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Promoting better health through participatory video

The purpose of this document
This document presents the process and impact of PCI’s Digital Approach to Rural Sanitation,
Health, and Nutrition (DARSHAN) project. With technical assistance from Digital Green, PCI
implemented DARSHAN to test the effectiveness of participatory video for promoting eight healthand two sanitation-related behaviors among mothers from marginalized communities in Saharsa
District of Bihar, India.
DARSHAN is one of four initiatives supported by Digital Green to demonstrate and assess the
1
potential of participatory video for improving health behaviors in India . Through DARSHAN, 10
short participatory videos were produced in which members of women’s self-help groups (SHGs)
that were formed by PCI’s Parivartan project discuss, explain, and demonstrate healthy behaviors
that they personally practice. Between May and October 2014, these videos were screened by
facilitators, known as sahelis (friends in Hindi), to approximately 4,500 members of 300 Parivartan
SHGs through 1,500 dissemination sessions. To assess the impact of these screenings, baseline and
endline surveys were conducted to measure and compare changes in the knowledge and behavior of
women who viewed the videos with such changes among members of 150 Parivartan SHGs that
were not shown the videos. To monitor the project’s process, DARSHAN’s implementation was
closely tracked with Digital Green’s COCO (Connect Online, Connect Offline) data management
2
framework .
PCI’s Parivartan project is a community mobilization intervention to improve maternal and child
health and survival among Scheduled Caste (SC), Scheduled Tribe (ST), and most-backward Muslim
communities in Bihar. As a component of the Bill & Melinda Gates Foundation’s Ananya program,
Parivartan (transformation in Hindi) forms and educates women’s self-help groups in order to a)
promote healthy behaviors and increase women’s demand for services critical to maternal and child
health, sanitation, and hygiene; b) enhance the accountability, coverage, and performance of health,
sanitation, and welfare services and schemes; and c) establish institutional structures and frameworks
to support the state-wide scale-up of community mobilization interventions focused on maternal,
neonatal, and child health, and sanitation.
DARSHAN was implemented in Satar Kataiya and Simri Bakhtiarpur Blocks of Saharsa District,
which has poorer health indicators than state or national averages, as shown in Table 1. The health of
marginalized women and children in Saharsa District is poor partly because of unhealthy traditional
beliefs and practices, several of which were mentioned by self-help group members and sahelis during
a landscaping assessment conducted in late March, and again during interviews conducted in
November for this document.
Group members and sahelis reported that newborns were commonly bathed very soon after birth
because they are believed to have been polluted by the sinful act of conception, and therefore need
purification or ritual cleansing to prevent them from polluting others. Many families applied warm oil
or ash to a newborn’s umbilical wound because they believed this would speed healing. Colostrum
was commonly discarded because it was thought to be harmful for newborns. Newborns were often
initially fed cow or goat milk for up to six days because of the belief that women should not
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breastfeed until they recover from delivery.
Within these communities, complementary feeding often began only after a child turned one-year
old because people believed that solid food is harmful and unnecessary in a child’s first year. Parents
delayed or avoided immunizing children because of concerns about the side effects of
immunizations. The health and safety of mothers and children were jeopardized by home delivery,
which still happens among families that do not know the advantages of institutional delivery. Women
reportedly refuse tetanus immunizations and iron and folic acid tablets because they suspect that
these are a ruse by which the government will sterilize them.
Table 1. Health indicators for Saharsa District, Bihar State, and India
Saharsa District

3

4

Bihar

India

5

Neonatal mortality rate

37

32

31

Infant mortality rate

55

48

44

Under-five mortality rate

82

70

55

Natural growth rate

23.7

19.3

14.7

Total fertility rate

4.3

3.5

2.4
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Sanitation was poor because people used soil, which they regard as sacred and therefore pure, instead
of soap to wash their hands after working with livestock, before handling food, and after coming in
contact with human waste. Another threat to health was the fact that people took no precautions to
prevent contamination of their drinking water. Families often kept their drinking water in open
vessels on the floor of their home, and contaminated this water by putting their hands and unwashed
tumblers into the vessel whenever they wanted water.
Such beliefs and practices persist partly because women in marginalized rural households in Saharsa
District have extremely low levels of education. Women surveyed for DARSHAN’s baseline study
had on average between one and one-and-a-half years of education. When asked why they practiced
unhealthy behaviors, many women interviewed for this document explained that they didn’t know
the dangers of traditional practices or that they found it difficult to understand the instruction that
they had received about healthy practices.
Table 2. Practices of women surveyed for Parivartan and DARSHAN baseline studies
Parivartan Baseline
Apr. 2013
(Saharsa District)6

