
Samvad IVR Survey 
on Knowledge &
Behaviour of
Important Practices
MARCH TO JULY  202 1

Project Samvad



Table of Contents

Acknowledgments 3

List of abbreviations 4

Introduction and methodology 5

Response rate, sample coverage and participant’s profile                                                                         9

Knowledge of health & nutrition, hand hygiene and family panning 11

Summary, limitation, and lesson learned 16

Appendices 18

1



Acknowledgments

We are grateful to the USAID for supporting this study. We appreciate the time spent by the
study participants and their patience in receiving the outbounds call, listening the audios,
making inbounds calls, and punching their response. We also thank the frontline workers for
their effort in creating interest among the participants about the Interactive Voice Response at
the ground-level. We thank to OninioDEV Technology for setting up the system and support in
sending the outbound calls for the survey. We are also thankful to the National Health Mission
and State Livelihood Mission for the support and guidance in rolling our IVRS and surveys. Last
but not the least, we are thankful to the Digital Green team for designing the questionnaire,
carrying out all the activities concerning the survey and field mobilization.

2



List of Abbreviations

ANC     Antenatal care

AWW Anganwadi worker

IVR Interactive voice response

FP Family planning

FLW Front line workers

ORS Oral rehydration solution

USAID  United States Agency for International Development

3



Introduction and methodology

The Samvad intervention

The Samvad project, funded by USAID and implemented by Digital Green, aims to improve
family planning, maternal and child health, and nutrition outcomes across 6 states, namely
Bihar, Chhattisgarh, Jharkhand, Odisha, Uttarakhand, and Assam, through human-mediated
video-based approach, messaging through locally relevant video content which meant and
understandable for and by the communities. Within the project, Samvad Mobile Vaani, an
Interactive Voice Response (IVR) based platform was set-up that allows communities to listen to
relevant messages on health, nutrition, and family planning by just giving a missed call and
receiving a call back from the system.

Increased mobile penetration in rural India provides an opportunity to adopt an integrated and
comprehensive approach to increased awareness, achieve higher uptake of recommended
actions by beneficiaries, create life-stage specific targeted messaging and increase overall
reach. With this aim, Digital Green partnered with GramVaani under the Samvad Project to
employ their IVR-based social platform to complement the video-based outreach.

In May 2018, for the first time, Digital Green oriented 110 Aanganwadi workers (AWWs) in Patratu
block of Jharkhand to use Samvad Mobile Vaani. These AWWs oriented the community on the
benefits and method of accessing this IVR platform and encouraged them to record their
messages as well. A unique element of the solution was that the platform allows two-way
communication wherein the audience could hear the pre-recorded thematic messages and
record their own messages in response to what they were listening to and can also listen to
messages recorded by other community members. Since June 2018 to June 2021, over 10,600
unique callers had accessed Samvad Mobile Vaani about 156,626 times.

Digital Green had conducted an IVR based survey in 2018 with about 200 callers to analyze their
profile. The results showed that 56% of the callers were women and 69% of them were younger
than 28 years old. This survey reflected that through Samvad Mobile Vaani, it is possible to reach
target beneficiaries with support of community health workers who can help in community
mobilization. With the successful establishment of Samvad Mobile Vani IVR in Patratu block of
Jharkhand; Digital Green started expanding the system within Jharkhand and in other states. By
July 2020, Samvad Mobile Vaani was launched in 7 blocks across 4 districts of Jharkhand. By
August 2020, the Samvad Mobile Vani IVR system was extended in 4 new states including Bihar,
Chhattisgarh, Uttarakhand and Odisha.

Current IVR survey under the Samvad Mobile Vani

With the outbreak of COVID-19 pandemic, mobility of people was a challenge particularly for
collecting information from the community. At the same time, regular collection of data from
the community was also important for monitoring the intervention. As a solution, Digital Green
used the Samvad Mobile Vani platform to complement the community video approach to
impact maternal and child nutrition and family planning behaviors. The process of
complementing the community video approach with IVR was as follows:

Partner selection and the platform

To establish the IVR system within the Samvad Mobile Vani, Digital Green partnered with
Oniondev Technologies (ODT), as they have prior experience of running IVR services in the rural
areas. The ODT platform allowed a two-way communication which offered advantage over the
one way pushing of the calls. Two-way communication platform allowed the project to not only
send the auto-generated out-bound calls to the beneficiaries, but also provided an opportunity
to the beneficiaries to interact with the system by sending voice messages and raise any query
that they would like the experts to respond back to.

Content, design & development
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The content teams of Digital Green and ODT worked together to decide on the final content
that would be delivered. It was aligned with themes and focus of the Samvad project. In
addition to this, the Digital Green team also worked on deciding some of the priority themes for
the program to be targeted through IVR based on the requirements of the partners. The
content was designed to be engaging by including elements of entertainment. Audio content
in drama format was decided to be the best way to engage the audience and it was made sure
that the content was short in length. As mobile phones are often controlled by men, their
information needs were also taken care of. The communication package was developed in such
a way that it not only addressed them but also those who played a role in care giving such as
mother-in-law.

