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Disclaimer 
 

This report sets forth our views based on the completeness and accuracy of the facts stated to CRISIL Limited 

(impact assessment agency) and any assumptions that were included. If any of the facts and assumptions is 

not complete or accurate, it is imperative that we be informed accordingly, as the inaccuracy or 

incompleteness thereof could have a material effect on our conclusions. 

 

While performing the work, we assumed the genuineness of all signatures and the authenticity of all original 

documents. We have not independently verified the correctness or authenticity of the same. 

 

We have not performed an audit and do not express an opinion or any other form of assurance. Further, 

comments in our report are not intended, nor should they be interpreted to be legal advice or opinion. 

 

While information obtained from the public domain or external sources has not been verified for 

authenticity, accuracy or completeness, we have obtained information, as far as possible, from sources 

generally considered to be reliable. We assume no responsibility for such information. 

 

Our views are not binding on any person, entity, authority or Court, and hence, no assurance is given that a 

position contrary to the opinions expressed herein will not be asserted by any person, entity, authority 

and/or sustained by an appellate authority or a Court of law. 

 

Performance of our work was based on information and explanations given to us by the Client. Neither 

CRISIL Limited nor any of its partners, directors or employees undertake responsibility in any way 

whatsoever to any person in respect of errors in this report, arising from incorrect information provided by 

the Client. 

 

Our report may make reference to ‘CRISIL Limited Analysis’; this indicates only that we have (where 

specified) undertaken certain analytical activities on the underlying data to arrive at the information 

presented; we do not accept responsibility for the veracity of the underlying data. 

 

In accordance with its policy, CRISIL Limited advises that neither it nor any of its partner, director or 

employee undertakes any responsibility arising in any way whatsoever, to any person other than Client in 

respect of the matters dealt with in this report, including any errors or omissions therein, arising through 

negligence or otherwise, howsoever caused. 

 

In connection with our report or any part thereof, CRISIL Limited does not owe duty of care (whether in 

contract or in tort or under statute or otherwise) to any person or party to whom the report is circulated to 
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and CRISIL Limited shall not be liable to any party who uses or relies on this report. CRISIL thus disclaims all 

responsibility or liability for any costs, damages, losses, liabilities, expenses incurred by such third party 

arising out of or in connection with the report or any part thereof. 

 

By reading our report, the reader of the report shall be deemed to have accepted the terms mentioned 

here in above. 

 

 

Ethical Consideration 
 

Informed consent: The interviews were done after the respondents gave their consent. Even after the 

interviews were completed, their permission was sought to proceed with their responses. 

 

Confidentiality: The information provided by participants has been kept private. At no point were their data 

or identities disclosed. The research findings have been quoted in a way that does not expose the 

respondents' identities. 

 

Comfort: The interviews were performed following the respondents' preferences. In addition, the interview 

time was chosen in consultation with them. At each level, respondents' convenience and comfort were 

considered. 

 

Right to reject or withdraw: Respondents were guaranteed safety and allowed to refuse to answer questions 

or withdraw during the study. 
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Protein Energy Malnutrition (PEM) is a significant public health concern worldwide, affecting both developing 

and industrialized nations. According to the World Health Organization (WHO), nearly half of deaths among 

children under 5 years of age are linked to undernutrition. In 2022, an estimated 149 million children under 

5 were suffering from stunting, while 37 million were living with overweight or obesity (WHO, 2022)1. India 

ranks 102nd out of 123 countries in the 2025 Global Hunger Index, with a score of 25.8, indicating a serious 

level of hunger. 

In India, 46.6 million children are stunted, 25.5 million are wasted, and 73 million children under 3 are 

anaemic. The prevalence of malnutrition is higher in rural areas, particularly among Scheduled Tribe (ST) 

families. Achieving the World Health Assembly's Global Nutrition Target of a 40% reduction in under-5 stunted 

children and reducing wasting to less than 5% by 2025 remains a significant challenge. 

Causes and effects of malnutrition in India 

Key factors contributing to malnutrition include lack of wholesome and nutritious food, poor hygiene and 

sanitation, frequent illness, and limited access to healthcare services. Low maternal literacy and poor status 

of women in society also play a significant role. The consequences of malnutrition are far-reaching, with 

undernourished children more susceptible to infections and illnesses, and prolonged inadequate nutrition 

leading to stunting and irreversible effects on motor and cognitive development. 

Government initiatives to combat malnutrition 

The Government of India has launched several initiatives to combat malnutrition, including: 

1. Anaemia Mukt Bharat (AMB) strategy 

2. Mission Poshan 2.0 

3. Rice Fortification Initiative 

4. Supplementary nutrition programs through Integrated Child Development Services (ICDS) Scheme and 
PM-POSHAN Scheme 

Despite these initiatives, there is still a pressing need for intervention to address malnutrition in India. 
Continued investment in nutrition-specific and nutrition-sensitive interventions is crucial to achieve the 
Global Nutrition Targets and ensure all children in India can grow and thrive. 

 
 

 
1 Malnutrition, March 1, 2024, World Health Organization (WHO), https://www.who.int/news-room/fact-sheets/detail/malnutrition 
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The evaluation employs a concurrent mixed methods design, integrating both quantitative and qualitative 
datasets from principal program stakeholders to construct a rigorous multi-dimensional impact evaluation. 
This methodology ensures robustness by quantifying effects through quantitative survey data and 
corroborating findings with qualitative insights from stakeholder interviews. 

Quantitative Insights - Measuring Program Efficacy: Quantitative evidence is acquired via a semi-

structured questionnaire administered directly to program beneficiaries. This instrument measures core 

impact metrics and program effectiveness, leveraging structured scaling and closed-ended responses.  

Qualitative Narratives - Capturing Stakeholder Perspectives: Qualitative data is collected 

through in-depth key informant interviews with medical professionals and other pivotal stakeholders. 

These interviews utilize open-ended probes to capture nuanced perspectives on program execution, 

process dynamics, sustainability concerns, and observed challenges.  

Convergent Evidence Mapping and Analysis: All findings are triaged using a formal convergence-

divergence analysis to identify corroborative and contradictory evidence streams across quantitative and 

qualitative dimensions. Advanced triangulation increases validity and supports nuanced interpretation of 

complex impact pathways. 

Benchmarking Against Global Standards: OECD-DAC & SDG Focus: The evaluation maps the 

impact of the program with the Organisation for Economic Co-operation and Development (OECD) 

Development Assistance Committee (DAC) framework to determine the merit of an intervention on the 

basis of six defined evaluation criteria – relevance, coherence, effectiveness, efficiency, impact and 

sustainability. Additionally, outcomes are mapped to the UN SDGs for global alignment.  

In addition to the above, the study also uses SWOT (Strengths, Weaknesses, Opportunities, 

Threats) Analysis to systematically assess the program’s strengths, weaknesses, opportunities, and 

threats, informing core evaluation and strategic recommendations. 

Sampling framework  

A multi-stratified sampling strategy is applied to ensure accurate and representative sample as the study 

adopts a mixed method approach. A survey sample of 100 beneficiaries has been selected which is 

representative of outreach. The sample is calculated using Cochran’s formula at 95% confidence interval and 

10% margin of error. 

 

  Approach and Methodology 
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Key Stakeholders Data Collection Tool Sawai Madhopur Tonk Total 

Parents of children 

under-5-year children 

and adolescent girls, 

pregnant women, and 

lactating mothers 

Structured survey 

questionnaires 
75 25 100 

Swasthya Sahayikas 
Key Informant 

Interviews 
20 7 27 

Implementing partner and 

training staff 
Key Informant 

Interviews 
3 2 5 

Parents of children under-

5 children and 

adolescent girls, pregnant 

women, and 

lactating mothers 

Case studies 3 3 6 
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Program ID KMBL202324044 

Program duration 1st October 2023 – 30th June 2024 

Partner organization Bandhan Konnagar 

Location Tonk and Sawai Madhupur, Rajasthan 

 

Theory of Change (ToC) 

Need Input Output Outcome Impact 

Rural households in 

Rajasthan face 

significant 

challenges in 

accessing healthcare 

services, leading to 

poor health 

outcomes, 

particularly among 

women and 

children. 

Malnutrition, 

inadequate 

antenatal care, and 

low institutional 

delivery rates 

exacerbate the 

problem. 

 

 

The ENHANCE 

program, 

implemented by 

Bandhan Health 

Program with 

support from Kotak 

Bank, provides 

health education, 

community 

development, and 

capacity building 

initiatives. The 

program trains 

Swastha Sahayikas 

(community 

volunteers) and 

Health Community 

Organizers to 

promote health 

awareness and 

behaviour change. 

