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BACKGROUND 

The Improving Healthy Behaviors Program (IHBP) in India is 

a technical assistance project funded by the United States 

Agency for International Development (USAID) and 

managed by Family Health International (FHI 360). The 

Population Council was a partner of the IHBP. One of the 

objectives of the project was to test and evaluate innovative 

applications in strategic communication programs focusing 

on behavior change (IR2). This study was carried out by the 

Population Council as a part of the IHBP objective to test 

innovative approaches to reach to individuals and families 

with accurate and appropriate knowledge for improving 

family health. It also contributed towards meeting the 

USAID’s development objective related to Intermediate 

Result two (IR2). Studies reveal that in the less developed 

Indian states like Uttar Pradesh and Bihar, two-thirds of the 

rural population cannot be reached by any forms of mass 

media -- print, radio and television (TV)1,2. Further, ASHAs do 

not reach to more than half of the households of their 

catchment area due to social distance and several other 

socio-cultural barriers3. On the other hand, even in rural 

areas, mobile phone technology has penetrated beyond TV 

and radio. 

The Indian Readership Survey (IRS) data reveals that mobile 

phone ownership among women is low while the density of 

ownership among men is much higher. Literature also 

suggests that involving men and giving them messages 

about family health is critically important as many of the 

health related decisions in home are taken by men4,5. 

 
1 Ganju D., I. Bhatnagar, A. Hazra, S. Jain and M.E. Khan. 2010. “Reach of 

Media and Interpersonal Communication in Rural Uttar Pradesh”, The 

Journal of Family Welfare, Special Issue, 56:83-91. 
2 Khan M.E., A. Hazra and J. Ahmad. 2012. “Reach and Use Pattern of 

Mobile Phones in Rural Bihar: Current Scenario and Future Prospects”, in 

Khan M.E., et al. (eds.), Shaping Demand and Practices to Improve Family 

Health Outcomes: Designing a Behavior Change Communication Strategy 

in India, Volume II: Bihar.  New Delhi: SAGE Publications. 
3 Khan M.E., A. Hazra and I. Bhatnagar. 2010. “Impact of Janani Suraksha 

Yojana on Selected Family Health Behaviors in Rural Uttar Pradesh”, The 

Journal of Family Welfare, Special Issue, 56:9-22. 
4 Hadi, A. et al. 2007. Raising institutional delivery in war-torn 

communities: Experience of BRAC in Afghanistan. Asia Pacific Journal of 

Family Medicine. 6,1 
5 Mullany, et al. 2007. The impact of including husbands in antenatal 

health education service on maternal health practices in urban Nepal: 

Further, studies show that interventions that help increase 

communication between couples/family members 

significantly improve use of health services and uptake of 

healthy behaviors6. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Literature identifies a vast knowledge gap if husbands are 

provided information related to maternal and newborn 

health (say on their mobile phone), will they listen to these, 

give the messages importance and share it with their wife 

and/or other family members. If this happens, it can be 

assumed that it will trigger behavior change. The present 

study aimed to test this assumption and explore an 

approach to bridge this knowledge gap.  

 

 

 

 

 

results from a randomized controlled trial, Health Education Research 

Vol.22 no.2 Pages 166–176. 
6 Sebastian, M.P., Khan, M.E., Kumari, K., & Idnani, R. (2012). Increasing 

postpartum contraception in rural India: Evaluation of a community-based 

behavior change communication intervention. International Perspectives 

on Sexual and Reproductive Health, 38(2), 68-77. 

FIGURE 1. MOBILE PHONE SALES (IN 

MILLIONS) 
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OBJECTIVES 
The key objectives of the study were to assess whether:  

(a) giving information on selected maternal and 

newborn health behaviors to husbands through 

their mobile phones increases their knowledge and 

stimulates them to discuss it with other family 

members; and 

(b) will such discussions result in the adoption of the 

selected healthy behaviors?  

 

METHODS 

A quasi-experimental research design with a control was 

followed. The study was conducted in two blocks of Jhansi 

district of Uttar Pradesh, India. Among the two blocks, 

Chirgaon was randomly assigned as an experimental block 

and Badagaon as a control block.  

The eligibility criteria of households to be included in the 

study were (a) at least one currently married woman aged 

18-49, (b) the index woman was currently pregnant (6 

months or more), (c) husband of the index woman owns a 

functional  mobile phone and (d) husband lives with the 

household (does not stay away for work/business). To 

identify such households and get mobile numbers of 

husbands, a complete house listing of each household 

was made in the selected villages before the start of the 

intervention. 

A post-intervention evaluation after four months of the 

intervention was done in April-May 2014. The data 

collection used a mix of quantitative as well as qualitative 

approaches. Two types of bi-lingual (in English and Hindi) 

questionnaires were used: one for interviewing women 

and another for their husbands.  They were used both in 

the experimental and control area. In the quantitative 

survey, a total of 881 husbands (428 from intervention 

area and 453 from control area) and 956 women (478 

from intervention and 478 from control area) were 

interviewed.  