Setting up the platform

The IVR setup was done by the Oniondev team. The tasks included estimating the number of
telephone lines needed per state to reach the estimated number of beneficiaries with the
specified number of messages over a month’s time. A monthly content calendar was jointly
prepared which reflected the schedule of the out-bound calls aligned with the video
dissemination schedule for the region. This was done to ensure the complementarity of the
channel with the face-to-face video dissemination. Since at many places pico based face to face
dissemination could not be started due to COVID-19 pandemic, it was aligned with the
WhatsApp based video dissemination plan wherever possible.

The system was put in place to ensure that the inbound calls are recorded and are responded
back within a week time. The service delivery was planned in such a way that both push
(outbound dialing) and pull (inbound dialing) mechanisms were available for the beneficiaries.
Inbound dialing allowed the users to access the service at their free will when they had time
and were interested in listening to the service. To make the service free to the users as the cost
may be a barrier in accessing the information, it was made to be a missed call service. The
system allowed the users to give a missed call and then it generated an outbound call. This
ensured that the service is available free of cost to the community. These calls are scheduled
either weekly or fortnightly as per the need of the program in the region and as discussed with
the partners. The timing of the call was scheduled in such a way that allows most of the
beneficiaries to pick it.

Dialup database

The team continuously updated the database by adding more contact numbers of participants
to the platform. Database cleanup was another activity that was carried out regularly on the
system. To ensure that the calls do not spam the users who are not interested in receiving the
calls, a quarterly cleanup of the database was performed. All such listeners who did not hear the
content in the previous quarter were removed from the database for the next quarter. All the
new and old dialers were automatically included in the service database if they made calls to
the system. This ensured that the service was reaching out to users who were really interested in
receiving the health advisory and at the same time not spamming the users who were not
interested.

Content plan & delivery

The IVR service was designed with different kinds of content to keep it engaging for the
listeners. The main themes were designed in drama format which were 3-4 minutes long as this
duration was found effective. These themes were in sync with the video dissemination plans.
Content was shuffled on a weekly basis to make it relevant to wider audiences who were dialing
in to access the information. Besides this, other types of content such as user generated
recordings including questions and feedback were interspersed within the main episodes. Users
have the option to skip a content by pressing key 1 on their phones if they do not like it. They
also have the option to record a question or share feedback by pressing key 3 from their phones.
A call with the response from the expert was separately generated for the person who recorded
their questions. The portal was also used to run surveys with the target beneficiaries to collect
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feedback and check their knowledge levels. This was quite useful for designing new content
and improving the existing content.

Objective of the IVR survey

The objectives of the IVR survey were:

● To understand improvement in knowledge due to Samvad intervention from baseline to
midline and endline.

● To test IVR survey as a data collection tool.

Survey methodology

IVR survey schedule

The IVR survey captures a short schedule of 10 questions covering knowledge of survey
participants about critical services provision during and after pregnancies. The during
pregnancy questions were on knowledge about visit for 4+ antenatal check-ups, consumption
of 100+ Iron Folic Acid (IFA) tablets during pregnancy, and knowledge about mother’s diet
during pregnancy. The post-pregnancy questions were on knowledge of exclusive
breastfeeding, knowledge of continuing breastfeeding when a baby suffers with diarrhoea,
knowledge about source of ORS packets, knowledge about importance of inter-spousal
communication on Family Planning, knowledge about spacing between two subsequent births,
knowledge about critical timing of hand washing etc.

Sample Size

The purpose of this study was not to provide any estimates to any of the domains covered under
the study, rather to understand any influence of Samvad intervention on improvement of
knowledge on different domains of maternal, child health and family planning practices.
Considering the purpose, it was thought that a sample size of 500,community members each
in baseline, midline, and endline of the study within each state would be sufficient to observe
influence of the Samvad intervention. Thus, it was decided to reach 500 participants (including
both male and female) in baseline within each state and follow them subsequently in midline
and endline of the study period.

Geography and period of the study

The baseline and midline of the study was conducted in four states, namely – Bihar, Jharkhand,
Odisha and Uttarakhand, while the endline study was conducted additionally in Chhattisgarh
along with the four states. It was not possible to conduct the baseline and midline study in
Chhattisgarh, as the approval for IVR system was given by the state health mission little later.
Within the states, the study participants were randomly spread. The baseline study was
conducted in November 2020, the midline was conducted in May 2021, and the endline was
conducted in July 2021.

Recruitment of the participants

In the IVR survey, the respondents were selected using the existing data base of the target
audiences of Samvad project. In the project, the target audience were reached through the
consultation with the state teams. For example, Uttarakhand National Health Mission shared
over 30000 mobile numbers of women from the Reproductive and Child Health database.
Similarly, the National Health Mission Chhattisgarh shared over 8000 phone numbers. Using
this existing database of the women of reproductive age group or their husband, survey
participants for IVR study were selected randomly and phone calls were sent to them. Other
than this, the frontline workers (FLWs) were the resource person to help in recruitment of the
participants through community mobilizations for the IVR. The FLWs helped in creating
awareness regarding the service. During the face-to-face dissemination of the community
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video, the FLWs conducted the service demo of IVR. The FLWs also pasted service-related
posters at strategic locations in the village so that more people could know about the service
and try the IVR number. FLWs also used the WhatsApp groups that they created to disseminate
the community videos to further generate awareness about the service and answer any
questions related to the IVRS.