DARSHAN Baseline
7
Apr. 2014

19.8

36

% Women who delivered in a health care facility

68

78

% Women who started breastfeeding within one
hour of birth

70.4

92

% Women who fed their baby anything other than
breast milk on the first day

26.2

8

% Newborns bathed within 24 hours

66.2

40

% Women who practiced clean cord care

16.3

77

% Mothers of children 6-11 months old who
reported exclusively breastfeeding for six months

11.1

92

% Women using birth control

13.8

31

% Women reporting washing hands before feeding
child

38.6

67

Indicator
% Women who received 3 or more antenatal
checkups

Through the Parivartan project, PCI promotes healthy behaviors by training sahelis to present
modules that use flipcharts and other printed materials to educate women about health and
sanitation during self-help group meetings. In its first year, Parivartan showed considerable impact
on women’s practices around reproduction, child care, and sanitation, as indicated by the shift in
behaviors between the Parivartan and DARSHAN baseline surveys, shown in Table 2. Yet, the
DARSHAN baseline report noted that a significant number of women had not yet adopted healthy
practices8.
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DARSHAN was thought of as a parallel or “add on” project to Parivartan, to address the same
behaviors as Parivartan. Through Parivartan, PCI was mobilizing communities on behaviors related
to MNCHS and social accountability. PCI realized that in this process a lot of the informal (often
tacit) knowledge was getting generated at the grassroots, in terms of local or practical solutions on
the MNCHS (maternal, newborn, child, health, and sanitation) issues. DARSHAN was
conceptualized to capture this tacit knowledge which otherwise would have remained within
communities (especially some best practices or local solutions for issues related to MNCHS). The
thought behind videos from DARSHAN was to convert this valuable, but mainly local, knowledge
into a more widely usable form, which could be disseminated to other community groups, and to
promote community-to-community knowledge exchange. Further, the idea was also to develop a
knowledge repository, which could be further disseminated widely within Parivartan or Jeevika
project.DARSHAN’s process
Planning phase-designing methods and systems
PCI and Digital Green began DARSHAN in November 2013 by planning the intervention design
and the research design. It was decided that DARSHAN would be implemented in Satar Kataiya and
Simri Bakhtiarpur Blocks of Saharsa District. Within each block, 10 panchayats were randomly
selected to be intervention areas, and five panchayats were randomly selected to be control areas.
This method allowed for geographical separation of intervention and control groups, ensuring no
spillover from intervention to control communities. From each panchayat, two villages were
randomly selected. Within the 40 intervention villages, 300 self-help groups that were served by 60
sahelis chosen from a list of exceptional sahelis recommended by PCI’s Parivartan partner Path were
randomly selected. Within the 20 control villages, 150 self-help groups were randomly selected.
For the intervention, 10 participatory videos about health and sanitation would be created and shown
to approximately 4,500 reproductive-age women who were members of 300 Parivartan self-help
groups in 40 villages. Through interviews and through baseline and endline surveys with samples of
these women, changes in their health- and sanitation-related knowledge and behaviors would be
tracked and assessed. To enable PCI to test the association between women’s changes and their
exposure to the videos, women in the intervention self-help groups would be exposed to Parivartan’s
training modules and the DARSHAN videos, whereas women in the control groups would be
exposed to only Parivartan’s training modules.
For monitoring and evaluating DARSHAN, PCI and Digital Green agreed that, because of the short
duration of the project, women’s retention of the videos’ messages would qualify as behavior adoption.
Preparation phase-recruitment, procurement, training, and learning
During DARSHAN’s preparation phase, PCI recruited the necessary people, equipped and trained
them to make and screen videos, and conducted studies to learn about and document women’s
health-related knowledge and practices prior to their exposure to the intervention and its messages.
Recruitment
Between February and April, PCI recruited DARSHAN’s project coordinator; the project’s
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monitoring and evaluation and research associate; and a three-person video production team, which
included a video production officer and two video production team members. The video production
officer was responsible for storyboard development and directing the shootings. One of the video
production team members operated the camera, while the other team member handled microphones
and other arrangements during filming.
In May and June, PCI hired six investigators and three observers. Investigators were responsible for
verifying women’s learning and behavior adoption after each video. Observers were responsible for
checking the quality of video dissemination and giving immediate feedback to sahelis after screenings.
To disseminate the videos, PCI selected 60 sahelis for the intervention groups who were
recommended by master trainers from PCI’s Parivartan partner, PATH, which supervises the
training and observation of sahelis for Parivartan. PCI also hired a part-time data entry operator who
spent around seven days per month entering data recorded by the sahelis, the investigators, and the
observers into Digital Green’s online COCO database.
Procurement
For shooting the videos, PCI purchased a compact, simple video camera, two lavalier microphones,
and a tripod. For screening the videos, PCI purchased 40 pico projectors, 60 portable speakers, and
40 memory cards. Digital Green loaned the project 20 more pico projectors and memory cards. The
projectors, speakers, and memory cards were issued to the sahelis. For editing the video files and for
handling all of the other project records and communications, PCI purchased three laptops.
Trainings
The coordinator, the video production officer, and eight video production team member candidates
received training on video production from March 21 to 25. A program manager and two assistant
managers from Digital Green helped PCI train the participants on video equipment handling and
operation, shooting techniques, storyboard writing, and direction.
The training featured a game called the moon tent game to teach participants the advantage of using
video for education. In a half-day game session, participants were divided into three groups and were
asked to fold sheets of paper into 12 tents. One group was shown a video in which a person
demonstrated how to make the tents. A second group was given a paper with illustrated instructions on
how to make the tents. The third group was given only verbal instruction with no visual aids. The groups
were given 30 minutes to make the tents. At the end of the 30 minutes, the group that had seen the video
had made their tents correctly. The group that had been given printed instructions made only some tents
correctly. The group that was given only verbal instruction made no tents correctly.
The final exercise of the training was the shooting of the first DARSHAN video, on the topic of
complementary feeding. Based on participants’ performance during the training and during the
shooting of the first video, PCI appointed two participants as video production team members.
In late March, a one-day training was held in Patna for the 11 members of the baseline survey team to
familiarize them with the survey tool and to strengthen their interview and listening skills.
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From April 14 to 16, the sahelis were trained on video dissemination by six instructors from Digital
Green. This event included the moon tent game, hands-on instruction on operating and maintaining