Trained Swastha 

Sahayikas and 

health community 

organizers; 

conducted health 

education sessions 

and community 

development 

initiatives; and 

strengthened 

linkages with local 

health centers and 

government 

departments 

 

 

 

 

Improved health 

awareness and 

behavior change 

among rural 

households; 

increased access 

to antenatal care, 

institutional 

deliveries, and 

primary 

immunization; 

and reduced 

malnutrition 

among children 

and improved 

nutrition 

practices 

 

 

Improved health 

outcomes and 

wellbeing among 

rural households in 

Rajasthan; reduced 

maternal and child 

mortality rates; and 

empowered women 

and adolescent girls 

to make informed 

decisions about their 

health and wellbeing 

 

 

 

 

 

 

 

   About the Program and Primary Findings 
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Primary Key Findings – Parent of children under 5 years 

Demographic profile 

The study engaged 55 beneficiary mothers from Sawai Madhopur (73%) and Tonk (27%) districts of 

Rajasthan enrolled in the E-N-H-A-N-C-E program implemented by Bandhan Konnagar with support from 

KMBL.  

 

The caste distribution of respondents demonstrates that approximately 45 percent belonged to Scheduled 

Castes, followed by families from Other Backward Classes and minority groups. This pattern corresponds with 

national trends documented in NFHS-5 (2019–21), which indicate a disproportionate burden of child 

undernutrition among historically marginalised groups. Thus, the program appears to be reaching 

communities with elevated vulnerability and structural disadvantage, enhancing its equity orientation. 

 

Education levels among mothers revealed substantial variation in capacity. While 38% had completed 

secondary schooling and 24% had attained higher secondary education, nearly one-fourth had never received 

formal education. Maternal education is widely acknowledged as a key determinant of child nutrition, 

influencing awareness of feeding practices, hygiene behaviours, and timely utilisation of healthcare 

Parents—specifically mothers—were interviewed instead of children due to ethical and practical 

considerations. Children affected by malnutrition are often clinically vulnerable or too young to 

meaningfully engage in discussions around nutrition, finances, or caregiving practices. Mothers, as primary 

caregivers, therefore, provide the most reliable insights into household decision-making, caregiving 

constraints, and the program’s multi-dimensional impact on child health and family. This approach aligns 

with global research guidelines that emphasise reliance on primary caregivers as reliable informants in 

early-childhood nutrition studies (WHO, 2020). 

 

100% 

respondents 

were 

mothers 

25%
29%

45%

Minority groups Other Backward
Caste (OBC)

Scheduled caste
(SC)

Caste

24%

24%

15%

38%

Higher-secondary (11th-
12th standard)

No formal education

Primary (1st- 5th
standard)

Secondary (6th- 10th
standard)

Education

Figure 1: Demographic Data of Parents of Children under 5 Years 



 

10 
 

services. Lower educational attainment within the sample therefore reflects heightened risk of inadequate 

caregiving knowledge, potentially contributing to the onset of malnutrition.   

 

Household characteristics further highlight socioeconomic precarity: families comprised an average of five 

members, were predominantly dependent on irregular daily-wage labour, and typically relied on a single 

income-earner. Monthly household income for most respondents fell between INR 10,001 and 20,000, a range 

associated with limited ability to purchase nutrient-dense food or seek private medical care. These patterns 

closely mirror national findings from the secondary literature, which underscore the ways in which low 

household income restricts dietary diversity and impedes timely health-seeking behaviour. 

 

Nutritional status and health outcomes  

Prior to exposure to the E-N-H-A-N-C-E program, 

children’s diets reflected limited diversity and 

inconsistent access to nutritious foods. Although 53% of 

mothers reported providing nutritious food daily, a 

substantial proportion, 35%, could do so only two to 

three times per week. Meal frequency was suboptimal: 

only half of the children consumed three meals per 

day, while the remainder received two meals - below 

the recommended feeding frequency outlined by the 

Indian Council of Medical Research (ICMR). 
 

Dietary patterns showed a heavy reliance on staple cereals, pulses, and legumes, with limited incorporation 

of animal-source protein. Only one-fourth (25%) of the children consumed dairy products and approximately 

Climatic conditions combined with low 

education attainment in a rural setting 

typically correlates with poor awareness of 

nutrition and health, late health seeking 

and dependence on informal advice, so the 

program effectively becomes a rare, trusted 

point of entry into the formal nutrition care 

pathway for these families, particularly for 

addressing Protein Energy Malnutrition 

(PEM). 

7% respondents 

are involved in small 

private jobs workers 

29% 

respondents 

are farmers 

64% respondents 

are daily wage 

workers 

71%

29%

Rs. 10,001- Rs. 20,000 Rs. 5,001- Rs. 10,000

Monthly household income

Figure 2: Economic Status of Parents of Children under 5 Years 
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30% consumed eggs or meat. Studies consistently show that low intake of animal-source foods is a major 

contributor to protein-energy malnutrition and these patterns correspond with documented dietary norms 

in Rajasthan, where cultural and religious factors frequently limit non-vegetarian food consumption. 

 

 

The health-seeking profile of families further reveals the systemic gaps that exist. Children in the sample were 

predominantly below one year of age, with only 10 percent belonging to the 2-3-year group. This 

concentration in early infancy corresponds with global evidence that PEM peaks during the “first 1,000 

days” of life, a period critically associated with long-term physical and cognitive development. 

 

 
Figure 4: Quantum of children diagnosed with PEM 

Children diagnosed with PEM by 
E-N-H-A-N-C-E officials

95%

Figure 3: Frequency of nutritious food before the intervention 



 

12 
 

Detection rates of PEM were particularly concerning with 95% of the children were identified as malnourished 

through assessments conducted by the E-N-H-A-N-C-E assessments, compared with only 3% identified 

through self-recognition by parents and 2% through routine health screenings. This stark discrepancy 

underscores the extremely low baseline awareness of malnutrition symptoms within the community, 

consistent with UNICEF-WHO-World Bank Joint Malnutrition Estimates (2021), which note that caregiver 

awareness remains a major barrier to early detection of malnutrition in Indian rural settings.  
 

Among the diagnosed children, 51% presented with mild PEM while 49% were classified as moderate, 

indicating that although severe acute malnutrition was not prevalent, children remained at high risk of 

progression to more dangerous levels without timely intervention. 

Awareness and knowledge about nutrition  

Before engaging with the E-N-H-A-N-C-E program, mothers consistently reported negligible awareness of the 

essential role of nutrition in child growth and development. None of the respondents could identify early 

signs of malnutrition or articulate the importance of balanced diets, dietary diversity, or hygiene practices. 

This lack of knowledge reflects broader trends in rural Rajasthan, where NFHS-5 (2019–21) documents 

limited caregiver awareness of complementary feeding and appropriate child feeding practices. Nutritious 

food was often viewed as a discretionary expense rather than a preventive health investment, indicating the 

prevalence of both financial constraints and informational gaps. 
 

 

Following participation in the program’s structured behaviour change interventions, including health forums, 

household counselling, and multimedia educational content, substantial improvements in maternal 

knowledge were observed. More than half of the mothers (54%) reported a clear understanding of child 

nutrition, while the remaining 46% reported partial yet improved awareness.  
 

Figure 5: Awareness about the importance of nutrition 
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Notably, all respondents stated that they became aware of hygiene practices and observable signs of 

malnutrition only after exposure to the program. This demonstrates the program’s strong impact in promoting 

preventive knowledge and healthy caregiving behaviours in rural settings. 

Causes of Poor Nutrition  

When mothers were asked to articulate the underlying drivers of poor child nutrition, several interrelated 

factors emerged. A vast majority attributed malnutrition to a lack of availability of nutritious foods (93%) and 

financial limitations that constrained the purchase of diverse and protein-rich items (89%). Cultural norms 

related to food allocation within households were also influential, with 51% of mothers indicating that social 

expectations or dietary traditions limited what children were allowed to eat. Illness and environmental factors 

compounded these challenges: nearly half of the respondents associated inadequate nutrition with recent 

episodes of child illness or frequent infections (47%), and 45% noted that an unhygienic living environment 

contributed to poor appetite, recurrent disease, or unsafe food handling. 

 

 

Importantly, mothers consistently reported that their children had received all mandatory vaccinations, 

suggesting that undernutrition was not a result of neglect of primary healthcare but rather the outcome of 

structural barriers such as poverty, food insecurity, and poor sanitation. These findings align with UNICEF’s 

conceptual framework for malnutrition, which highlights the role of inadequate dietary intake, disease 

burden, socioeconomic deprivation, and environmental health conditions as fundamental causes of child 

malnutrition. 

Figure 6: Causes of poor nutrition 
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Consequences of Protein-Energy Malnutrition (PEM) 

Protein-Energy Malnutrition during early childhood is associated with severe, wide-ranging, and often 

irreversible consequences. In terms of physical health, PEM restricts linear growth and weight gain, 

increases vulnerability to infections, and contributes to prolonged recovery periods following illness. Global 

studies demonstrate that malnourished children are significantly more likely to experience respiratory 

infections, diarrhoeal diseases, and other acute conditions due to compromised immune function. In the 

Indian context, these conditions remain key contributors to child mortality, making timely identification of 

PEM essential. 
 