Data analysis

The responses recorded through the IVR system were separately analyzed for the baseline,
midline, and endline participants and by their sex. Bivariate analysis was conducted to
understand the knowledge level over the study period at aggregate level and by gender of the
participants across the states. Furthermore, absolute percentage change is computed between
the estimates from baseline to endline – by subtracting the estimates of baseline from endline
participants. All analyses were conducted using the Microsoft Excel.

Ethical considerations

Approval from the Institutional Review Board was not taken as it was not a research study but a
monitoring exercise. However, respondents' information was kept confidential, and their identity
was not disclosed to anyone outside the IVRS data collection and the study teams. The study
team has ensured that participants' rights are not violated, and they are not affected by the
study outcomes in any way. Their participation in the study has been voluntary.
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Response rate, sample coverage and participant’s profile

Response rate of the IVR survey by questions

Response rate of the IVR survey is not good and varied by type of the questions asked. More
importantly, the response rate declined from baseline to midline and further in the endline of
the survey, for most of the questions addressed in the study. A comparatively better higher
response rate for few questions, such as gender of the participants, consumption of Iron Folic
tablets during pregnancy, and antenatal checkup during pregnancy might be because of the
nature of the questions which is more relevant to the study participants, than other questions
such as spousal communication on family planning, continued breastfeeding to baby when the
baby suffers with diarrhea which showed lowest response rate.

Table 1: Pattern of response rate (%) of the specific questions asked in baseline, midline, and
endline of the survey
Sl# Questions Baseline Midlin

e
Endlin

e
1 Are you a male or a female? 26 30 25
2 How many times ideally should a pregnant woman

go for antenatal care?
13 11 9

3 What do you think about the mother's diet during
pregnancy?

6 4 4

4 For how many months, should a child be only given
mother's milk?

5 3 3

5 Should a mother continue breastfeeding the baby if
the baby is suffering from diarrhoea?

3 3 3

6 Do you think spouses (husband and wife) should
speak about family planning methods?

3 2 2

7 How many years of gap ideally a couple should
maintain between two births (birth to birth)?

4 4 4

8 What according to you are the critical times of hand
washing?

4 4 3

9 Where you find the ORS packets if your child is
suffering from diarrhoea?

6 8 6

10 How many Iron tablets should a pregnant woman
consume during the pregnancy?

30 30 30

Total number 2191 1723 2021

Sample coverage, participants’ profile

The total number of study participants varied from 1930 in baseline to 1478 in midline, and 1776
in endline (Table 2). Over the study period, the sample coverage was higher in Odisha and
Uttarakhand, followed by Jharkhand and Bihar. Gender composition of the sample indicates a
higher proportion of male (57%) compared to female (43%) participants at the baseline study.
This proportion changed over the study period – higher proportion of female than male
participants in both, midline (51% vs. 49%) and endine (56% vs. 44%) of the study. Gender
distribution of samples across the states suggests higher proportion or almost equal proportion
of male than female in Jharkhand and Odisha over the study period. The changing gender
composition of the study participants (higher female than male over midline and endline)
might be because of the contact of the IVR and the tool, which are more relevant for women
than male.
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Table 2: Sample coverage and distribution of study participants by sex
Distribution of sample Bihar Jharkhand Odisha Uttarakhand Chhattisgarh Total
Baseline Female (%) 37 40 37 51 na 43

Male (%) 63 60 63 49 na 57
Total number 176 457 655 642 na 1930

Midline Female (%) 47 38 43 61 na 51
Male (%) 53 62 57 39 na 49
Total number 59 313 408 698 na 1478

Endline Female (%) 80 52 52 59 41 56
Male (%) 20 48 48 41 59 44
Total number 182 199 401 775 219 1776

na: Baseline and midline data is not collected in Chhattisgarh
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Knowledge of health & nutrition, hand hygiene and family panning

Knowledge about 4+ Antenatal checkups

Knowledge about 4+ antenatal checkups (ANC) during pregnancy has consistently increased
among baseline (49%) to midline (56%) to the endline (62%) participants (Figure 1) at the project
level with exception of Uttarakhand where it showed a decline from midline to the endline. The
pattern across the states suggests that the increase between baseline and the endline was
highest in Odisha – 37% to 63%, followed by Bihar – 54% to 69% respectively While the findings
suggest overall increase in the knowledge, still it is far from universal, as only 62% of the
participants were aware that a woman should get at least for 4 ANC check-ups during her
pregnancy. While comparing the change in the knowledge between female and male
participants, the increase in the knowledge was higher among female than male participants
(Appendix 1). For instance, increase in the knowledge level was14% points among female
compared to 7% points among the male participants between baseline to endline.

