Effectiveness of a Behavior Change Communication Intervention

processing, infection control procedures and postabortion
contraceptive counseling. Facilities also received posters to
inform patients that safe abortion services were available in
the facility. All facilities offered manual or electric vacuum
aspiration, and some provided medication abortion using
mifepristone followed by misoprostol.
METHODS
The present study aimed to determine which characteristics of women were associated with exposure to the behavior change communication intervention. The study was
also designed to evaluate the effectiveness of the intervention in improving abortion-related awareness, knowledge
and perceptions, including social support from family, social norms in the community, self-efficacy regarding family planning and abortion, and perceived health risks of
unsafe abortion.

Study Design and Sample
The evaluation used a pre-post quasi-experimental research design. Two districts (Saran in Bihar and Gumla
in Jharkhand) were chosen in consultation with the state
governments to serve as comparison districts because
they had social and demographic characteristics similar
to those in Patna and Lohardaga, the intervention districts
(Table 1). All four districts were purposively selected on
the basis of the availability of doctors trained in the provision of safe abortion services. The intervention sites were
chosen because they had the most trained safe providers
in their respective states. In all four districts, additional
providers were trained throughout the course of the study.
To minimize contamination, the districts selected for
this evaluation are far from one another. The two intervention districts are more than 100 km from one another,
and the comparison districts are at least 40 km from the
intervention districts. Surveys were administered to independent, cross-sectional samples of women in the intervention and comparison districts in 2008 at baseline, prior
to implementation, and once again at follow-up in 2010
after the intervention activities had been conducted in the
intervention districts. The sampling frame for this study
included only rural blocks of the selected intervention and
comparison districts. The urban blocks were not included
TABLE 1. Selected social and demographic characteristics of the rural population in
the intervention and comparison sites of a behavior change communication campaign evaluation, Bihar and Jharkhand, India, 2001
Characteristic

Bihar
Patna
(Intervention)

Scheduled caste
Scheduled tribe
Literacy (general)
Literacy (female)
Working in nonagricultural
activity

Jharkhand
Sarna
(Comparison)

Lohardaga
Gumla
(Intervention) (Comparison)

19.6
0.7
51.4
13.8

12.2
0.2
50.1
13.4

3.5
60.3
39.0
27.3

5.0
70.2
40.5
30.8

20.9

22.3

46.1

41.3

Source: Registrar General, India, Census of India, New Delhi: Government of India, 2001. Note: Figures are
percentages.
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in the sampling frame because this intervention was carried out only in rural areas. As a result, the baseline and
follow-up samples were not representative of the districts
as a whole, but they were representative of the rural population in the study districts.
Two-stage stratified random sampling was used to select
women from this population. In the first stage, 18 villages
from each of the four districts, 72 in all, were selected, with
probability proportional to size. Then, a detailed household listing was carried out in each selected village to generate the universe of households with eligible women. A
household was defined as a person or group of persons
staying together under the same roof and sharing food
from the same kitchen. Women were eligible to participate
in the study if they were married and aged 15–49. Women
were excluded if they had been relying on female or male
sterilization for contraception for more than three years.
Twenty households with eligible women were chosen from
each selected village using systematic random sampling.
Only one woman was selected from each household, and
in households with more than one eligible woman, the
Kish table was used to select a study participant.
Women enrolled in the study participated in a survey
administered by an interviewer at baseline and follow-up
that collected data on social and demographic characteristics, sources of reproductive health information, healthseeking behaviors, knowledge of and perceptions about
abortion, and reproductive histories. Women reporting an
abortion in the previous three years were administered an
additional module on their last abortion experience. This
module included questions about the abortion information she received from providers or other actors, the type
of abortion provider and procedure, and any complications
experienced. The surveys were administered by trained local investigators from an external data collection agency
and took 40–80 minutes to complete. A total of 1,411 and
1,441 women were successfully surveyed at baseline and
follow-up, respectively.* Informed consent was obtained
from all participants prior to enrollment. Because this was
a low-literacy population, the statement of consent was
read to the women, who then provided verbal consent or a
signature if possible. To protect the participants’ privacy, interviewers requested privacy from other household members who tried to intervene or listen in. If privacy could not
be ensured, the interview was postponed and rescheduled.
The overall response rate for the study was 97% at baseline
and 99% at follow-up. This study underwent ethical review
and was approved by the institutional review board of the
Centre for Media Studies in New Delhi.

Measures
The outcome measures assessed in this study at baseline
and follow-up included knowledge of and perceptions
about abortion. Knowledge questions covered such top*There was little to no overlap between the baseline and follow-up samples because the villages sampled at those two points were different.
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