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Introduction

The maternal and infant mortality rates in Odisha, a state 
in eastern India, are higher than the national average of 
93 per 100,000 and 34 per 1000 live births respectively. 
Further, malnutrition is another key health challenge 
where 34% of children under age five are stunted and 
around 27% are wasted  [1]. Despite implementation 
of various programs and initiatives towards improving 
reproductive, maternal and child health (MCH), the 
state is yet to achieve expected progress. One of the 
major cited reasons could be low healthcare seeking 
attitude in the community owing to poor knowledge 
and awareness  [2]. People’s bent of mind for seeking 
healthcare is often governed by factors like travel 
distance, expense, closeness to stores, quack availability 
of healthcare services, ownership etc. It therefore 
becomes paramount to rein these middlemen and 
bring them under jurisdiction before trying to tame the 
community’s behavior. While knowledge and awareness 

are ingredients which can be provided and accepted 
by the people, attitude needs to be developed within in 
order to bring a change in the external being. However, 
these three ingredients need incessant endeavor from the 
provider as well as the beneficiaries. 
The National Family Health Survey of 2015-16 indicates 
below-optimal health related knowledge among the 
community with only 20% women and 33% men having 
knowledge about life threatening and preventable 
infections like HIV followed by AIDS. Consequently, 
inadequate access to healthcare services is also shown 
by an unmet need of family planning of 13.6% and 
a mere 62% women availing four Antenatal Care 
(ANC) visits, despite it being free of cost  [1]. Studies 
have shown a possible correlation between levels of 
knowledge regarding diseases and actual access to 
healthcare services  [3]. But there appears to be sparse 
literature revealing the reasons for such observed low 
level of knowledge. 
Odisha’s five year health communication action plan 

Introduction. To achieve universal health coverage, improving 
demand generation at community is necessary. Media plays an 
important role by acting as a linking pin between health ser-
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the penetration and acceptability of various forms of media for 
health communication in Odisha, India.
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collected through direct observation of study sites using a prede-
fined checklist on knowledge awareness and practice, focussed 
group discussion and in-depth interviews using semi-structured 
questionnaire. Qualitative data was analyzed using framework 
approach while for quantitative data, we used SPSS 20.0. 
Results. Major identified media houses were television (TV), 
radio and newspaper. Many health programs were being broad-
casted in regional TV channels of the state, whereas leading 
public radio channel broadcasted highest number of health 
programs almost daily. The major source for information on 

disease symptoms and prevention was television (63.6%), 
remove hyphen (36.6%), newspaper (21.6%), health facility/
service providers (17.7%), radio (9.2%), and other media like 
posters, pamphlets and folk dance (5.5%). Information on 
disease treatment or management was received mostly from 
television (61.2%), poster/leaflets (39.2%), remove hyphen 
(35.2%) and newspaper (19.7%). Only 8% of people received 
any health related message in mobile in past one year. Boards 
and hoarding provided information to 16.5% of study popu-
lation. Nearly 36% respondents got information from health-
wall, which are used to promote health awareness through wall 
paintings, graffiti etc. For immunization related information, 
interpersonal communication through frontline health workers 
was the most preferred.
Conclusion. Interpersonal communication is believed to be 
most acceptable source of information on maternal and child 
health, immunization and neonatal care. For people with low 
literacy, remove hyphen campaign, folk media and interper-
sonal communication were found to be effective. 
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envisions the need for communication across all programs 
for improved health outcomes, by giving special focus 
to marginalized and vulnerable groups, which contribute 
more than 60% of the population  [4]. A framework 
analysis of barriers to access for healthcare services in 
low-income Asian countries has shown that an important 
demand side barrier in the community is knowledge on 
diseases, and services available [5]. Informed knowledge 
of the services they are entitled to, and provision of 
services at the facility level will increase not only the 
demand, but also improve the health seeking behavior 
of an individual or community. Demand generation is 
also imperative for achieving universal health coverage. 
Towards this, communication interventions need to be 
operated at multiple levels involving both the target 
beneficiary and key stakeholders like service providers, 
community leaders and influencers, and health system 
officials. 
In this regard, media interventions play an important role 
by serving as a linking pin between service providers 
and community beneficiaries. However, till date, there is 
paucity of evidence on the effectiveness of such strategies 
on care seeking and health behaviors. It is pertinent to 
understand the present status of different media forms 
in creating awareness and behavior change, the impact 
of different media for this. This, in turn, will lead to 
designing a correct media mix method to derive the 
maximum benefit out of it.
In Odisha, creating awareness could be challenging since 
the state has over 83% of its population residing in rural 
areas [6]. Moreover, for any behavior change to occur, the 
perceptions and beliefs at family and community levels 
have to be explored first, with special attention to maternal 
and child health related awareness. Further, the various 
cultural and social barriers prevailing in the community 
need to be understood prior to designing any behavior 
change interventions for accepting services under different 
programs. Given this background, the present work aimed 
to understand the current reach, penetration, accessibility 
and acceptance of various media in different regions of 
Odisha regarding delivery of health messages. The study 
intended to assess the reach of different media like TV, radio, 
mobile phone, newspaper, magazine, cinema, hoardings, 
wall paintings, street theatre, interpersonal communication 
by front-line health workers, community groups, self-
help groups/non-governmental organizations, health 
fairs and exhibitions among urban and rural population. 
Additionally, the study explored the community need for 
type and pattern of communication channels to get health 
and related information.