Figure 1: Percentage of participants with knowledge about 4+ANC visits during pregnancy

Knowledge about consumption of 100+ IFA during pregnancy

Unlike knowledge of receipt of 4+ ANC, the knowledge about consumption of 100+IFA tablets
during pregnancy have decreased from the baseline participants (67%) to midline participants
(66%), and further to the endline participants (59%) (Table 3). The pattern remained similar
across the states. For instance, in Bihar it has decreased from 65% among the baseline
participants to 54% among the endline participants. While comparing the change in knowledge
of consumption of 100+ IFA tablets between female and male participants, decrease in the
knowledge was higher among female than male participants (Appendix 2). For instance, the
decrease in the knowledge level was 9% points among the females compared to 2% points
among the male participants.

Table 3: Percentage of participants with knowledge about consumption of 100+ IFA tablets
during pregnancy
States Baseline Midline Endline
Bihar 65 57 54
Jharkhand 68 73 60
Odisha 68 62 51
Uttarakhand 65 67 66
Chhattisgarh na na 60
Total 67 66 59
na: Baseline and midline data is not collected in Chhattisgarh
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Knowledge about mother’s diet during pregnancy

At the endline survey, about three-fourths of the study participants had knowledge about
mother’s diet during pregnancy (Figure 2). The knowledge has increased from 63% among
baseline to 70% among midline to 73% among the endline participants. The knowledge level has
increased across all the states from baseline to the endline. For instance, in Odisha, knowledge
about a mother’s diet during pregnancy has increased from 55% in baseline to 77% in the
endline; in Bihar, it has increased from 55% to 66%. The increase is minimum in Jharkhand and
Uttarakhand. Increase in the knowledge of mother’s diet during pregnancy from baseline to the
endline was higher among female than male participants across the states. For instance, the
increase in the knowledge level was 9% points among the females compared to 3% points
among the male participants (Appendix 3). This increase was 27% points vs. 8% points in Odisha
and 15% points vs. 2% points in Jharkhand.

Figure 2: Percentage of participants with knowledge about mother’s diet during pregnancy

Knowledge about exclusive breastfeeding

Knowledge about exclusive breastfeeding up to six months is increased from 70% among
baseline to 74% among midline and further to 77% among the endline study participants
(Figure 3). Comparison in the knowledge across the states showed that, the increase was
highest in Bihar – 74% among baseline to 91% among the endline participants, followed by
Odisha – 71% among baseline to 85% among the endline participants. Other states showed
minimal increase in the knowledge over the study period. Altogether, percentage change in the
knowledge among female and male participants were similar over the study period – 6% points
among female and 5% points male participants (Appendix 4). However, the variation across
states persists; for instance, in Bihar, change was 21% points among female and 8% points
among male.

Figure 3: Percentage of participants with knowledge about exclusive breastfeeding

11



Knowledge about breastfeeding to baby if the baby is suffering from diarrhea

About three-fourths of the endline participants reported that if a baby can be continued for
breastfeeding, if suffering with diarrhea (Table 4). This was reported by over two-thirds of the
baseline participants. All the states experienced considerable increase in such knowledge. For
instance, knowledge about breastfeeding even if the baby suffers from diarrhea has increased
from 69% at baseline to 90% among the endline participants in Bihar; from 67% to 87% in
Jharkhand. When comparing the change in the knowledge among female and male
participants, it's slightly higher among females (7% points) than male participants (4% points)
(Appendix 5), with a mixed pattern across the states.

Table 4: Percentage of participants with knowledge about continued breastfeeding even if
baby suffers with diarrhea
States Baseline Midline Endline
Bihar 69 77 90
Jharkhand 67 67 87
Odisha 69 65 89
Uttarakhand 61 67 86
Chhattisgarh  na na  81
Total 66 66 74
na: Baseline and midline data is not collected in Chhattisgarh

Knowledge about importance of inter-spousal communication on family planning

Communication between husband and wife on family planning leads to increase in uptake of
contraceptive use among couples and higher contraceptive continuation. In this study, most of
the participants had knowledge about the importance of inter-spousal communication on
family planning which may have resulted in the low increase in the knowledge over the study
period – 85% among baseline to 89% among the endline participants (Figure 4). A similar
pattern is observed across all states, except for Jharkhand. In Jharkhand, such knowledge
decreased slightly from baseline (85%) to the endline (79%). Change in the knowledge among
female and male participants was similar – 4% points among females and 3% points among
male participants (Appendix 6).

Figure 4: Percentage of participants with knowledge about importance of inter-spousal
communication on family planning
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Knowledge about spacing between two subsequent births

Spacing between two subsequent births is important for health and well-being of both, the
mother and the newborn. In our study, the participants were asked whether they know that a
couple should maintain a gap of three years between two subsequent births. The result showed
such knowledge had increased among participants from baseline (62%) to midline (67%) to the
endline (74%) (Table 5). Similar increase was observed in Bihar (72% in baseline to 87% in the
endline) and Odisha (52% in baseline to 73% in the endline), but not in Jharkhand and
Uttarakhand. In Chhattisgarh, 80% of the endline participants reported such knowledge.
Knowledge about spacing between two births was higher among female than male
participants (Appendix 7). Furthermore, the increase from baseline to endline in such
knowledge was higher among females (12% points) than male participants (5% points). This
pattern was similar across states.