the pico projectors, and training on preparing for dissemination and facilitating discussion during the
screenings. Sahelis underwent a one-day refresher training on 8 May during which they were issued
the pico projectors and they submitted their dissemination plans, which contained the schedule that
they prepared for screening the videos.
In May, the project coordinator and the monitoring and evaluation and research associate were given
a half-day training on video editing at Digital Green’s office in Patna. In July, the observers and
investigators underwent a two-day orientation and training in Saharsa, after which they were
introduced to the sahelis.
Learning
To better understand women’s health- and sanitation-related beliefs, customs, knowledge, and
practices-especially their unhealthy practices and beliefs-and other factors that influence women’s
options and decisions around health, PCI conducted a landscaping study from March 28 to 30. The
study consisted of focus-group discussions with 17 sahelis, with four ASHAs and anganwadi workers,
and with 47 members of four self-help groups in Saharsa District. The study also included interviews
with health officials and CARE staff to learn about improvements at public health facilities and
barriers that impede health seeking and service delivery at the facility level. The landscaping study
clarified unhealthy practices and beliefs that needed to be addressed by the videos.
A baseline survey was conducted from 1 to 7 April to document the health- and sanitation-related
knowledge and practices among 499 self-help group members who had children in the age groups of
0 to 3 months and 7 to 12 months in the intervention and control areas prior to dissemination of the
videos.
Data recording forms
During the preparation phase, DARSHAN’s team with a senior monitoring, learning, and evaluation
advisor from PCI created forms for collecting data about DARSHAN’s implementation and impact.
Forms were created for sahelis to plan and document video dissemination, for observers to check
dissemination quality, and for investigators to verify changes among the members of groups in which
videos were screened. Data from these forms were entered into Digital Green’s online COCO
database, which tracks all of Digital Green’s projects.
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Implementation phase-creating and screening videos, and monitoring implementation and
change
Video creation
The topics for DARSHAN’s videos corresponded to the lessons of Parivartan’s training modules:
1. Complementary feeding
2. Birth preparedness
3. Institutional delivery
4. Postpartum care and newborn care
5. Skin-to-skin care
6. Early and exclusive breastfeeding
7. Regular immunization
8. Family planning
9. Handwashing with soap at critical moments
10. Safe storage and handling of drinking water
For each video, PCI’s staff in Patna gave the topic, the key messages, and a suggested story to the
video production team. The video production officer would then write a script and prepare the
storyboard in Hindi, and would send these to Patna. The storyboard, which contained a simple
sketch with the lines of each scene, would be reviewed by the staff in Patna, translated into English,
and sent to two external experts for review. After receiving and incorporating the experts’ comments,
PCI finalised the script, translated it into Hindi, and sent it back to the video production officer in
Saharsa.
Based on the finalized script and storyboard, the video production team visited self-help groups to
select actors according to a set of criteria. The video production team selected actors
} who spoke well
} who did not hesitate to speak or appear on camera,
} who knew about the video’s topic, and
} who personally practiced the behavior that would be promoted in the video.
To give groups in each block equal involvement in the project, five videos were shot in each block. While
visiting groups, the team also scouted for suitable shooting locations. After screenings began, video
production team members would attend screenings to scout for potential actors for future videos.
After selecting actors and a good location, the video production team rehearsed the script and scenes
with the actors for two days. The video production team obtained consent from the group members
and their families before shooting. During rehearsals, the video production team explained each
story, scene, and message to the actors, and the actors learned and practiced the action and their lines.
Since many actors could not read, the video production team told them their lines. If actors had
difficulty understanding a scene or their lines, the video production team would demonstrate the
scene and the lines for the actors. No special costumes or sets were created for the videos because it
was important for settings to appear similar to the audience’s own surroundings. After the rehearsals,
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the video shooting was scheduled. Each video was shot in a single day, and shooting typically took
between five and six hours.
Each video relates the experience of a woman who practiced the healthy behavior and the experience
of a woman who did not practice the behavior. Each character explains their behavior and its
consequences for their or their children’s health.
In addition to self-help group members, relatives (mothers-in-law and husbands), neighbors,
ASHAs, and sahelis, also acted in the videos. Of the 35 actors who appeared in the videos, 13 are
SHG members, 12 are relatives, 4 are sahelis, 3 are ASHAs, and 3 are neighbors.
Shootings began with a pan of the setting. Then the scenes were shot. After shooting each scene, the
video production officer made a tick mark beside the scene on the storyboard to know that the scene is
shot. To make the scenes familiar for the audience, the team made a point of shooting people
performing common domestic activities, like smearing cowdung slurry on a fireplace or chopping cow
fodder.
For each video, the production team recorded a group member or saheli reciting the film’s key
messages in the local dialect. During editing, this recording was used as a voiceover to narrate a list of
the messages shown at the beginning and at the end of the video to prepare the audience for and to
review the story’s messages.
Editing
After every shooting, the project coordinator and the monitoring and evaluation and research
associate transferred the video files from the video camera to a laptop and returned to Patna. While
editing the videos with Windows Movie Maker, the coordinator and the M&E and research associate
made sure that the correct messages were covered in the correct sequence. Editing took
approximately two days per video. On the rare occasions that a message was missing or incorrect, that
portion of the video was reshot.
During editing, the video’s messages were listed in the opening and closing sequences, with voiceover
narrating the messages. While editing, green frames that said “Pause here,” were inserted. Sahelis
were trained to pause the screening at these points to review the messages and answer questions from
the audience. After editing, the video was checked by the PCI team in Patna. Each video was between
five and 10 minutes long and approximately 130 MB in file size.
Dissemination
Video dissemination began from the second week of May and proceeded according to the
dissemination plans that the sahelis prepared and submitted to PCI when pico projectors were issued
on 8 May. Every month, all sahelis gathered for a meeting during which the DARSHAN team
transferred two new videos from a laptop onto the memory card that each saheli brought from her
pico projector. At these monthly saheli meetings, the new videos would be shown to the sahelis, the
topics would be explained, and their questions would be answered. At that same meeting, the
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program coordinator collected the screening reports from the sahelis for the previous month’s two
videos. Staff from Digital Green also participated in three monthly saheli meetings.