The developmental implications of PEM are equally profound. Chronic undernutrition in the first three years 

of life is strongly associated with delayed cognitive development, reduced attention and memory capacity, 

and impaired school readiness. Evidence from the CNNS (2019) establishes clear links between 

undernutrition and poorer language, socio-emotional, and motor development outcomes. These deficits can 

persist into adolescence and adulthood, influencing long-term educational attainment and diminishing 

economic productivity. 
 

Beyond the individual child, PEM generates broader socioeconomic consequences. Households caring for 

malnourished children often incur high financial costs due to frequent hospital visits, caregiver work loss, 

and recurring treatment for infections. Over time, communities with high rates of childhood malnutrition 

experience reduced workforce productivity, lower earnings, and increased susceptibility to intergenerational 

cycles of poverty. The consequences highlighted above underscore the critical need for early detection and 

community-level interventions such as the E-N-H-A-N-C-E program. 

Engagement with the E-N-H-A-N-C-E Program 

Engagement with the program was strong and sustained, illustrating both community trust and perceived 

value of the intervention. Nearly all respondents (98%) reported being associated with the program for more 

than one year, and 64% had participated for nearly two years. Entry into the program was primarily facilitated 

through social workers and community networks, suggesting that information about the intervention spread 

organically through trusted local channels. 
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The program’s delivery model combined multiple educational and support mechanisms, including health 

education forums, animated video modules, household visits, and community mobilisation activities. House 

visits were perceived as particularly effective, with mothers noting that personalised guidance helped them 

understand and implement nutritional practices using locally available ingredients. The distribution of 

vegetable seeds for home gardens supported household-level food security and enabled mothers to establish 

home-grown sources of micronutrient-rich produce.  

Following nutritional assessments, 93% of respondents reported that recommended dietary changes were 

easy to implement, given the focus on locally available ingredients and simple cooking methods. Only 7% 

faced challenges due to lack of ingredients. All respondents successfully established nutrition home gardens 

using provided seeds, without incurring additional costs. 
 

All respondents reported receiving consistent support from the program team and expressed high satisfaction 

with both the registration process and the quality of services provided, all of which were offered free of cost. 

 

Impact of the intervention  

85%

62%

51%

Household visits

Health education sessions

Vegetable seed distribution

Beneficial services by E-N-H-A-N-C-E

Figure 7: Top 3 beneficial services of E-N-H-A-N-C-E 

Figure 8: Impact of intervention on under 5 years children 
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❖ Health and nutritional outcomes 

The intervention contributed to substantial improvements in child health and nutrition. Participation in health 

education forums was high, with 55% of mothers attending 10–15 sessions. These interactions played an 

important role in enhancing understanding of food groups and the nutritional value of various dietary 

components. As a result of increased awareness and availability of home-grown produce, nearly all 

respondents (98%) reported incorporating more fruits and vegetables into their household diets. 
 

The health outcomes reported by mothers were overwhelmingly positive. A total of 98 percent observed 

significant improvement in their child’s nutritional status and a reduction in the severity of malnutrition, while 

the remaining 2 percent noted marginal improvements. Mothers highlighted improvements in weight gain, 

reductions in infection frequency, and observable increases in children’s energy levels and overall activity. 

These perceived changes align with established impacts of community-based nutrition programs documented 

in low-income settings globally. 

 

❖ Psychosocial outcomes 

Psychosocial outcomes were equally notable. Almost all mothers (98%) reported substantial reductions in 

household stress following improvements in child health. Children were described as more active, happier, 

and socially engaged, while mothers expressed increased confidence in their ability to provide adequate care. 

The program also facilitated linkages to government health and nutrition schemes, with 73% of respondents 

successfully connected to welfare entitlements, thereby strengthening long-term support systems. 

 

❖ Financial impact of the intervention 

The financial analysis indicates substantial cost savings resulting from improved child health. Prior to the 

intervention, families spent an average of INR 750 per month on special foods and treatments related to child 

malnutrition and made approximately two hospital visits per month for associated complications. These visits 

resulted in significant income loss due to travel time, missed work, and medical expenses, particularly for 

Child’s health status  

Physical strength  100% 

Ability to do daily activities/ play 100% 

Healthy growth 95% 
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families dependent on daily-wage labour. On average, households lost approximately INR 1,250 per month 

due to these combined factors. 
 

Following the intervention, the monthly expenditure on nutrition reduced to INR 200, and the frequency of 

hospital visits fell to fewer than one per month. The decline in healthcare utilisation, coupled with reduced 

work loss, generated average savings of INR 1,800 per month.  

 

Expenses (INR) 
Spend on nutrition 

(INR) 
Loss of wage due to travel time 

(INR) 
Total 
(INR) 

Prior to intervention 750 1250 2000 

After the intervention 200 0 200 

Total economic savings 
(INR) 

550 1250 1800 

 

Families also reported additional non-monetary benefits, including improved physical wellbeing of children, 

faster recovery from illness, and enhanced mental wellbeing of caregivers. The majority of respondents 

indicated that the knowledge and practices adopted during the program would continue even after program 

completion, reflecting strong potential for sustained behavioural change. 

Overall satisfaction and remaining challenges 

Overall satisfaction with the E-N-H-A-N-C-E program was exceptionally high, with respondents expressing 

appreciation for the program’s accessibility, responsiveness, and integration of locally relevant practices. 

Nevertheless, several structural challenges persist. Mothers identified the long-term availability and 

affordability of nutritious foods as a continuing concern, reflecting broader issues of food insecurity in rural 

Rajasthan.  
 

Additionally, nearly half of the respondents (47%) noted ongoing household stress linked to unpredictable 

income and socioeconomic vulnerability. These persistent challenges highlight the need for integrated 

initiatives that combine nutrition, livelihood strengthening, and social protection to achieve sustainable 

improvements in child wellbeing. 
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Primary Key Findings – Pregnant women 

Demographic profile 

The study included 20 pregnant women from Sawai Madhopur (55%) and Tonk (45%) districts of Rajasthan 

who were enrolled in the E-N-H-A-N-C-E program implemented by Bandhan Konnagar with support from 

KMBL.  
 

The gestational profile of the respondents shows that 55% were in their second trimester, followed by 25% in 

the third trimester and 20% in the first. For a majority of these women (60%), this was their first pregnancy, 

making them particularly vulnerable to nutritional and informational deficits. In terms of social background, 

55% belonged to Scheduled Caste communities, followed by households from Other Backward Classes and 

minority groups. This mirrors national evidence that undernutrition and poor maternal health outcomes are 

disproportionately concentrated among socially marginalised groups, demonstrating that the program is 

successfully reaching women facing systemic disadvantage and reinforcing the equity impact of KMBL’s 

support. 

 

Educational attainment within the group showed considerable variation. While 39% of women had completed 

secondary education and 22% had completed higher secondary levels, an equal proportion (22%) had never 

accessed formal schooling. Low educational attainment among pregnant women is strongly correlated with 

poor maternal nutrition knowledge, inadequate antenatal care utilisation, and lower decision-making 

autonomy. This heterogeneity underscores the need for tailored behaviour change communication and 

sustained support during pregnancy.  

22%

17%

39%

22%

No formal education

Primary

Secondary

Higher-secondary

Education Level
55%

25%
20%

Scheduled caste Other Backward
Caste

Minority groups

Caste

20%

55%

25%

1st trimester

2nd trimester

3rd trimester

Pregnancy Term 

Figure 9: Pregnancy term and background of pregnant beneficiaries 
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Socioeconomic data highlight additional layers of vulnerability. Half of the households reported monthly 

incomes in the INR 10,001–20,000 range, with an average family size of five members and dependence on 

a single earning member. Such income constraints significantly limit the ability of households to prioritise 

nutritious foods, access high-quality antenatal care, or cope with pregnancy-related dietary needs. These 

findings echo national nutrition surveys which consistently demonstrate the strong relationship between low 

household income, inadequate diet, and maternal undernutrition. 

 

Nutritional status and health outcomes  

At program entry, 98% of participants were diagnosed with malnourishment, indicating widespread 

nutritional deficits during pregnancy. Although 71% of women reported consuming nutritious food daily and 

an equal proportion confirmed that their children (in households with older siblings) consumed three meals 

a day, the overall dietary diversity remained limited. Diets were predominantly composed of grains, pulses, 

legumes, and fruits, with only 38% reporting consumption of eggs or meat. Limited dietary diversity among 

pregnant women is a major concern, as inadequate intake of protein, iron, and micronutrients is associated 

with increased risk of low birth weight, maternal anaemia, and intrauterine growth restriction. 

 

71%

29%

Rs. 10,001- Rs. 20,000 Rs. 5,001- Rs. 10,000

Monthly household income

5%

5%

20%

20%

50%

Government job

Business

Private job

Agriculture

Daily wage labor

Primary Occupation

Figure 10: Education and monthly household income 

Figure 11: Level of malnourishment diagnosed 
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A significant proportion of women (98%) reported facing challenges in accessing high-quality nutrition and 

healthcare prior to their association with the program. These challenges were largely driven by unavailability 

of nutritious food in local markets, financial constraints, and limited awareness of pregnancy-related 

nutritional needs. Nevertheless, all participants reported being up to date with mandatory vaccinations, 

indicating that basic antenatal service utilisation was not the primary barrier; rather, nutrition availability and 

affordability remained the major constraints affecting maternal health. 