Table 5: Percentage of participants with knowledge gap of 3 years between two
subsequent births
States Baseline Midline Endline
Bihar 72 65 87
Jharkhand 66 77 66
Odisha 52 52 73
Uttarakhand 67 71 69
Chhattisgarh na na 80
Total 62 67 74
na: Baseline and midline data is not collected in Chhattisgarh

Knowledge about critical timing of handwashing

Washing hands is one of the preventive ways to keep safe from infection and infectious
diseases. More recently, during the COVID-19 pandemic outbreak, hand washing was the must
do hygiene practice, suggested by doctors and experts, to prevent spread of the infection.
Considering the importance, this study asked the participants about knowledge of critical
timing of handwashing. Three critical timings were asked – (i) after cleaning the bottom of the
child and before feeding; (ii) after touching the animal and cleaning the garbage; (iii) after
defecation, before cooking and eating. Those participants who responded ‘yes’ to all the three
questions were considered as having knowledge of critical timing of handwashing. Findings
indicate that only a third (35%) of the endline participants had knowledge of critical timing of
hand washing (Figure 5). Though this knowledge has increased from 24% among baseline
participants to 32% among midline participants, and further to 35% among the endline
participants. The knowledge among baseline to the endline participants had increased in all the
four states, however the increase was not consistent over baseline to midline to the endline. For
instance, in Bihar, the knowledge had increased from 29% among the baseline to 43% among
the endline participants, however there was a dip among the midline participants. While
assessing the knowledge separately by the components, the knowledge was higher for
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handwashing “after defecation before cooking and eating”, followed by “after cleaning the
bottom of the child”, and “after touching the animal and cleaning the garbage” (Appendix 8).
The gender gap in the knowledge indicated that, in general, the knowledge about critical
timing of handwashing was better among female than male participants.

Figure 5: Percentage of participants with knowledge about critical timing of handwashing

Knowledge about getting ORS

In this study, participants were asked about knowledge of the source of ORS packets. Two
sources were asked – (i) from the drug store, (ii) and from AHSA or SAHIYA. Those participants
who responded ‘yes’ to both the questions were considered as having knowledge about the
source of ORS packets. Findings indicate that, little more than a third (36%) of the endline
participants had knowledge about the source of the ORS packets (Figure 6). Though this
knowledge has increased from 25% among the baseline participants to 32% among midline
participants, and further to 36% among the endline participants. The knowledge among
baseline to the endline participants had increased in all the four states. For instance, in
Jharkhand, the knowledge has increased from 25% in baseline to 38% in midline, and further to
48% in the endline. While assessing the knowledge by separate sources, a higher proportion of
participants were aware that ORS packets are available with ASHA or Sahiya compared to a drug
store (Appendix 9). The gender gap in the knowledge suggests that knowledge about the
source of the ORS packets was higher among female than male participants. Moreover, even
the increase in the knowledge from baseline to the endline was higher among the females (15%
points) than male participants (7% points).

Figure 6: Percentage of participants with knowledge source of ORS
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Summary, limitation, and recommendations

Summary

The Digital Green setup an IVR system to complement the community video approach in four
program states under Samvad project. The data collected through the IVR system aimed to test
the feasibility of the IVR survey and understand the influence of Samvad intervention about
knowledge on selected indicators related to maternal, child health, family planning, and
hygienic practices. The baseline and midline of the IVR survey was conducted across four states
– Bihar, Jharkhand, Odisha, and Uttarakhand; the endline survey was extended to Chhattisgarh
as well.

Overall, it was planned to recruit 500 participants from each state during the baseline interview
and follow them in subsequent midline and endline surveys. However, the targeted sample for
baseline study was not achieved in any of the states. The reasons may be several – (i) changing
number through which outbound calls were made, which can be appeared as spam number to
the participants resulting low call pick-up rate; (ii) low level of education, as IVR survey works
best when the community are educated; (iii) lack of opportunity for clarifying questions; (iv) low
interest among people for such surveys – people are used to get such calls from companies,
banks, and sometimes fraud calls – so people might have considered this IVR survey as useless
like others; (v) lack of sufficient nudging under impression that the nudging may results in
biased response. Along with the low coverage rate, the response rate was very low, moreover
there was considerable variation in response rate across the questions.

Among the survey participants, the proportion of males was higher than females at baseline,
but participation of females improved during midline (with almost equal proportion of female
and male participants), and outnumbered males during the endline (proportion of female
participants were higher than male). One of the reasons for increased proportion of female
participants in subsequent rounds might be the content of questions which focused on the
health of women and their newborn, and hence might be more interesting for females than
males.