Further, 10 in-depth interviews (IDI) of husbands in the 

experimental area were conducted to explore (a) the 

reasons to why message was not heard, (b) when messages 

were heard, why those were not discussed in the family, (c) 

what they found useful in the messages etc. Similarly, 10 

IDIs were conducted with wives of those 10 husbands in the 

experimental area to understand (a) the content of the 

messages discussed, (b) the process of discussion -- with all 

whom messages were discussed and the frequency of 

discussion, (c) perceived usefulness of message and what 

more information will be useful (d) factors which stimulated 

adoption of the desired behavior etc. In addition, two focus 

group discussions (FGDs) each were carried with ASHAs of 

the experimental and control areas to capture perceptions 

of the ASHAs on the intervention and process of change.  

The study was approved by FHI 360’s Institutional Review 

Board (IRB), Population Council’s IRB and a recognized local 

IRB. Informed consent was obtained from all study 

partiticipants during houselisting as well as during post-

intervention data collection. 

INTERVENTION  

Eight messages in Hindi language developed on five health 

behaviors. These messages were then studio-recorded and 

sent to husband’s mobile number twice a week over a 

period of four months. So, every husband participating in 

the study was supposed to receive a maximum of 32 voice 

calls related to the intervention messages. The messages 

were sent at different time points: 9 am, 1.30 pm and 7.30 

pm in a rotated manner. The eight messages on five topics 

covering antenatal care checkup, postnatal checkup for 

mother and the newborn, early breastfeeding, clean cord 

care and delayed bathing were developed in Hindi language 

in consultation of communication experts of IHBP and then 

studio recorded by professionals through a reputed agency.  

House listing at Chirgaon, Jhansi; Photo credit: Avishek Hazra 

= Experimental block 

= Control block 

FIGURE 2: STUDY AREA 



 

A husband listening to intervention message in 

Chirgaon, Jhansi; Photo credit: Balbeer Kandari 

 

The mobile numbers of husbands of the experimental area 

collected through the house listing were given to a tele-

calling agency, hired for this assignment, to send the voice 

messages after screening out those numbers in which ‘do 

not disturb’ (DND) facility was activated.  

The first voice message, which contained an introductory 

note about the news of the ‘to-be-born’ baby, was of 39 

seconds duration. The rest seven messages were 27-30 

seconds long. The messages started with a tune ‘chance 

kyun lena hai’, which was used in other campaigns of IHBP 

and ended with a note encouraging husbands to discuss 

with their wives and family members about the information 

they just heard. No intervention was given in the control 

area. 

FINDINGS 

Socio-demographic characteristics of survey respondents 

The socio-demographic characteristics of the sampled 

husbands from both the groups were similar in terms of 

age, religion, occupation and exposure to mass media. 

However, the percentages of scheduled caste or scheduled 

tribe husbands and those with no education or up to 

primary education were significantly higher in the control 

area (p<0.05). Women in intervention area were similar to 

those of control area, except for education. In the 

intervention area, a higher proportion of sampled women 

had secondary or higher level of education as compared to 

control area (p<0.01). 

Reach of voice messages 

In the intervention area, mobile numbers were obtained 

from 640 eligible husbands, out of which 148 had the ‘do 

not disturb (DND)’ facility activated, restricting voice 

messages on those numbers. So, messages were sent to 

492 husbands and finally 428 husbands were interviewed 

in the intervention area. The remaining husbands were not 

available during the post-intervention survey. Out of the 

428 husbands to whom voice messages were sent, 134 

(34 percent) heard the messages. Out of the 147 

husbands who heard the voice messages, 68 (46 percent) 

discussed those messages with family members.  

It was further enquired if the husbands asked their wife or 

other family members to follow the healthy practices as 

they were informed over the mobile phone. Around 39 

percent of the 147 husbands asked their wife and 13 

percent asked their mother to follow the messages they 

heard. A husband said,  

“…about 3-4 months back I got a call where the 

lady (in the voice call) told me that there is good 

news that  I am going to be a father... I was 

surprised because really my wife was pregnant at 

that time. I heard almost all the messages and 

since it was related to my wife and my baby, I used 

to discuss them with my wife. I did not discuss with 

others as I live in my in-laws house.” (27 years, 

graduate, farmer) 

 

Some other responses of the husbands were,  

“…I have a facility in my mobile to record any call. 

So, after the first message, when I realized the 

messages are for my to-be-born baby and my 

wife, I used to record the messages and replay 

those in front of my wife”. (26 years, graduate, 

Panchayat Mitra) 

In-depth interviews with women also revealed that during 

discussion more than one family member were present. 

"The first time when he (husband) told me about 

getting a check-up for Riya (respondent's 

daughter), my paternal aunt, sister-in-law and 

elder sister were present. He also told me to 

breastfeed well and not to give anything else 

other than breast milk." (22 years, Educated up to 

class 8, Housewife) 

Around a fourth (25 percent) of these 147 husbands 

reported that they discussed the messages with their 

friends and neighbors.  A majority of them (60 percent) 

were from the same village of the respondent and about 

one-third lived in other hamlets of the same village or in 

other villages. 