For screening a video, the sahelis would call two groups to come together, so attendance at each
screening was around 18 women. The first and second segments of each video contained the story.
The third segment focused on the key messages. At each pause in the video, the saheli asked the group
to describe what they had learned so far. The saheli then encouraged the women to discuss what they
had learned, and she answered their questions. With the breaks for discussion, each screening took
between 30 and 45 minutes.
Some sahelis started each screening session by testing the women’s knowledge retention by asking
them what they remembered of the last video that they’d seen. Other sahelis began each screening
with a pre-test, by introducing the topic of the new video and asking the members what they already
know about the topic. Then, after the video was shown and discussed, the saheli asked the women
what they had learned about the topic. After each screening, sahelis filled the dissemination form
which records attendance and lists the names of group members who expressed interest in adopting
the practices that they saw in the video. Each woman who attended the screening would sign the
attendance form, or put their thumb print if unable to write their name. Before the women departed,
the saheli asked them to agree upon a time for the next screening.
Process and impact monitoring
To know whether DARSHAN was happening on schedule and to pinpoint any quantitative or
qualitative deviations from the project’s design, PCI closely monitored DARSHAN’s
implementation process. To track and assess DARSHAN’s impact, PCI monitored how many
women retained, shared, and adopted the video’s lessons. Process and impact data were recorded in a
set of forms and were entered in Digital Green’s online COCO database, which generated a
dashboard (shown in Figure 1.)
Figure 1. Digital Green’s COCO monitoring dashboard
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The sahelis’ dissemination plans, which contained their video screening schedules, served as a
common point of reference for monitoring. Observers used this plan to know when to observe
screenings. Investigators used this plan to know when to conduct follow-up interviews with pregnant
and lactating women, two weeks after each video.
Sahelis filled a dissemination form after each screening, which listed the women who attended the
screening and indicated those who expressed interest in adopting the behavior that was promoted in
the video. These dissemination forms were collected from the sahelis by the monitoring and
evaluation and research associate during each monthly saheli meeting and given to the data entry
operator.
Each of the two observers attended 56 screenings per month. The observers prepared a saheli listing
form, which contained the names of the 28 sahelis in the observer’s block and the names of the
pregnant and lactating women in those sahelis’ DARSHAN groups. Each observer attended
screenings by each saheli twice per month (once for each video) and then completed an observation
checklist in which the observer scored the quality of the saheli’s dissemination. The observers’
primary responsibility was to observe the quality of disseminations, and share these observations
with the sahelis and with PCI regarding areas in which dissemination quality should be improved.
Between shootings and after all shootings were completed, the video production officer also served
as a field supervisor. In this capacity, he collected the observers’ completed observation checklists
and verified the observations before submitting the checklists to the data entry operator for entry in
the COCO database.
Each investigator was given copies of the dissemination plan and the saheli listing form, and used this
information to schedule interviews with DARSHAN group members two weeks after each
screening. Two weeks after the screening of each health-related video (videos that promoted
behaviors relating to pregnancy or child care), investigators visited pregnant and lactating women at
their homes and interviewed them to learn whether they remembered the messages of the most
recent video, whether they had shared these messages with others, and whether they had adopted the
behaviors promoted by the video. The women’s responses were entered in the investigator’s
adoption verification form. Two weeks after the screening of each sanitation-related video (videos
promoting handwashing with soap or the safe storage of drinking water), investigators interviewed
members of groups that were shown the videos to learn if they remembered, adopted, or promoted
the behaviors.
After investigators completed the verification interviews, the observers collected the investigators’
adoption verification forms and visited a sample of the respondents to verify that the interview
actually occurred and that the information in the form is accurate. After verifying that the
information is accurate, the observers gave the investigators’ adoption verification forms to the field
supervisor, who sent the forms to the data entry operator in Patna. To understand what is discussed
during the disseminations, investigators attended 10 screenings per month.
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Evaluation-measuring impact
DARSHAN’s impact will be evaluated by comparing changes among members of SHGs that were
shown the videos with changes among women in the control groups, as measured by the baseline and
endline surveys. The baseline survey was conducted by seven female interviewers in the first week of
April. They interviewed 499 mothers of children in the age groups of 0 to 3 months and 7 to 12
months old (337 women in the intervention groups and 162 women in the control groups) The
baseline questionnaire measured respondents’ knowledge, attitudes, practices, exposure to other
sources of health information, and demographic characteristics. The endline survey was conducted
in December.
Impact of DARSHAN
To gain a preliminary impression of DARSHAN’s impact, in mid-November members of the
project team interviewed nine pregnant and nursing women who belong to self-help groups that
were shown DARSHAN videos, two husbands of women in groups that viewed the videos, one
mother-in-law of a group member, and four sahelis who disseminated the videos. The team also held
discussions with four self-help groups. On November 20, a learning workshop was held with
approximately 50 sahelis who disseminated the videos. These interactions revealed the following
effects of DARSHAN screenings:
1. Women’s enthusiasm for and attendance at group meetings increased.
Sahelis reported that group members eagerly attended screenings because they enjoyed the videos
and because video screenings took much less of the women’s time. Sahelis were surprised that group
members would remind them of upcoming video screenings. Sahelis Deepmala Kumari, Bhavani
Devi, Pinky Kumari, and Shankari Devi reported that attendance at video screenings was even higher
than for modules, and that members were very punctual in
The knowledge that women
their arrival for screenings.
gained and the behaviors that
Sahelis reported that the video screenings also increased
group members’ husbands’ willingness for their wives to
attend meetings. Before DARSHAN, some husbands
discouraged their wives from attending meetings.
Interference from husbands was also noted in the
Parivartan baseline survey as an obstacle to SHG
formation and functioning. But the knowledge that
women gained and the behaviors that women adopted
after attending DARSHAN screenings convinced
husbands that screenings were a beneficial use of women’s
time. Saheli Pinky Kumari said that some husbands
accompanied their wives for the video screenings.
These reports of men’s support for DARSHAN
screenings were validated during a discussion with two
husbands of group members. The husbands-an
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women adopted after attending
DARSHAN screenings
convinced husbands that
screenings were a beneficial use
of women’s time.