The findings suggest considerable improvement in knowledge of most of the indicators from
baseline to the endline survey. The improvement was pervasive about knowledge of – four or
more ANC check-ups, mother’s diet during pregnancy, exclusive breastfeeding to child up to 6
months, source of ORS, continued breastfeeding even if child is suffering with diarrhea, spacing
between two successive births. Despite the improvement from baseline to the endline,
knowledge about critical maternal care and hand hygiene practice was far from universal.

State-wise results indicate that improvement in the knowledge was higher in Bihar and Odisha,
than Jharkhand and Uttarakhand; moreover, the knowledge level in these two states improved
consistently from baseline to midline, and further in the endline. In general, the knowledge level
of all the indicators was higher among female than male participants. Further, the absolute
increase in the knowledge level from baseline to the endline was also greater among females
than males, for almost all the indicators.

Limitations

The summary findings mentioned above have several limitations which need to be kept in
mind. First, the data generated through this IVR survey does not allow us to understand the
poor coverage as well as low response rate. Second, varied response rates by questions to
questions make findings inconclusive. One of the possible reasons for varying response rate by
questions may be intentional skipping of some questions by the respondents, when answer of
the question is not known to them; and the response to questions, though with low level, might
be given by those respondents who have some degree of knowledge of the particular question.
Third, findings cannot be generalized for the communities, as the survey is based on the
responses of those people whose phone numbers were available and who received IVR
messages, and those who responded to the survey questions. Fourth, given that access to
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smartphones is higher among younger people than older people, there might be a possibility
that survey participants will be younger. Fourth, there may be a chance that AWW might have
mobilized selected participants from the community which may have influence on the
knowledge level.

Recommendations/lessons learned

This IVR survey is an excellent attempt to collect data virtually, and particularly adopting a
self-selection of response, which is going to be the future of household surveys. However, there
is scope of technological-managerial improvement in execution of such surveys if such surveys
are to be scaled-up in future. The learning from this entire process as well as findings of this
study offer several suggestions which can be adopted for making such surveys more feasible as
well as improving health knowledge in of a community. The lesson learned so far and the
recommendation are presented under two broad categories as follows:

Recommendation for IVR surveys process and execution

● There is a need to have a strong and robust community level mobilization plan for
successful implementation and achievement from such IVR surveys. The community
level mobilization will not only create awareness and interest among the people about
such surveys which will increase participation rate but will also encourage them to
record their response more sincerely.

● The number through which IVR sent out should be saved in the participants mobile. This
will help them easily understand that the phone calls are coming from an IVR agency
and not a spam call.

● Content of such surveys should be easily understandable to the people and aligned with
local norms and culture of the community. Furthermore, it should clearly explain its
potential capacity to address the needs of the community.

● Technology related issues such as the IVR number should be such that it looks like a call
coming from a trusted source to improve the call pick up rates.

● The service features such as free call, missed call, voice recording, asking questions etc
should be promoted.

Recommendation for improving the health knowledge

● Though the tool used in the survey is very simple and precisely captures knowledge level
about critical reproductive, maternal, and child health domains. However, the tool needs
to be pre-tested with a wide range of socio-demographic groups before content
development. This will ensure that the tool is generic and can be understood equally
even among people with different education level and different level of understanding.

● The low level of knowledge about four or more ANC visits or consumption of 100+ IFA
tablets suggests creating awareness about the importance of ANC check-ups among the
community. Particularly, the decline in the knowledge about consumption of 100+ IFA
from baseline to the endline needs further exploration of the reasons behind. This will
help in the program for midterm correction.

● There is a need for continuous efforts to create awareness about hand washing practice
in the community. This will help the community keep safe from many infections and
infectious diseases.
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Appendices

Appendix 1: Percentage of female and male participants with knowledge about 4+ ANC
check-ups

States
Study
participants

Number Percentage %
change*Baseline Midline Endline Baseline Midline Endline

Bihar Female 46 19 126 57 63 71 14
Male 66 21 28 53 52 61 8
Total 112 40 154 54 58 69 15

Jharkhand Female 112 81 78 55 65 62 7
Male 163 111 64 48 41 45 -3
Total 275 192 142 51 51 54 3

Odisha Female 171 130 176 45 51 76 31
Male 282 145 128 32 41 47 15
Total 453 275 304 37 45 63 26

Uttarakhand Female 236 298 302 60 67 64 4
Male 222 168 202 57 60 53 -4
Total 458 466 504 59 65 59 0

Chhattisgarh Female na na 63 na na 70 na
Male na na 81 na na 62 na
Total na na 144 na na 65 na

Total Female 565 528 745 54 63 68 14
Male 733 733 503 45 49 52 7
Total 1298 1298 1248 49 56 62 13

*Absolute change between endline and baseline; na: not available

Appendix 2: Percentage of female and male participants with knowledge about
consumption of 100+ IFA during pregnancy

States
Study
participants

Number Percentage %
change*Baseline Midline Endline Baseline Midline Endline

Bihar
Female 28 12 123 61 50 54 -7
Male 44 16 22 68 63 55 -13
Total 72 28 145 65 57 54 -11