The real time data from the tele-agency, hired for sending 

the voice calls, revealed that 88 percent of the husbands 

received at least one call for more than 20 seconds. About 

50-60 percent of the husbands heard a full or almost full 

message at least once in any of the four times a voice call 

was made on a specific theme. 

The key reasons given for not hearing the messages were 

'busy at work' (85 percent) and 'disconnecting the call 



 

after hearing once or twice' (20 percent). One husband 

said, 

 

"…as I said, my job is painting equipment, most of 

the time both my hands remain either engaged or 

colored with paint and I cannot take out the 

mobile phone from my pocket. Later when I see 

the phone and find any missed call from a saved 

number, I call back." (35 years, educated up to 

class 9, painter in a factory) 

The socio-demographic profile of listeners and non- 

listener husbands, were similar and no significant 

differences among the two sub-groups were observed. 

Husband’s opinion about the voice messages 

The husbands who heard the messages (N=147) were 

asked whether the voice messages could be understood 

well, were interesting and / or useful. Most (84 percent) of 

the husbands said that the contents of the messages were 

easy to understand; about 50 percent found the messages 

interesting and about 60 percent said the messages were 

useful to a great extent since they got to know new 

information. The husbands were also asked about the 

appropriateness of the timing of the voice calls. About 

three-fourth of the husbands, who listened the messages 

said that the timings of sending the messages were fine. 

About 80 percent of the husbands who heard the 

messages wanted to receive health related messages on 

their mobile phone on a continuous basis and two-thirds 

of them felt that each message should be sent more than 

once to remind people about the message and the 

required actions to be taken. 

 

 

Knowledge of husbands on maternal and newborn care  

The knowledge of husbands on maternal and newborn 

care varied. For example, about 80 percent of husbands 

felt it was important for a woman to receive at least one 

antenatal checkup in the last trimester; two-thirds of the 

husbands felt the need for a PNC for a mother and her 

newborn within 7 days of delivery, even if they are fine. In 

contrast, only 40 percent of the husbands knew that 

breastfeeding should be initiated within an hour of birth 

and about one-fifth knew about clean cord care.  

Analysis showed that knowledge about health practices 

does not vary significantly between husbands in the 

intervention area (taking all husbands irrespective of 

whether they heard messages or not) and the control area. 

However, the level of knowledge among husbands who 

heard the intervention messages were significantly higher 

for three of the five selected behaviors than those who did 

not hear the messages or were not exposed to the 

intervention messages. 

Discussion of health messages in family and practice of 

healthy behavior  

The logistic regression results show that if husbands 

discussed the intervention messages with their family, the 

chances of wives' reporting having practiced at least three 

behaviors – uptake of at least one antenatal checkup in the 

last trimester of pregnancy (odds ratio 1.72, p<0.05), 

receiving a postnatal checkup within seven days of delivery 

(odds ratio 3.02, p<0.05) and delayed bathing (odds ratio 

1.93, p<0.05) – improve significantly, after controlling for 

women’s age, caste, education, wealth index, children ever 

born, media exposure, place of delivery and contact with 

frontline health workers. 

WAY FORWARD 

The results of the study are important because of several 

reasons. First, it addresses a neglected but critical area – 

the gender aspect; involving men for increasing knowledge 

and improving family health. Second, it uses an innovative 

approach that is mobile phone technology to reach 

individuals and family. Third, it demonstrates that mobile 

phones can be used as a complementary medium along 

with other mass media, mid-media and interpersonal 

communication channels to spread awareness in rural 

areas about healthy practices. The study thus could be 

taken as a pilot study with certain positive findings 

contributing significantly to the IHBP program. 

 

Suggested citation: Hazra, Avishek, M. E. Khan and Subrato K. 

Mondal. 2014. “Mobile phone messaging as an innovative 

approach to involve men to stimulate discussion and change 

family health behaviors”, Research Brief, New Delhi: India. 

 

TABLE 1   Percentage of husbands with knowledge about correct 

health practices by the status of hearing the voice messages 

Variable  Heard 

messages 
 Did not hear 

messages 

Z test 

 N %  N1 % 

Importance of at least 

one ANC checkup after 

6th  month of pregnancy 

 71 85.9  810 82.1 NS 

Need for a PNC for 

mother and newborn 

within 7 days of delivery, 

even if they are fine  

 50 68.0  831 65.3 NS 

A baby should be first 

breastfed  within an hour 

 74 73.0  807 50.9 p<0.05 

Clean cord care: Keep 

cord clean and 

dry/Nothing should be 

applied 

 39 71.8  842 15.7 p<0.05 

Delayed bathing: A baby 

should be given first bath  

after 2 days of delivery 

 56 87.5  825 72.4 p<0.05 

Note: NS = Not significant at 5 percent significance level 

1 Includes participants from the control areas 