 

Before the intervention, women consistently reported limited understanding of proper nutrition during 

pregnancy, signs of malnutrition, safe hygiene practices, and safe motherhood practices. Post-intervention, 

all respondents confirmed improved knowledge in these areas. The main causes of poor nutritional status, as 

cited by participants, included lack of availability of nutritious foods (95%) and financial limitations (85%), 

aligning with broader evidence that poverty and food insecurity are central determinants of maternal 

malnutrition in rural India. 

 

Statement Awareness post-intervention 

Importance of proper nutrition for pregnant women 100% 

Signs of malnutrition in pregnant women 100% 

Safe hygiene practices 100% 

Safe motherhood practices 100% 

 

Figure 12: Causes of poor nutrition status 
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Association with E-N-H-A-N-C-E program 

The E-N-H-A-N-C-E program was widely regarded as highly accessible and supportive. The enrolment process 

was described as easy and hassle-free, with 90% of respondents expressing extreme satisfaction. Women 

entered the program primarily through social workers (60%) and informal community networks composed of 

friends and family (40%), demonstrating the importance of trusted intermediaries in facilitating health 

program participation. 
 

 

Most beneficiaries (70%) had been associated with the program for 1.5–2 years, while 15% had participated 

for 1–1.5 years. During this period, they received support through multiple platforms, including animated 

educational videos, in-person health education sessions, household visits, child nutrition training, safe 

motherhood training, community mobilisation activities, and the distribution of vegetable seeds for home 

gardens. Among these interventions, household visits were considered the most beneficial (95%), followed 

by vegetable seed distribution (70%) and health education sessions (60%). These activities were effective 

because they relied on locally relevant practices, simple recipes, and easily accessible ingredients, making 

behavioural change highly feasible.  
 

 

All respondents reported that the nutritional advice and dietary modifications recommended by the E-N-H-

A-N-C-E team were easy to implement within their households. Moreover, all participants successfully 

established home nutrition gardens using the vegetable seeds provided, requiring no additional expenditure. 

Women also consistently highlighted the quality of support received from the Bandhan Konnagar team, 

noting that the program staff communicated effectively, explained processes clearly, and provided all services, 

including consultations and seeds, free of charge. As a result of the intervention, 98% of women reported that 

they were now able to include fruits and vegetables in their daily diets, while the remaining participants 

confirmed improved access to protein-rich foods such as milk and pulses. 

5%

10%

15%

70%

0 - 6 months

6 months -1 year

1 - 1.5 years

1.5 - 2 years

Associated with the ENHANCE program

95%

70%
60%

Household visitsVegetable seed
distribution

Health education
sessions

Beneficial services by E-N-H-A-N-C-E

Figure 13: Association and benefits of the program 
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Impact of the intervention  

❖ Health and nutritional outcomes 

Participation in health forums was relatively high, with nearly 80% of women attending between six and ten 

sessions. These forums played a critical role in enhancing maternal understanding of nutrition, dietary 

diversity, food groups, and pregnancy-related health risks. Following the intervention, all women reported 

significant improvement in their health status, with perceived benefits including increased energy levels, 

reduced illness episodes, healthier pregnancy weight gain, and improved dietary patterns. Nearly all 

respondents (98%) confirmed that they now incorporate fruits and vegetables into their daily meals, signalling 

a substantial behavioural shift towards healthier dietary practices. 

 

❖ Psychosocial outcomes 

The program also generated considerable psychosocial benefits. All respondents reported that household 

stress had reduced significantly following improvements in their health and nutritional wellbeing. Women 

described themselves as more positive, less anxious, and better prepared for childbirth. Additionally, 98% of 

the women reported being successfully linked to government health schemes, which contributed to improved 

access to antenatal services, supplements, and financial support mechanisms. This linkage further 

strengthens the sustainability of the program’s impact.  

Figure 14: Impact of intervention on pregnant beneficiaries 
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❖ Understanding the financial impact of the intervention 

Before joining the program, households spent an average of INR 750 per month on nutrition for pregnant 

women, primarily on supplementary foods and occasional medical consultations. Following the intervention, 

this amount declined to an average of INR 240 per month. Improved maternal health, characterised by fewer 

infections, reduced complications, and faster recovery resulted in significant savings in terms of travel 

expenses, time, and workdays lost. Overall, households saved approximately INR 890 per month, which 

previously would have been spent on healthcare visits or lost due to missed work. 

 

Expenses (INR) 
Spend on nutrition 

(INR) 
Loss of wage due to travel time 

(INR) 
Total 
(INR) 

Prior to intervention 750 890 1640 

After the intervention 240 0 240 

Total economic savings 
(INR) 

510 890 1400 

 
 

However, unlike households of children under five, pregnant women typically remain under routine antenatal 

care with scheduled check-ups already integrated into their maternity timeline. Consequently, they 

experience fewer emergency hospitalisations and lower indirect economic losses. This structural difference 

explains why financial savings from avoided hospital visits were comparatively lower for pregnant women 

than for parents of malnourished children. Despite this, families overwhelmingly reported improvements in 

physical and emotional wellbeing, a reduction in health-related expenses, and the continuation of healthy 

practices even after the program concludes. Nearly all women expressed that they would strongly 

recommend the intervention to other families. 

Overall satisfaction and remaining challenges 

Respondents expressed exceptionally high satisfaction with the E-N-H-A-N-C-E program, praising its 

accessibility, relevance, and the quality of support from the Bandhan Konnagar team. Nevertheless, 

challenges remain. Approximately 15% of women highlighted that persistent economic hardship continues to 

restrict their ability to consistently access nutritious food, even with improved knowledge and gardening 

support. This reflects broader structural issues of rural poverty and food insecurity, indicating that while the 

program successfully addresses awareness, behaviour, and access at the household level, long-term 

improvements in maternal nutrition will require sustained support through integrated livelihood, income 

enhancement, and social protection mechanisms. 
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Primary Key Findings – Adolescent girls 

Demographic profile 

The study engaged 25 adolescent girls from Sawai Madhopur (88 percent) and Tonk (12 percent), Rajasthan, 

who were beneficiaries of the E-N-H-A-N-C-E program implemented by Bandhan Konnagar with the support 

of KMBL. The respondents demonstrated relatively strong educational progression, with 60% currently 

enrolled in higher secondary education, suggesting sustained school participation, an important determinant 

of adolescent health and nutritional outcomes. However, 12% of respondents reported having no formal 

education, reflecting pockets of educational disadvantage. 

 

 

The socioeconomic profile of respondents indicates significant household vulnerability. A large share of 

families relied on either agriculture (40%) or daily-wage labour (40%) as their primary livelihood, sectors 

48%
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Figure 15: Household background of adolescent girls 
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marked by income volatility and limited social protection. Correspondingly, 56% of households reported 

monthly incomes between INR 10,001–20,000, and most households had an average size of five members 

dependent on a single earning member. These structural constraints are known to influence adolescents’ 

dietary diversity, access to menstrual hygiene resources, and vulnerability to micronutrient deficiencies such 

as anaemia. 

Association with E-N-H-A-N-C-E program 

The findings indicate strong community-driven diffusion of information about E-N-H-A-N-C-E. A majority 

(56%) of respondents learned about the program through personal connections such as family, neighbours, 

or friends, highlighting the role of informal social networks in program visibility. Social workers were also 

central to program outreach, with 32% of participants citing them as the primary source of information. Only 

marginal proportions (4% each) reported learning about the program through doctors, posters, flyers, or 

other channels, suggesting that interpersonal communication remains the most effective dissemination 

pathway in these communities. 

 

The enrolment and support processes were 

overwhelmingly well-received. 88% of the 

respondents rated the registration experience as 

“very satisfactory,” and the remaining 12% rated it as 

“satisfactory.” The program team’s communication 

and responsiveness were consistently praised; all 

participants reported receiving adequate guidance, and 

96% affirmed that the team clearly explained program procedures, anaemia counselling protocols, and 

menstrual hygiene management practices. These findings demonstrate high-quality program delivery and 

strong trust between beneficiaries and the implementation team. 
 

Overall, the data indicates that the E-N-H-A-N-C-E team provided exceptional support and 

guidance throughout the program, setting a strong foundation for its success. 

 

Health outcomes 

The E-N-H-A-N-C-E program had a marked impact on adolescent health, particularly in the domains of 

menstrual hygiene management (MHM) and anaemia prevention. More than half of the respondents (52%) 

identified MHM education as the most beneficial component, while 48% highlighted the value of anaemia 

counselling. Given the high prevalence of nutritional deficiencies in adolescent girls across rural India, these 

interventions provide critical knowledge and preventive strategies during a vulnerable life stage. 

