; SHG, Self Help Groups; SG, Support Group; SBC, Social and Behavior Change; CLMNCC, City-Level Multisectoral Nutrition Coordination Committee; JTSP, Jeevika
Technical Support Unit; MRPs, Master Resource Persons; CBEs, Community Based Events.
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intervention (start and
end date)

leevika (India)

Pilot: 2012-2016

Implementation: 2016-2023

RGMVP (India)

2011-2018

2018-2024

November 2011-November
2014

Methods and platforms
used for social and
behavior change
communication

IPC: SHG meetings, home visits

IPC: SHG meetings, home visits

IPC: PG meetings, home visits,
mothers’ SGs

IPC: SG meetings with specific
topics based on the need of
target groups

Mid-media: wall stickers,
posters

Mid-media: rallies, oath-taking,
songs in local dialect, wall
writing

Mid-media: wall stickers,
community events, pamphlets
and posters

Mid-media: posters, pamphlets,
counseling cards

Mass-media: a 15-episode
drama series aired on YouTube,
adigital tool, video shows

Community engagement:
Cooking and feeding
demonstrations, special
nutrition drives, involving
community members in
spreading messages

Mass-media: video shows

Community engagement:
Quizzes in local dialects, night
meetings, special nutrition
drives, involving community
members in spreading messages

Mass-media: television
commercials

Community engagement:
Participation of community
members in spreading messages,
special drives, developing
women and nutrition-friendly
business corners, nutrition
drives on selected days
promoting health and nutrition

Community engagement:
involving participants for
peer-to-peer support, sharing
experiences with each other,
food demonstrations,
breastfeeding demonstrations

Strengthening existing
government structures:
‘Working with existing
village/commune and primary
health centers to strengthen
service provision, monitoring
and evaluation, and discussions
on challenges and course
corrections.

Strengthening existing
government structures:
Community-based events and
village health and sanitation
day, distribution and
production of take-home ration

Strengthening existing
government structures:
Community-based events and
village health and sanitation day

Advocacy: Local governments
and organizations providing
nutrition services in urban
slums, MoHEW

Advocacy: Village heads, local
government structures,
policymakers at the national
level

Advocacy: With village
communities at the local level,
local government structures,
policymakers

Advocacy: With village
communities and village heads,
local government structures

SBC interventions and
platforms

Discussions during SHG
‘meetings, line listing of PLW for
targeted counseling, targeted
home visits for interpersonal
counseling, community events,
rewards and recognition,
support for government
instituted CBEs, production and
supply of THR, community
mobilization for VHSND

Discussions at SHG meetings,
counseling through home visits,
community, community events,
recognition and rewards,
nutrition drives and campaigns
on maternal and child nutrition,
support for
government-instituted CBEs

Individual counseling, nutrition
education of group members,
community mobilization, home
visits

Categorizing PLW in three
diverse groups, SG meetings,
Individual and group
counseling, cooking
demonstrations, asking each SG
‘member to recall messages from
the previous meeting

Key thematic areas for
messaging

Antenatal & postnatal care,
dietary diversity for PLW, EIBE
EBF, age-appropriate and timely
complementary feeding, IFA &
Vitamin A supplementation,
Integration Child Development
Services & other government
entitlements for pregnant
women and children, kitchen
gardens, hygiene practices,
handwashing, health risk fund
for SHG members

Antenatal & postnatal care,
Maternal nutrition during
pregnancy & lactation period,
EIBE EBE debunking myths
around breastfeeding, ANC

Antenatal and postnatal care,
husband’s role during ANC,
dietary diversity for PLW,
dietary diversity for other
primary group members, EIBE,
EBE complementary feeding,
dietary diversity for children
between 6 and 24 months, not
feeding children processed and
junk food, handwashing,
hygiene, safe drinking water,
and sanitation, and support
needed by PLW for following
recommended practices

Dietary diversity/nutrition
adequacy for PLW, EIBE EBE,
breastfeeding techniques,
complementary feeding, dietary
diversity for children, causes
and effects of child
malnutrition, significance of
breastfeeding, complementary
feeding, family & community
support required by women for
recommended practices

Key actors in nutrition
and health service
delivery

Nutrition resource persons,
MRPs (core block and district
staff of Jeevika, community
mobilizers, village health
sub-committee members, block
health, nutrition, and sanitation
integrator)

RGVMP staff, community
resource persons (Swasthya
Sakhi), community leaders from
SHGs and federated groups

Socio-Economic and Nutrition
Facilitator from LIUPCP,
nutrition experts, leaders of
primary and federated groups

Community-based workers,
commune health staff &
provincial and district health
staff, members of SGs

Nature of non-SBC
interventions

Key departments
(convergence) and
engagement

Kitchen garden, livestock
rearing, sanitation, livelihood
development

Health, ICDS, Lohiya Swacch
Bharat Abhiyan agriculture and
animal husbandry departments,
public distribution system

Kitchen gardens, sanitation,
livelihood development

Health and integrated child
development services,
agricultural departments

Conditional cash and food
transfer

Nutrition voucher support for
adolescent girls

Screening of children for
malnutrition and referral

City council, city-level health
and nutrition service providers,
organizations working on
providing sanitation, housing,
and other services

Provincial departments of
health and reproductive health
centers, district health
center/commune health center

SBC, Social and Behavior Change; IPC, Interpersonal communication; SG, Support Groups; SHGs, Self Help Groups; MoHEW, Ministry of Health and Family Welfare; PLW, Pregnant and
Lactating Women; EIBE, Early Initiation of Breastfeeding; EBE, Exclusive Breastfeeding; IEA, Iron and Folic Acid; ANC, Antenatal Care; MRPs, Master Resource Persons; LIUPCP, Livelihood
Improvement of Urban Poor Communities Project; RGMVP, Rajiv Gandhi Mahila Vikas Pariyojana.
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Coverage

Number of SHG members and SG facilitators trained

1.02 million (2016
—2023)

Over 10,000 (2011-2017)

139,060 (2018-March 2024)

1,500 (2011-2014)

visits/interventions

Total number of PLW who received counseling 13.9 million (between NA 30,838 30,000
2016 and 2022)
Targeted all relevant program participants (PW, LM Y Y Y Y
with children below 24 months)
Additional direct program participants if any N Y b'e N
Levels targeted
Individual level Y Y ¥ Y
Community level ¥ Y Y Y
System/policy level Y Y Y
Inclusion non-SBC nutrition interventions Y Y Y N
Use of platforms
Dedicated training of key actors for delivering Y Y Y Y
nutrition interventions
Two or more platforms used Y Y Y Y
Three or more interactions with eligible participants Y Y N Y
from the first trimester of pregnancy till the child
became 23 months old
Periodic nutrition drives and special campaigns Y Y ¥ N
Convergence/coordination with other platforms for Y Y Y b4
service delivery
Delivery
Type of IEC/SBC materials used
Print Y Y Y Y
Audio-visual Y p'a ¥ N
Digital Y N N N
Measures to maintain message consistency (common | Y Y Y Y
materials developed; training provided to all
concerned members)
BCC materials available to beneficiaries after Y Y b4 Y

SHG, Self Help Group; SG, Support Group; PLW, Pregnant and lactating women; PW, Pregnant women; LM, Lactating mothers; FM, Family members; Y, Yes; N, No; NA, Information not
available among reviewed literature; SBC, Social and Behavior Change; IEC, Information, Education and Communication; BCC, Behavior Change Communication.
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