After viewing the videos, my
wife made many changes.
Previously, we were not
washing hands with soap. We
used soil. Now my wife makes
us wash hands with soap. She
does not give us food unless we
wash hands with soap.
– Ram Bahadur Paswan
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2. Unhealthy traditional practices and beliefs were replaced by healthy behaviors and
knowledge.
Unhealthy traditional practices, such as home delivery, immediate bathing of newborns, discarding
colostrum, late initiation of complementary feeding, and handwashing with soil, became less
common among women who learned through video screenings that such practices jeopardize health
and safety. Many women who viewed the videos reported that they abandoned such customs and
adopted healthy practices, such as institutional delivery, early and exclusive breastfeeding,
complementary feeding of infants from the age of six months, delayed bathing of newborns, and
handwashing with soap.
Such changes are evident in the case of Ruksana, a 25-year-old mother of a newborn daughter, a twoyear-old daughter, a four-year-old son, and a five-year-old daughter. Ruksana delivered her first three
children at home, but after seeing the DARSHAN video on institutional delivery Ruksana decided to
deliver her fourth child at the government hospital. She explained that the video taught her that the
hospital is staffed and equipped to handle complications, and that her child would immediately be
immunized if born in the hospital.
As it is customary in her village to begin breastfeeding six days after a child’s birth, Ruksana discarded
her colostrum after her first three children were born, and initially fed them goat milk. But after
learning through a video that colostrum protects a child’s health, she began breastfeeding her
newborn 10 minutes after delivery. “The child will be healthy if I breastfeed early,” Ruksana said. “So
I began 10 minutes after she was born. I got this idea from the video.”
Ruksana’s first three children were bathed within three hours of their birth because her family
believed that babies must be washed before being shown to visitors. But Ruksana delayed her fourth
child’s first bath until she was six days old because Ruksana learned from a video that newborns
should be kept warm.
3. Women who had difficulty understanding modules were motivated by screenings to adopt
healthy practices.
For many women who never attended school or who had very few years of education, the videos
communicated very powerfully. This is important when working with women who belong to
marginalized communities in rural Bihar, most of whom have little or no schooling.
When asked how she learned to exclusively breastfeed her newborn, Ruksana, who never went to
school, said, “I learned it from the videos. I understood the videos because when I saw the actors in
the video, I thought, ‘These people have done this practice. So can I.’”
Sonia Khatun, the saheli of Ruksana’s self-help group, said, “When I present modules, some women
find it difficult to understand what I’m telling them. But when they see videos, they understand what
they see and hear.”
Kiran Devi, mother of a nine-month-old son, never went to school. She said she began
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complementary feeding when her son was six months
old because she learned to do so from a video. Kiran
Devi said that she had difficulty understanding when
the saheli used modules, but she understood the videos.
Meera Devi is 24 years old, eight months pregnant, and
has a three-year-old daughter. Meera Devi didn’t go to
school. Although she attended Parivartan meetings for
a year and a half before DARSHAN began, she didn’t
adopt any new behaviors in that time. “The videos are
better,” she said. “Since it is visible, we concentrate
more.”