Jharkhand
Female 71 45 55 65 80 53 -12
Male 87 59 28 70 68 75 5
Total 158 104 83 68 73 60 -8

Odisha
Female 117 86 151 65 48 46 -19
Male 128 81 73 71 77 60 -11
Total 245 167 224 68 62 51 -17

Uttarakhand
Female 152 219 208 64 66 63 -1
Male 121 103 115 66 71 71 5
Total 273 322 323 65 67 66 1

Chhattisgarh
Female na na 39 na na 49 na
Male na na 46 na na 70 na
Total na na 85 na na 60 na

Total
Female 368 362 576 64 63 55 -9
Male 380 259 284 69 71 67 -2
Total 748 621 860 67 66 59 -8

*Absolute change between endline and baseline; na: not available
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Appendix 3: Percentage of female and male participants with knowledge about mother’s
diet during pregnancy

States
Study
participants

Number Percentage % change*Baseline Midline Endline Baseline Midline Endline
Bihar Female 39 17 131 77 65 81 4

Male 63 19 29 67 58 66 -1
Total 102 36 160 71 61 78 7

Jharkhand Female 103 67 70 61 75 76 15
Male 129 99 52 50 56 52 2
Total 232 166 122 55 63 66 11

Odisha Female 158 117 168 63 77 90 27
Male 232 129 116 50 57 58 8
Total 390 246 284 55 66 77 22

Uttarakhand Female 217 279 290 84 81 82 -2
Male 197 152 163 63 66 65 2
Total 414 431 453 74 76 76 2

Chhattisgarh Female na na 57 na na 68 na
Male na na 70 na na 51 na
Total na na 127 na na 59 na

Total Female 517 480 528 73 79 82 9
Male 621 399 445 56 60 59 3
Total 1138 879 973 63 70 73 10

*Absolute change between endline and baseline; na: not available

Appendix 4: Percentage of female and male respondents with knowledge about exclusive
breastfeeding

States
Study
participants

Number Percentage % change*Baseline Midline Endline Baseline Midline Endline
Bihar Female 38 15 126 71 73 92 21

Male 56 18 27 77 78 85 8
Total 94 33 153 74 76 91 17

Jharkhand Female 93 61 68 68 70 74 6
Male 117 92 45 67 72 67 0
Total 210 153 113 67 71 71 4

Odisha Female 148 107 162 80 81 90 10
Male 188 116 103 64 68 77 13
Total 336 223 265 71 74 85 14

Uttarakhand Female 197 272 282 77 76 74 -3
Male 184 140 154 65 71 71 6
Total 381 412 436 71 74 73 2

Chhattisgarh Female na na 54 na na 76 na
Male na na 65 na na 60 na
Total na na 119 na na 67 na

Total Female 476 455 692 75 76 81 6
Male 545 366 394 66 70 71 5
Total 1021 821 1086 70 74 77 7

*Absolute change between endline and baseline; na: not available
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Appendix 5: Percentage of female and male respondents with knowledge that a baby can
be continued for breastfeeding, even if suffers with diarrhea

States
Study
participants

Number Percentage % change*Baseline Midline Endline Baseline Midline Endline
Bihar
 
 

Female 35 15 122 77 80 89 12
Male 50 16 24 64 75 92 28
Total 85 31 146 69 77 90 21

Jharkhand
 
 

Female 92 58 60 67 67 87 20
Male 106 87 34 65 62 85 20
Total 198 145 94 66 64 86 20

Odisha
 
 

Female 142 102 154 78 74 93 15
Male 173 103 73 62 57 82 20
Total 315 205 227 69 65 89 20

Uttarakhand
 
 

Female 191 261 225 70 75 90 20
Male 163 134 114 51 50 78 27
Total 354 395 339 61 67 86 25

Chhattisgarh
 
 

Female na na 43 na na 91 na
Male na na 41 na na 71 na
Total na na 84 na na 81 na

Total
 
 

Female 460 436 604 73 74 80 7
Male 492 340 286 59 56 63 4
Total 952 776 890 66 66 74 8

*Absolute change between endline and baseline; na: not available

Appendix 6: Percentage of female and male respondents with knowledge about
importance of inter-spousal communication on family planning

States
Study
participants

Number Percentage % change*Baseline Midline Endline Baseline Midline Endline

Bihar
Female 32 15 126 91 80 97 6
Male 46 17 25 85 100 100 15
Total 78 32 151 87 91 97 10

Jharkhand
Female 89 58 67 84 91 79 -5
Male 106 88 40 86 84 80 -6
Total 195 146 107 85 87 79 -6

Odisha
Female 136 96 159 86 84 94 8
Male 165 95 92 81 86 83 2
Total 301 191 251 83 85 90 7

Uttarakhand
Female 183 256 257 86 87 87 1
Male 160 128 137 85 82 91 6
Total 343 384 394 86 85 89 3

Chhattisgarh
Female na na 48 na na 92 na
Male na na 60 na na 82 na
Total na na 108 na na 86 na

Total
Female 440 425 657 86 87 90 4
Male 447 328 354 84 85 87 3
Total 917 753 1011 85 86 89 4