52% of respondents cited 

menstrual hygiene 

management as the most 

beneficial service, while 

48% cited anaemia 

counselling 



 

26 
 

 A striking 84% of respondents reported being diagnosed with 

anaemia, underscoring the widespread nature of adolescent 

iron deficiency in the region. When asked about the perceived 

causes, respondents identified multiple interlinked 

determinants, including inadequate availability of nutritious 

food (28%), poor hygienic environments (28%), and recurring 

illness or infection (20%). These factors are consistent with 

established pathways of adolescent anaemia, which link 

nutritional deficits, poor sanitation, and high infection burdens 

to impaired iron absorption.  
 

The program resulted in notable improvements in menstrual hygiene behaviours. All respondents reported 

that they had begun using sanitary napkins regularly, and 96% confirmed that they now change sanitary 

napkins at recommended intervals.  

 

Additionally, all participants stated they were maintaining personal hygiene practices during 

menstruation. These behavioural shifts are expected to reduce the incidence of reproductive 

tract infections, improve school attendance, and enhance psychosocial wellbeing. 

  

56% respondents learned about 

the program through personal 

connections; impressive 88% of 

respondents rated the 

registration process as "Very 

Satisfied" 

 

 

84%

60%
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36% 36%

Lack of
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Financial
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Figure 16: Cause of anaemia 
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Impact of KMBL’s intervention 

 

 

 

 

 

 

 

 

 

 

 

 

 

❖ Health status improvements and psychosocial outcomes 

The program produced significant gains in self-rated health and behavioural capacity. 96% of adolescents 

reported improvement in their overall health status, and all participants noted increased knowledge of 

healthy practices. Additionally, 96% reported feeling better equipped to manage their health independently. 
 

Improvements extended to psychosocial wellbeing and self-efficacy. Respondents described substantial  

enhancement in confidence, with almost all the respondents reporting increased ability to make informed 

health decisions (96%) and manage their overall wellbeing (100%). Families affirmed these changes: 96% 

observed noticeable improvements in the girls’ health, and all families reported enhanced confidence, self-

esteem, and emotional stability among adolescents. 
 

The program also contributed to emotional resilience, with respondents noting reductions in stress (96%), 

improvement in emotional state (48%), and enhanced ability to cope with stress (100%). These outcomes 

reflect the multidimensional impact of E-N-H-A-N-C-E, which extends beyond physical health to encompass 

empowerment, agency, and psychosocial wellbeing. 

 

 

 

Figure 17: Impact of intervention on adolescent girls 
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❖ Understanding the financial impact of the intervention  

Prior to their participation in E-N-H-A-N-C-E, adolescents incurred substantial expenses on nutrition 

supplements and menstrual hygiene products, typically amounting to INR 500–600 per month as reported by 

62% of respondents. After program participation, these monthly expenses reduced significantly to INR 100–

400, resulting in an average savings of approximately INR 200–400. The provision of free or subsidised sanitary 

napkins and improved knowledge regarding affordable, nutrient-rich diets contributed to this reduction. A 

substantial 96% of respondents reported financial savings specifically related to menstrual hygiene 

management, with an average of INR 200–300 saved monthly, an important gain for households operating 

under financial stress.  

Overall satisfaction and remaining challenges 

Overall satisfaction with the KMBL–Bandhan Konnagar E-N-H-A-N-C-E program among adolescent girls was 

extremely high. Respondents consistently expressed appreciation for the accessibility, relevance, and 

quality of the support provided. The program team’s communication, responsiveness, and ability to explain 

key concepts, particularly related to anaemia prevention, menstrual hygiene management, and healthy 

practices, were acknowledged as major strengths. All respondents reported receiving adequate guidance 

from the team, and the majority found the sessions engaging, understandable, and directly applicable to their 

daily lives. Families also noted visible improvements in the adolescents’ health, behaviour, confidence, and 

emotional wellbeing, indicating that the program’s influence extended beyond the individual level to 

strengthen household awareness and support for adolescent health needs. This positive feedback 

underscores the effectiveness of the program’s participatory approach, the cultural appropriateness of its 

materials, and the trust built between field teams and beneficiaries. 

  

Despite strong satisfaction and substantial improvements, several challenges remain that may affect the 

sustainability of these gains. Economic vulnerability continues to limit access to nutritious and iron-rich 

foods, making adolescents susceptible to recurring anaemia even after initial improvement. While 

menstrual hygiene practices have improved markedly, long-term affordability and availability of sanitary 

products remain uncertain for some households. Moreover, structural barriers, including inconsistent 

follow-up through school health systems, limited access to gender-sensitive sanitation facilities, and 

exposure to recurrent illness in environmentally constrained settings, continue to influence adolescents’ 

nutritional and health risks. Although many beneficiaries have been linked to government schemes, the 

continuity and depth of these services vary, underscoring the need for stronger coordination with ASHAs, 

Anganwadi workers, RKSK platforms, and school health programmes. Addressing these persistent constraints 

will be essential for ensuring that the health, confidence, and knowledge gains achieved through the E-N-H-

A-N-C-E program are sustained and further strengthened over time. 



 

29 
 

Digital record keeping 

Organization Name  Bandhan Konnagar 

HIS / Software Used Bandhan Health Program Application (Mobile + Browser version) 

Users Field staff (mobile application), Management team (browser version) 

Purpose Baseline data collection, monitoring, and program management 

Unique IDs 
Generated 

Unique family ID 

Baseline Study 
Conducted for each region, captures household members, adolescent girls, 
pregnant women, demographics etc. 

Target Beneficiaries Children under 5 years, pregnant women, lactating mothers, adolescent girls 

Data Collected Demographic details, nutritional status, MUAC, pregnancy status 

Monitoring Process 
Regular follow ups, children monitored up to 2 years, pregnant women till 
delivery 

Material 
Distribution 

IEC materials, nutritional kits, seed kit, and other support materials 

Training & Capacity 
Building 

Swasthya Sahavika training (6-day basic training, monthly refresher training, 
follow-up training) 

Community 
Engagement 

Hygiene training for children, menstrual hygiene sessions for adolescents’ girls 

Data Access & 
Updates 

Real time data entry and live tracking 

Data Storage & 
Backup 

Centralized database with server backup 

Reporting & 
Monitoring 

Program process tracking, beneficiary monitoring, activity documentation 

Responsible Team Field staff, program management team 

 

The Bandhan Health Program (BHP) operates through a dedicated digital application designed to support 

large-scale community health and nutrition interventions. The application is available in both mobile and 

browser-based versions, enabling seamless use across different levels of program implementation. The 

mobile application is primarily used by field staff for on-ground data collection and beneficiary monitoring, 

while the browser version is accessed by management and supervisory teams for review, tracking, and 

decision-making. 

 

The program begins with a baseline study conducted across the target area. During this process, each 

household is assigned a unique family identification number, and detailed demographic information is 

collected. The baseline captures critical data points such as the number of family members, presence of 
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children under five, pregnant women, lactating mothers, and adolescent girls. This data forms the foundation 

for identifying eligible and high-risk beneficiaries under the program. 

 

Based on predefined health and nutrition criteria, beneficiaries are categorized, and direct beneficiaries are 

identified, particularly children who are severely malnourished, moderately malnourished, or at nutritional 

risk. Pregnant women are continuously monitored throughout their pregnancy until delivery. After childbirth, 

beneficiaries are transitioned into the lactating mothers’ category, and follow-up visits are conducted 

regularly. Typically, three follow-up visits are completed within the first six months, and child monitoring 

continues for up to two years to track nutritional outcomes. 

 

The application enables real-time data updates and live tracking, ensuring that all beneficiary interactions, 

visits, and interventions are accurately recorded. Nutritional monitoring includes regular assessments to 

ensure children are progressing toward healthy growth benchmarks. The program also supports material 

distribution, including nutrition kits, IEC materials, and other essential resources to beneficiaries based on 

need and eligibility. In addition to nutritional support, the program emphasizes capacity building and behavior 

change communication. Training sessions on personal hygiene are conducted for school-going children, while 

menstrual hygiene awareness sessions are organized for adolescent girls. A network of Swasthya Sahavika 

(community volunteers) is trained through structured programs, including initial training, monthly refreshers, 

and continuous follow-up sessions to strengthen grassroots implementation. 

 

All program activities are digitally documented, centrally stored, and supported by server-based data backup 

systems, ensuring data integrity, continuity, and accountability. The centralized system allows program teams 

to monitor progress effectively, assess impact, and make data-driven decisions, thereby strengthening overall 

program governance and outcomes. 
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Overall impact of the intervention 

The KMBL–Bandhan Konnagar E-N-H-A-N-C-E program has demonstrated robust, multi-dimensional impact 

across all three key beneficiary groups, children under five years, pregnant women, and adolescent girls. 

Findings indicate significant progress in improving nutritional outcomes, strengthening health behaviours, 

reducing vulnerabilities, and enhancing overall wellbeing at both the individual and household levels. The 

program’s design, grounded in behaviour change communication, community mobilisation, and low-cost 

nutrition solutions, has proven effective in addressing entrenched socio-economic and health challenges 

within rural Rajasthan. 

The combined impact across these groups highlights the program’s ability to influence current health 

outcomes while laying the foundation for long-term, intergenerational benefits. 