I didn’t understand from the (module’s) cards
but I understood from the videos. – Kiran Devi

Two other young mothers who were interviewed for this document, Sugavati Devi and Sakunti Devi,
also had no schooling and reported that they didn’t change any behaviors before DARSHAN. After
viewing the videos, both of them adopted handwashing with soap and safe handling and storage of
their drinking water.
In the DARSHAN learning workshop, Saheli Beena Devi said, “After DARSHAN began, I realized
that it was much better for women to watch the practices because one learns much more by seeing
something than by only hearing about it. With the videos, I was able to reach more women.”
4. Women became determined to practice healthy behaviors, even when such behaviors
conflict with the wishes of decision-makers in their home.
The video screenings have given women knowledge that enables them to make informed
reproductive and parenting decisions. Without such knowledge, women have no compelling reason
to deviate from traditions and customs that are often the preference of husbands and mothers-inlaw.
Just 19 years old, Radha Devi has an 18-month-old son
and is four months pregnant. “The videos opened my
mind,” Radha Devi said. “The videos have made me
bold to take decisions despite any opposition. And I
take these decisions with certainty about the benefit of
the practices that I learned in the videos.”
Meera Devi said that before viewing the DARSHAN
videos she didn’t participate in decisions about
reproduction or child care because she felt that she
knew nothing about these things. But after seeing the The videos opened my mind. The videos have made
videos, she participates in discussions about these me bold to take decisions despite any opposition.
And I take these decisions with certainty about the
decisions because she now has knowledge and pinions benefit of the practices that I learned in the videos. Radha Devi
that she wants to share.
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In addition to strengthening young mothers’
determination to practice healthy behaviors, the videos
have also increased the awareness of mothers-in-law,
who, like husbands, have great influence on the
behavior of young mothers. Ameena Khatun, a
mother-in-law of an SHG member, said, “Previously,
we had not much knowledge. We believed the baby has
to be given bath within an hour after delivery or else we
will be polluted, so we would wash the baby an hour
after birth. But now we wash the baby only after six
days. I learned this from the video. We had no
information about clean water, but now we keep our
drinking water clean.”