*Absolute change between endline and baseline; na: not available
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Appendix 7: Percentage of female and male respondents with knowledge of spacing of 3
years between two subsequent births

States
Study
participants

Number Percentage % change*Baseline Midline Endline Baseline Midline Endline
Bihar
 
 

Female 34 14 123 74 71 86 12
Male 47 17 25 70 59 92 22
Total 81 31 148 72 65 87 15

Jharkhand
 
 

Female 83 54 66 69 85 73 4
Male 101 84 40 64 71 55 -9
Total 184 138 106 66 77 66 0

Odisha
 
 

Female 131 95 158 62 59 85 23
Male 156 95 87 43 44 52 9
Total 287 190 245 52 52 73 21

Uttarakhand
 
 

Female 178 247 250 69 76 73 4
Male 151 121 133 66 63 61 -5
Total 329 368 383 67 71 69 2

Chhattisgarh
 
 

Female na na 148 na na 85 na
Male na na 46 na na 76 na
Total na na 54 na na 80 na

Total
 
 

Female 426 410 643 67 73 79 12
Male 455 317 339 58 59 63 5
Total 881 727 982 62 67 74 12

*Absolute change between endline and baseline; na: not available
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Appendix 8: Percentage of female and male respondents with knowledge of critical timing of handwashing
State After cleaning the bottom of the child

and before feeding
After touching the animal and cleaning

the garbage
After defecation before cooking and

eating
All these

Baseline Midline Endline % Change* Baseline Midline Endline % Change* Baseline Midline Endline % Change* Baseline Midline Endline % Change*
Bihar Female 9 7 10 1 6 7 1 -5 44 64 46 2 41 21 44 3

Male 9 25 22 13 0 0 0 0 70 50 39 -31 21 25 39 18
Total 9 17 12 3 3 3 1 -2 59 57 45 -14 29 23 43 14

Jharkhand Female 21 14 18 -3 8 2 8 0 49 53 34 -15 22 31 40 18
Male 17 24 16 -1 2 3 13 11 53 49 47 -6 27 25 24 -3
Total 19 20 17 -2 5 2 10 5 51 50 39 -12 25 27 34 9

Odisha Female 27 42 40 13 5 8 3 -2 58 31 33 -25 10 19 24 14
Male 27 30 24 -3 3 5 6 3 55 52 48 -7 16 14 22 6
Total 27 35 34 7 4 6 4 0 56 42 38 -18 13 16 23 10

Uttarakhand Female 15 15 14 -1 4 2 2 -2 48 39 45 -3 33 44 39 6
Male 20 13 20 0 2 2 2 0 49 45 41 -8 29 41 37 8
Total 17 14 16 -1 3 2 2 -1 48 41 44 -4 31 43 39 8

Chhattisgarh Female na na 10 na na na 0 na na na 46 na na na 44 na
Male na na 14 na na na 0 na na na 53 na na na 33 na
Total na na 12 na na na 0 na na na 50 na na na 38 na

Total Female 20 21 20 0 5 4 2 -3 51 40 41 -10 24 36 37 13
Male 20 21 20 0 2 3 4 2 54 48 45 -9 23 28 31 8
Total 20 21 20 0 4 3 3 -1 53 43 43 -10 24 32 35 11

*Absolute change between endline and baseline; na: not available
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Appendix 9: Percentage of female and male respondents with knowledge about source of ORS packets
States Study

participants
ORS packets can be gotten from drug

store
ORS packets can be gotten from ASHA

or SAHIYA
All these

Baseline Midline Endline % change* Baseline Midline Endline % change* Baseline Midline Endline % change*
Bihar Female 10 8 2 -8 61 92 45 -16 29 0 54 25

Male 30 12 4 -26 43 71 43 0 26 18 52 26
Total 22 10 2 -20 51 79 45 -6 27 10 53 26

Jharkhand Female 11 17 20 9 73 43 25 -48 16 39 55 39
Male 27 28 22 -5 41 35 44 3 32 37 34 2
Total 20 23 21 1 56 39 32 -24 25 38 48 23

Odisha Female 9 5 3 -6 79 72 77 -2 12 23 21 9
Male 15 7 13 -2 72 85 67 -5 13 8 20 7
Total 12 6 6 -6 75 78 74 -1 13 16 21 8

Uttarakhand Female 17 16 20 3 47 41 38 -9 36 43 42 6
Male 26 28 27 1 41 39 36 -5 33 33 36 3
Total 21 20 22 1 45 41 38 -7 35 40 40 5

Chhattisgarh  Female  na  na 2  na  na  na 78 78  na  na 20  na
 Male  na  na 11  na  na  na 63 63  na  na 26  na
 Total  na  na 7  na  na  na 70 70  na  na 23  na

Total Female 12 13 10 -2 63 50 51 -12 24 36 39 15
Male 23 21 18 -5 52 54 50 -2 25 25 32 7
Total 18 16 13 -5 58 52 51 -7 25 32 36 11

*Absolute change between endline and baseline; na: not available
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