❖ Impact on nutrition and dietary practices 

Across all groups, the program has contributed to substantial improvements in nutritional knowledge, dietary 

diversity, and access to more nutritious foods. 

1. Children under five: The program facilitated early identification and management of Protein Energy 

Malnutrition (PEM), leading to improved dietary diversity and increased intake of fruits, vegetables, 

and locally available nutrient-rich foods. Caregivers adopted improved feeding practices, increasing 

meal frequency, quality, and diversity, critical for growth in the first 1,000 days. 

2. Pregnant women: Beneficiaries reported improved antenatal nutrition, increased consumption of 

nutrient-dense foods, and better understanding of dietary needs during pregnancy. Enhanced 

nutrition contributed to healthier weight gain patterns and reduced vulnerability to anaemia and 

pregnancy-related complications. 

3. Adolescent girls: The program significantly improved awareness regarding anaemia, iron-rich food 

intake, and menstrual hygiene-related nutrition practices. Dietary changes were implemented 

consistently, with girls reporting improved ability to select and prioritise healthier food options. 

Overall, the E-N-H-A-N-C-E program has substantially strengthened the nutrition ecosystem within 

participating households, improving current intake and generating the behavioural momentum required for 

long-term nutritional security. 

❖ Impact on health outcomes 

Overall, the program’s health impact extends across life stages, from early childhood to adolescence to 

pregnancy, ensuring a continuum of improved health outcomes. 

1. Reduction in malnutrition and improved child health: Among children under five, the program led to 

dramatic reductions in PEM, improved growth indicators, fewer infections, and reduced frequency of 
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hospital visits. Mothers reported visible improvements in activity levels, immunity, and overall child 

wellbeing. 

2. Improved maternal health: Pregnant women demonstrated significant improvements in antenatal 

health, hygiene practices, and safe motherhood behaviours. Better nutrition and increased utilisation 

of antenatal services contributed to reduced illness episodes and healthier pregnancy trajectories. 

3. Enhanced adolescent health: For adolescent girls, the program helped address widespread anaemia 

and improve menstrual hygiene. Regular use of sanitary napkins, adherence to hygienic practices, and 

increased health literacy contributed to stronger physical resilience and reduced susceptibility to 

reproductive tract infections. 

❖ Psychosocial and behavioural impact 

Across all groups, the E-N-H-A-N-C-E program promoted health confidence, emotional wellbeing, and 

behavioural change, leading to improved household dynamics. 

1. Caregiver confidence and reduced stress: Mothers of young children reported lower household 

stress, increased confidence in childcare, and greater clarity on preventive health practices. 

2. Maternal agency: Pregnant women reported increased confidence in managing their health, 

understanding antenatal requirements, and engaging with formal health systems. 

3. Adolescent empowerment: Adolescent girls experienced notable improvements in self-esteem, 

emotional wellbeing, and confidence in managing menstruation, nutrition, and health decisions. 

Families also perceived these improvements, reflecting positive shifts in gender norms and adolescent 

autonomy. 

Overall, the program strengthened psychological empowerment, enhanced decision-making ability, and 

fostered healthier behaviours across generations. 

❖ Impact on income and financial resilience 

Although primarily a health and nutrition initiative, E-N-H-A-N-C-E produced meaningful financial benefits 

across households. 

1. Reduced healthcare expenditure: Improved children’s health led to fewer hospital visits and lower 

medical expenses, saving households significant amounts monthly. Pregnant women experienced 

fewer infection-related costs and reduced reliance on emergency services. 

2. Savings linked to menstrual hygiene management: Adolescent girls reported substantial cost savings 

due to access to free or subsidised sanitary napkins and improved hygiene practices. 

3. Nutrition gardens and low-cost food solutions: Across households, home nutrition gardens helped 

reduce spending on vegetables and improved food security. The program’s emphasis on locally 

available, low-cost ingredients enabled families to sustain nutritious diets without financial strain. 
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 Overall, the program contributed to improved economic resilience by reducing avoidable health expenditures 

and enabling cost-efficient access to nutritious food. 

❖ Strengthening linkages with public health systems 

The program improved awareness and utilisation of government health schemes across all beneficiary groups. 

1. Children under five: Many children were linked to ICDS and Anganwadi services for growth monitoring 

and supplementary nutrition. 

2. Pregnant women: A high proportion of women were connected to antenatal care services, 

immunisation schedules, and government maternal health benefits. 

3. Adolescent girls: Adolescents accessed RKSK services, WIFS (Weekly Iron and Folic Acid 

Supplementation), and regular health check-ups. 

These linkages demonstrate how E-N-H-A-N-C-E complements existing public health infrastructure and 

enhances the continuity of care across life stages. 

❖ Foundation for long-term and intergenerational impact 

The combined improvements across nutrition, health, awareness, and behaviour position E-N-H-A-N-C-E to 

generate sustained, long-term impact, such as: 

i. Improved early childhood growth leading to better cognitive and educational outcomes 

ii. Reduced maternal complications and improved birth outcomes 

iii. Lower recurrence of adolescent anaemia 

iv. Behavioural norms that impact future generations 

v. Strengthened community health resilience 

vi. Reduced long-term healthcare expenditure for vulnerable households 

These outcomes collectively signal strong potential for intergenerational health gains and long-term 

transformation within families and communities. 

Combined together, the findings across children, pregnant women, and adolescent girls illustrate that E-N-H-

A-N-C-E is a high-impact, inclusive, and behaviourally effective program, capable of delivering immediate 

improvements while laying the foundation for long-term health, nutrition, and socio-economic benefits. The 

program’s integrated approach, combining education, community support, nutrition access, and system 

linkages, has strengthened household capacity to sustain healthier lives and reduced vulnerabilities across 

life stage. 
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SWOT analysis is a strategic planning technique used to identify and evaluate the strengths, weaknesses, opportunities, and threats 

of an initiative. It is a framework that helps to assess the internal and external factors that can affect the impact and sustainability 

of a program. It helps in identifying potential risks and developing effective strategies for making informed decisions to enhance the 

impact and sustainability of the program. It also supports streamlining the monitoring and evaluation process and improving 

accountability. 

  SWOT Analysis 
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Transforming Kamla's* Pregnancy Journey through E-N-H-A-N-C-E 
 

Kamla, a 22-year-old woman from a very poor household in rural Rajasthan, was struggling to maintain her 

health during her first pregnancy. With a merger family income of ₹5,000 per month, her access to nutritious 

food and healthcare was severely limited. Weighing only 38 kg and suffering from severe anaemia, Kamla's 

condition was alarming. 

 

The financial constraints led to a diet that was unbalanced and inadequate, causing frequent weakness, poor 

appetite, and vomiting. Unaware of the importance of vaccinations and antenatal check-ups, she missed out 

on critical healthcare services. Her condition was a ticking time bomb, threatening not only her health but 

also that of her unborn child. 

 

A Bandhan health worker under the E-N-H-A-N-C-E Project supported by Kotak Mahindra Bank took 

immediate steps to improve her health. Kamla was counselled on the importance of a nutritious and balanced 

diet and advised to eat small, frequent meals 3-4 times a day. With continuous counselling and support, Kamla 

began to understand the seriousness of her condition and started taking supplements regularly. 

 

The E-N-H-A-N-C-E program has made a tangible difference in Kamla's life, improving her access to healthcare 

services, enhancing her nutrition and dietary habits, and empowering her family to take control of their 

nutrition through the creation of a nutrition garden. With continued support and care, Pooja is now on the 

path to a healthy pregnancy and a brighter future for herself and her child 

 

“I am grateful to the E-N-H-A-N-C-E project for providing me with the necessary care and support during 
my pregnancy. The counselling and supplementation have made a significant difference in my health, and 
I am confident that I will have a healthy baby” 
 
* The name has been changed for data privacy and confidentiality 
 
 
 
 
 
 
 
 
 

  Case Studies 
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From Malnutrition to Wellness: Phool's* Journey to a Healthier Life 

 

Phool, a young girl from Maharajpura village, was struggling with malnutrition. Her family of five, led by Mr. 
Ravi Kumar Jaga and Mrs. Sunita Jaga, earned a living through small-scale farming and daily wage labour. 
Despite their best efforts, they lacked awareness about nutrition, leading to inadequate nourishment for 
Phool. A routine health screening by Health Community Organizer (HCO) Ms. Bulbul Saini revealed that Phool 
was suffering from Protein Energy Malnutrition (PEM). Her weight was only 5 kg, and her MUAC was 12.5 cm, 
indicating a serious risk to her growth and overall health. 
 
Recognizing the urgency, HCO Bulbul Saini and Swasthya Sahayika Ms. Madhu Mala provided immediate 
counselling and guidance to Phool's parents. They advised on nutritious feeding practices, demonstrated how 
to prepare locally available foods, and supported the family 
in establishing a kitchen garden to ensure year-round access 
to fresh vegetables. Over the course of nine structured home 
visits, the E-N-H-A-N-C-E team provided continuous 
monitoring of Phool's growth, counselling reinforcement for 
the parents, guidance on feeding frequency and food 
preparation, and motivation to ensure hygiene and timely 
health check-ups. 
 