Earlier, I felt I couldn’t make decisions about
child care and family planning because
I knew nothing. But after seeing the videos,
I participate in discussions because
I have knowledge to share. – Meera Devi

5. Women’s awareness of and demand for health services, such as antenatal checkups,
immunization, institutional delivery, and family planning, increased.
Women who attended DARSHAN screenings demonstrate greater demand for public health
services that were described in the videos. Saheli Sushma Kumari reported that after viewing the birth
preparedness video, a group member went to an anganwadi center and requested iron and folic acid
(IFA) tablets from the auxiliary nurse midwife. The ANM said that she had no stock of IFA tablets,
but the woman saw the tablets in the ANM's bag. She grabbed some tablets from the nurse’s bag and
ran home. Sahelis Chandini Kumari and Ruby Kumari reported that after viewing the videos, women
in their groups are more united and are collectively demanding the health services to which they are
entitled. An accredited social health activist (ASHA) mentioned to Saheli Pinky Kumari that group
members who have viewed the videos are demanding the ASHA’s services. Saheli Deepmala Kumari
reported that 14 of her group members underwent sterilization after seeing the family planning
video. Saheli Seema Kumari said that all of the pregnant women in her groups registered at the
anganwadi center in the month that she screened the birth preparedness video.
6. Group members promote the healthy behaviors that they learned to women in their
villages.
During the learning workshop, several sahelis reported that, after learning about and adopting healthy
practices, women are promoting these behaviors to other women and monitoring other women’s
behavior. Saheli Kalpana Kumari said that, in addition to registering their own pregnancies, members
of her groups are encouraging other pregnant women to register early. Saheli Sarad Saba said that
women in her groups are promoting handwashing with soap and child immunization among their
neighbors. Saheli Babita Kumari reported that members of her groups are educating neighboring
women about family planning methods.
7. The nine group members interviewed for this document reported that they adopted the
two sanitation behaviors, and that their families now use soap when handwashing.
Group members explained that they adopted the sanitation behaviors-handwashing with soap and
safe handling and storage of drinking water-because these behaviors protect their family’s health and
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reduce medical expenses. Women adopted handwashing with soap and taught this practice to their
children and others in their home. A mother-in-law of a group member and two husbands who were
interviewed said that everyone in their homes had adopted handwashing with soap at critical
moments, such as before preparing, serving, or consuming food, and after going to the toilet.
Impact on sahelis
Sahelis reported that it is much easier to disseminate DARSHAN videos. Because DARSHAN
meetings take less than 45-minutes, sahelis feel that they can reach more people in less time through
video screenings.
Sahelis are enthusiastic about video screenings because they find them more satisfying and enjoyable.
Saheli Bhavani Devi said that she is motivated to screen videos because group members are eager to
attend and participate.
Sahelis said that the videos have helped them to better understand the practices that they promote,
and that they have adopted some of the behaviors after screening the videos. Saheli Rekha reported
that it was only after attending the shooting of the complementary feeding video that she permitted
her sister to start complementary feeding for her sister’s child.
Why the videos are memorable and motivating
To learn why the videos were highly memorable and motivating, the DARSHAN team asked women
why they adopted the behaviors that they saw in the videos. Women said that the videos were
compelling for the following reasons:
1. The videos explain why healthy practices should be adopted.
The videos clearly explain why unhealthy practices are harmful and why healthy behaviors are
beneficial, so viewers understand the advantages of practicing the healthy behaviors. The videos do
this by staging a discussion between a character who practices a common unhealthy behavior and
another character who demonstrates or explains the healthy alternative practice that she has adopted.
In interviews, women said that they adopted behaviors
from the videos because they understood how such
behaviors protect health. For example, women said that
they wash their hands with soap before preparing or
serving food and after using the toilet because this
practice protects them and their family from parasites.
Women explained that they feed colostrum to their
newborn because colostrum protects their child like a
vaccine. Women said that they delayed their newborn’s
Seeing the practices made a difference.
first bath because they learned through the video that
Because of watching the video,
the newborn should be kept warm. And pregnant
I am preparing for my delivery. – Rampo Devi
women who did not consume IFA tablets during
previous pregnancies said that they take IFA tablets now because the tablets strengthen their blood.
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“I have started washing my hands with soap because the video taught me the diseases that I can get by
washing my hands with mud.” - Rampo Devi.
2. The videos show how to practice healthy behaviors.
The videos motivate women by demonstrating how healthy behaviors are practiced. Sakunti Devi
explained why she began using soap for handwashing
after seeing the video but not after being told to do so
by her doctor: “In the video, I saw people wash their
hands with soap and I learned when this should be done,
but I didn’t get such clear understanding when my doctor
told me to keep myself clean.”
Rampo Devi also said that seeing the practices made a
difference. Before her previous delivery, she knew to
prepare, but she didn’t act on that knowledge. But for
her current pregnancy, she is preparing for delivery, as
she saw in the video.

I began washing my hands with soap and keeping
my drinking water covered and elevated because
I could see these practices in the videos. –
Sugavati Devi

Meera Devi and Sugavati Devi both said that they
adopted handwashing and safe storage of water after
watching the videos because the behaviors were more visible. Radha Devi and Ruksana explained
that even though the saheli showed them cards from the Parivartan module and told them to use soap
for handwashing, they adopted this practice only after
watching the video.
3. The videos are easy to comprehend and
remember.
The videos are focused and brief, and there is in-built
repetition, so women find it easy to concentrate, to
comprehend, and to remember the lessons. Each video
is between five and 10 minutes long. During each
screening, the saheli pauses the video to review what
was presented, to let the women discuss, to clarify their
understanding, and to answer their questions. The
entire screening session lasts between 30 and 45
minutes.
When asked why they adopted behaviors after
watching the videos, Meera Devi and Puneeta Devi said
that they could concentrate more on the messages
while watching the videos. Ruksana said that she
understood videos better because the saheli explained
the messages during the pauses.
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I adopted practices that I learned from the videos
because I found it easy to concentrate on the
messages during the screenings. – Puneeta Devi
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During interviews, women recalled many details,
scenes, dialogues, and lessons from the videos. For
example, Sugavati Devi remembered complete
dialogues from videos from the immunization video.
Radha Devi, Ruksana, and Kiran Devi remembered the
foods that were shown in the complementary feeding
video.
A factor that makes the videos memorable is their use
of simple and familiar actions, settings, and exchanges.
The women regard what they see and hear in
the
videos as proof (saboot) of the importance
For example, Sugavati Devi clearly described the
of the healthy practices. – Saheli Soni Kumari
handwashing video’s scenes of an elderly woman
smearing cow manure slurry on a stove, washing her
hands with mud, sitting for a meal, and being told by her daughter-in-law to wash her hands with soap
before eating.
4. The videos use local language, characters, and settings with which viewers identify.
Hearing actors who speak the local dialect and who are members of the audience’s community gives
the audience greater faith in what they learn during a video than what they hear from other sources.
“The women regard what they see and hear in the videos as proof (saboot) of the importance of the
healthy practices,” saheli Soni Kumari said during the learning workshop.
Seeing women with whom they identify in the videos powerfully inspires the audience to adopt
healthy behaviors. Ruksana said, “When I saw the actors in the video, I thought, ‘If these people have
adopted this practice, so can I.’”
Challenges in implementation
Sahelis found it challenging to arrange locations that were adequately dark, that afforded some
privacy, and that could accommodate an audience of 20 or more women. When videos were screened
in a home, the family had to remove most of their belongings from the room to make space for the
screening. If the video was shown in a courtyard or on a verandah, blankets or tarps had to be hung to
enclose the space and make it dark.
Since screenings were held for two groups together, it was challenging for sahelis to persuade one
group to come to the other group’s location. This was especially difficult for mothers with young
children, because they had to either bring their children or arrange child care while they attended the
screenings.
Sahelis also worried about traveling with the costly pico projector for the screenings.
Another challenge reported by sahelis was having to contend with large numbers of non-group
members who wished to attend screenings. Saheli Bhavani Devi resolved this problem by assuring
such people that she would hold a separate screening for them.
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Community perspective
Participatory video screenings by sahelis were highly memorable and motivated self-help group
members to adopt healthy practices. The videos have increased awareness and practice of healthy
behaviors among key decision-makers (mothers-in-law and husbands) who attended screenings.
Participatory videos increased women’s enthusiasm for and participation in self-help group
meetings. The video screenings increased women’s demand for health services. Sahelis found the
video screenings easy, enjoyable, and less time consuming. Sahelis recommend continuing and
expanding the screenings to spread awareness and accelerate adoption of healthy behaviors.
Recommendations
Sahelis suggested that the videos would be even more engaging if they were more entertaining and if
they address other issues that are of great concern to the women. Sahelis specifically suggested adding
more humor, adding folk music with lyrics that emphasize healthy behaviors, and incorporating
games in dissemination sessions. Sahelis also suggested that women would find the dissemination
meetings more relevant if the videos also address topics such as alcoholism and dowry, which are of
great concern to them. All of these suggestions could be tested to learn if they increase women’s
retention and adoption of beneficial behaviors.
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