Through timely intervention, proper dietary guidance, and 
consistent home-based care, Phool experienced a 
remarkable transformation. Her weight increased to 8.5 kg, 
and her MUAC improved to 13.6 cm, transitioning her out of 
the malnutrition category. The E-N-H-A-N-C-E program has 
made a tangible difference in Phool's life, providing critical 
nutrition counselling and guidance, support for establishing 
a kitchen garden, and continuous monitoring and follow-up. 
 
 
"We are grateful to the Bandhan Konnagar E-N-H-A-N-C-E 
Program, HCO Bulbul Saini, and Swasthya Sahayika Madhu 
Mala for their unwavering support and timely guidance. Without their help, Phool's recovery would not 
have been possible."  
 
* The name has been changed for data privacy and confidentiality 
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Seema Bhairwa, Swasthya Sahayika 
 

Seema Bhairwa, a 35-year-old Swasthya Sahayika, has been working under the E-N-H-A-N-C-E program for 

two years, improving maternal and child health through household visits, health counselling, and community 

mobilization. As a Swasthya Sahayika, Seema provides health counselling on nutrition, IFA tablets, 

breastfeeding practices, hygiene, and immunization schedules. She also convenes health forums, supports 

kitchen garden promotion, and identifies high-risk cases for referrals. 

 

Seema received comprehensive training on maternal and child health, nutrition counselling, growth 

monitoring, and diet planning. She organizes health forums at Anganwadi centers or community spaces, 

selecting suitable times and topics based on community needs. Seema conducts home visits for pregnant 

women, lactating mothers, children, and families with underweight children, providing counselling and 

promoting safe drinking water and clean surroundings. 

 

Seema faced challenges, including beneficiaries not listening initially, families not allowing women to rest, 

and low-income households finding it hard to follow nutrition guidance. To overcome these, she visits 

repeatedly, engages husbands and mothers-in-law, and uses behaviour change techniques. Despite these 

challenges, Seema reported several improvements, including increased awareness and knowledge among 

women, more regular IFA tablet intake, and improved ANC check-ups and institutional deliveries. 

 

Seema identified gaps in the program, including the need for more time with each family, more local support 

for BCC activities, and more job-aids and practical demonstration materials. She suggested additional support, 

including more attention to HB testing facilities, supplies for demonstrations, and refresher training. To 

strengthen the E-N-H-A-N-C-E program, Seema recommends providing more materials and support for 

nutrition demonstrations, strengthening community mobilization, and increasing recognition for Sahayikas. 

 

Seema's dedication and hard work have made a significant impact on improving maternity and child health 

outcomes. Her insights reflect the value of Swasthya Sahayikas in improving health outcomes through 

continuous counselling, home visits, and community mobilization. Overall, Seema's experience and 

suggestions provide valuable insights into the challenges and opportunities in implementing such programs, 

and her commitment to continuing and strengthening the program is inspiring. 

 
 
 

  Stakeholders Speak 
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Mukti Swami, Swasthya Sahayika 

 

Mukti Swami, a 31-year-old Swasthya Sahayika, has been working with the E-N-H-A-N-C-E program for two 

years, supporting beneficiaries with health and nutrition practices. With a strong passion for empowering 

women, Mukti facilitates group discussions, provides motivation, and helps women adopt healthier 

behaviours. She was selected for the role without prior health training, but received comprehensive training 

from the E-N-H-A-N-C-E program. 

 

Mukti's day-to-day activities involve organizing health forums, conducting home visits, and networking 

events. She considers factors such as selecting a suitable time and place, ensuring women's comfort, and 

using relatable examples to explain health concepts. During home visits, she checks on health or family issues, 

encourages women to participate in program activities, and provides guidance on pregnancy care, child 

health, and nutrition. Mukti also involves family members in her sessions, recognizing their influence on 

women's health behaviour. 

 

Despite facing challenges such as beneficiaries forgetting meeting dates, hesitant women, and difficulty 

convincing non-regular women to join forums, Mukti remains committed to motivating women consistently. 

She believes the program has contributed significantly to the health of participants, citing increased 

awareness, improved nutrition and hygiene practices, and timely medical help-seeking behaviour. 

 

However, Mukti identifies gaps in the program, including the need for stronger communication, more 

frequent health tests, and additional program materials. She suggests that continuous improvement will 

strengthen the program. Mukti requires additional support and resources, such as more IC materials, regular 

event support, and health camps focused on key issues, to make service delivery more effective. 

 

Mukti's dedication and passion for empowering women have made her an invaluable asset to the E-N-H-A-

N-C-E program. Her experiences, challenges, and feedback highlight the importance of continuous 

improvement and expansion of the program to reach more households. With her suggestions to strengthen 

the program, Mukti envisions a future where more women can benefit from the E-N-H-A-N-C-E program, 

leading to improved health outcomes and a healthier community.  
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Evaluation Dimension Focus Areas 

Relevance  

The E-N-H-A-N-C-E program, implemented by Bandhan Health Program, 

addresses a critical challenge in the health and wellbeing of rural households in 

Rajasthan. The program also addresses the importance of including health 

education in the community, making them aware of the importance of health 

and wellbeing.  

Coherence 

The E-N-H-A-N-C-E program is coherent with other initiatives in the health 

sector, as it integrates health education with community development 

initiatives. The program also aligns with government initiatives, such as the 

National Health Mission, which aims to improve the health and wellbeing of 

rural households.  

Effectiveness 

The E-N-H-A-N-C-E program is effective in achieving its objectives, 

demonstrating a positive impact on the health and wellbeing of its beneficiaries 

through targeted interventions and capacity building efforts (270 Swastha 

Sahayikas (community volunteers) and 3 batches of capacity building training for 

staff).  

Efficiency 

The E-N-H-A-N-C-E program's efficiency is evident in its ability to leverage 

resources and expertise from partners, such as Kotak Mahindra Bank. The 

program's use of Swastha Sahayikas (community volunteers) and Health 

Community Organizers ensures that the program is implemented efficiently 

and effectively. 

Impact 

The E-N-H-A-N-C-E project has made a significant impact on the health and 

wellbeing of rural communities in Rajasthan. The project improves health 

outcomes, reduced malnutrition, and increased access to healthcare services.  

Sustainability 

The E-N-H-A-N-C-E program's sustainability is ensured by its focus on community 

development and health education. The program's training of Swastha 

Sahayikas (community volunteers) and Health Community Organizers ensures 

that the program is sustainable in the long term.  

 

 

 

 

  Alignment with OECD DAC Framework 
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SDG 2: Zero Hunger   
The program aims to reduce malnutrition, particularly among under-5 years children, pregnant women, 

lactating mothers, and adolescent girls. By promoting child nutrition and safe motherhood, the initiative 

contributes to achieving zero hunger and improving nutrition in rural households. 

SDG 3: Good Health and Well-being  

The program focuses on improving health outcomes by increasing access to antenatal check-ups, promoting 

institutional deliveries, and enhancing primary immunization rates. These efforts align with the goal of 

ensuring healthy lives and promoting well-being for all, particularly in rural and disadvantaged areas. 

SDG 5: Gender Equality  

The program promotes gender equality by empowering women as health volunteers, improving maternal 

health, and promoting education and awareness on safe motherhood and child nutrition. By selecting and 

training local women as Swastha Sahayikas, the program enables them to take on leadership roles in their 

communities and make informed decisions about their health and well-being. The initiative's focus on 

improving maternal health and reducing maternal mortality and morbidity also contributes to achieving 

gender equality, as women and girls are more likely to be affected by poor health and nutrition.  

SDG 6: Clean Water and Sanitation  

The program contributes to clean water and sanitation by promoting personal hygiene, improving sanitation 

facilities, and reducing open defecation. By educating communities on the importance of handwashing with 

soap and promoting safe water handling and storage practices, the initiative helps prevent water-borne 

diseases and promotes clean water and sanitation. The program's emphasis on promoting institutional 

deliveries and antenatal check-ups also indirectly contributes to improving sanitation facilities in healthcare 

centers, which is essential for preventing infections and promoting health. 

SDG 17: Partnerships for the Goals  

The initiative involves collaboration between Kotak Bank, local communities, and health volunteers (Swastha 

Sahayikas) to achieve the program's objectives. This partnership demonstrates a commitment to multi-

stakeholder engagement and cooperation, which is essential for achieving the SDGs. By empowering local 

women as health volunteers, the program also fosters community-led development and capacity building, 

which is a key aspect of SDG 17. 

  Alignment with SDGs 
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The evaluation demonstrates that the KMBL–Bandhan Konnagar E-N-H-A-N-C-E program has delivered 

substantial, multi-dimensional impact across all three beneficiary groups, children under five, pregnant 

women, and adolescent girls. Across the board, the program has strengthened nutritional outcomes, 

increased awareness of health and hygiene practices, improved dietary diversity, and enhanced 

psychosocial wellbeing. Beneficiaries consistently reported higher confidence, reduced household stress, 

and greater capacity to manage their health, while households experienced significant reductions in health-

related expenditure. These improvements reflect the program's strong community engagement model, its 

emphasis on behaviour change communication, and its effective use of locally accessible resources such as 

nutrition gardens and household-level counselling. 

  

A major strength of E-N-H-A-N-C-E lies in its ability to reach socially and economically marginalised groups, 

ensuring that interventions directly benefit households most vulnerable to malnutrition. The program 

aligns closely with national priorities under POSHAN Abhiyaan, Anaemia Mukt Bharat, and RMNCH+A, 

making it a strategically relevant and policy-aligned model. The quality of program delivery, evident in high 

satisfaction levels, strong trust in field teams, and ease of adopting recommended practices—further 

underscores the effectiveness of its design and implementation. By improving maternal nutrition, reducing 

childhood PEM, and addressing adolescent anaemia and menstrual hygiene management, the program has 

set in motion pathways that are likely to yield long-term developmental and intergenerational benefits. 

 

KMBL’s support has already enabled substantial improvements in children’s, pregnant women, and 

adolescent girls’ wellbeing, nutritional awareness, and caregiver engagement. 

 

Building on the program's strong foundation, the following recommendations are proposed to enhance 

impact, scale, and sustainability: 

  Recommendations and Way forward 
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❖ Establish a Longitudinal Monitoring Framework 

▪ Track beneficiaries (children, pregnant women, and adolescents) over 3–5 years to assess sustained 

improvements in nutrition, health behaviours, growth, development, and anaemia reduction. 

▪ The NGO should continue conducting annual anthropometric assessments and biannual anaemia 

screenings as they have recently started the assessments and outcomes should be monitored. 

▪ Monitor intergenerational outcomes such as birth weights, child growth velocity, and recurrence of 

PEM. 

❖ Strengthen Integration with Government Systems 

▪ Formalise partnerships with ICDS/Anganwadi for monthly growth monitoring and early childhood 

nutrition counselling. 

▪ Coordinate with ASHAs and PHCs for antenatal tracking, postpartum follow-up, and clinical referrals. 

▪ Link adolescent girls to RKSK, WIFS, and school health programs for continued anaemia prevention 

and menstrual hygiene support. 

❖ Build a Digital Data and Tracking System 

▪ Develop a unified monitoring dashboard linking E-N-H-A-N-C-E data with ICDS/PHC records. 

▪ Use digital tools for real-time risk flagging, follow-up scheduling, and evaluation reporting aligned 

with POSHAN and SDG indicators. 

❖ Reinforce Community-Level Sustainability 

▪ Create peer-led groups of “Nutrition and Health Champions” comprising mothers, adolescent girls, 

and community volunteers. 

▪ Facilitate community nutrition sessions, recipe demonstrations, and continue household garden 

networks. 

❖ Expand Nutrition-Sensitive Livelihood Opportunities 

▪ Integrate micro-interventions such as household poultry, seed kits, backyard gardens, or community 

nutrition hubs to strengthen long-term food security. 

▪ Link households to government livelihood schemes (NRLM, MGNREGA) to reduce economic barriers 

to nutrition access. 

❖ Position E-N-H-A-N-C-E for District-Level Scale-Up 

▪ Use evidence generated through longitudinal monitoring to advocate for replication through district 

administration, state nutrition missions, and public–private partnerships. 

▪ Align program processes with government guidelines to facilitate adoption into existing service 

delivery structures. 

 

With strategic investment in system integration, longitudinal tracking, and community-led sustainability 

mechanisms, the program has the potential to evolve into a nationally relevant model for improving nutrition 

and health outcomes among vulnerable populations.  
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About Bandhan Konnagar’s ENHANCE program 

About Bandhan Konnagar 

Bandhan is a not-for-profit organization that has been working 

towards women empowerment and poverty alleviation since 

2001. The organization was registered under the West Bengal 

Societies Registration Act, 1961, and has been dedicated to 

bringing about social transformation by providing access to 

livelihood opportunities and promoting household decision-

making. 

Over the years, Bandhan has evolved and expanded its services. Today, Bandhan continues to work towards 

its mission of holistic community development, with a focus on empowering marginalized communities. The 

organization's approach is centred around capacity development, asset creation, and addressing the root 

causes of poverty, including health, nutrition, education, clean water, unemployment, and gender inequality. 

By leveraging technology and innovation, Bandhan has developed a range of impact-oriented programs that 

cater to the specific needs of diverse social groups. 

With over two decades of experience, Bandhan has made a significant impact on the lives of millions of 

people, promoting economic empowerment, social inclusion, and gender equality. The organization's 

commitment to its mission and its innovative approach have made it a pioneer in the field of community 

development, and its work continues to inspire and transform lives. 

About the Program 

The E-N-H-A-N-C-E program is a multifaceted initiative designed to improve the health and wellbeing of rural 

households in the backward locations of Rajasthan. Supported by Kotak Mahindra Bank and implemented by 

Bandhan Health Program - Bandhan Konnagar, this program aims to prevent Protein Energy Malnutrition 

(PEM) among under-5 children, lactating mothers, pregnant women, and adolescent girls however the 

pregnant women, lactating mothers and adolescent girls are being targeted for promoting safe motherhood, 

child nutrition, and personal hygiene practices along with taking the larger nutrition issues in to consideration. 

The program is divided into four phases: 

 

• Phase I (October 2023 - March 2024)  

• Phase II (April 2024 - March 2025) 

• Phase III (April 2025 - March 2026 

• Phase IV (April 2026 - March 2027 
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Geographical Coverage:  

The program covers 4 blocks and 403 villages/localities in Sawai Madhopur and Tonk districts of Rajasthan. 

The program has established 6 branches in Sawai Madhopur district and 3 branches in Tonk district. 

 

Program Beneficiaries  

The program targets under-5 children, lactating mothers, and pregnant women, as well as adolescent girls 

aged between 14 and 18. The program aims to cover approximately 45,000 beneficiaries over a period of 

three years. 

Key Activities Undertaken in the Project 

The program has undertaken several key activities to achieve its objectives. One of the primary activities is 

the provision of training to staff and Swastha Sahayikas. The program has conducted sessions of capacity 

building training for staff, covering topics such as project management, health education, and community 

mobilization. Additionally, the program has provided training to Swastha Sahayikas on health education, 

household visits, and linkage and referral services. The program has also established partnerships with 

government and non-government agencies to leverage resources and expertise. 

In terms of Information, Education, and Communication (IEC) tools, the program has adopted a multi-faceted 

approach. Some of the key IEC tools used by the program include: 

 

• Animation videography: The program is developing 10 animation videography to promote community 

awareness on health and nutrition. 

• Health education sessions: The program conducts regular health education sessions for target 

beneficiaries, focusing on topics such as safe motherhood, child nutrition, and personal hygiene 

practices. 

• Household visits: Swastha Sahayikas conduct regular household visits to provide individualized 

support and guidance to target beneficiaries. 

• Community mobilization: The program works with community leaders and other stakeholders to 

mobilize communities and promote program activities. 

Swastha Sahayika Engagement in Project 

The program has established a network of 270 Swastha Sahayikas, who are community volunteers selected 
and trained to provide health education and support to target beneficiaries. These volunteers play a crucial 
role in imparting health education on safe motherhood, child nutrition, and personal hygiene practices, as 
well as conducting household visits to provide individualized support and guidance. 
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About Crisil  

 

Crisil is a global, insights-driven analytics company. Our extraordinary domain expertise and analytical 

rigour help clients make mission-critical decisions with confidence. 

 

Large and highly respected firms partner with us for the most reliable opinions on risk in India, and for 

uncovering powerful insights and turning risks into opportunities globally. We are integral to multiplying 

their opportunities and success. 

 

Headquartered in India, Crisil is majority owned by S&P Global. 

 

Founded in 1987 as India’s first credit rating agency, our expertise today extends across businesses: Crisil 

Ratings, Crisil Intelligence, Crisil Coalition Greenwich and Crisil Integral IQ. 

 

Our globally diverse workforce operates in the Americas, Asia-Pacific, Europe, Australia and the Middle 

East, setting the standards by which industries are measured. 

 

For more information, visit www.Crisil.com 

 

Connect with us: LINKEDIN / Twitter,  

 

https://www.linkedin.com/company/crisil/,  https://x.com/CrisilLimited  

 

About Crisil Intelligence (formerly Market Intelligence & Analytics) 

 

Crisil Intelligence is a leading provider of research, consulting, risk solutions and advanced data analytics, 

serving clients across government, private and public enterprises. We leverage our expertise in data-

driven insights and strong benchmarking capabilities to help clients navigate complex external 

ecosystems, identify opportunities and mitigate risks. By combining cutting-edge analytics, machine 

learning and AI capabilities with deep industry knowledge, we empower our clients to make informed 

decisions, drive business growth and build resilient capacities. 

 

For more information, visit https://intelligence.crisil.com/ 
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