Methods

Study design 
This cross-sectional mixed method study was undertaken 
in the state of Odisha, India, during January-March 
2016. The study was assigned by the State Institute of 
Health and Family Welfare, Government of Odisha.

Selection of study participants
A stratified random sampling process was adopted to 
select the participant for data collection. One district 
was selected randomly from each of the four regional 
divisions of the state i.e. Southern, Western, Coastal 
and Northern. From each district, two blocks were 
selected and in each block, village names were listed and 
2 revenue villages were selected by taking into account 
total population, caste of the people in the village and 
distance from block headquarter. 

Data collection
A two-step approach was followed for data collection. 
First step involved desk review and secondary data 
analysis. Following a desk review, a situational analysis 
through multi-stakeholder perspective was carried out 
at the state, district and sub-district level. This included 
mapping of media houses currently working in Odisha, 
mapping of heath communication interventions at the 
facility level and the types of media approaches being 
followed. In order to understand the general perceptions 
on the media effectiveness on health with focus on 
enablers, limiting factors, both qualitative and quantitative 
techniques were used. Data collection comprised direct 
observation of study sites using a predefined checklist on 
knowledge awareness and practice, interviews with the 
help of a semi-structured questionnaire, Focused Group 
Discussions (FGDs) and In-Depth Interviews (IDIs) of 
key informants. All data collection tools were pretested 
and necessary modifications made. 
FGDs were held with adult married men and women to 
understand their perspective, use, impact and importance 
on health information received through media and 
interpersonal communications. While FGDs provided 
mixed perspectives from a relatively homogenous group 
of both genders, the interviews were limited to key 
representatives of multiple stakeholder groups.
Quantitative data related to socio-demographic 
information, house hold characteristics, economic and 
occupation influencing media practice was collected 
from different categories of stakeholders at community 
level over a pre-tested semi-structured questionnaire. 
Assuming 50% of the people (p = 0.5) were aware about 
the health messages through media, the required sample 
size for quantitative data collection was decided by using 
the Schwartz formula:

Sample size (n0) = (1.96)2pq/ l2, 

Considering 95% confidence level and precision (l) of 
5%, assuming a dropout rate of about 10% and a design 
effect of 1.5 due to multistage sampling, a minimum 
total of 660 study participants needed to be interviewed. 
Data handling and analysis
The interviews and FGDs were transcribed verbatim 
and translated to English. Qualitative data was analyzed 
using “framework approach”. In this approach, the 
research team will familiarize with the responses by 
listening to the audio recordings and by going through the 
transcribed data repeatedly. During the familiarization 
process, broad thematic areas emerging from the data 
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was identified. The next step was assigning the data to 
different themes, i.e. the coding. The responses based 
on the codes were grouped under each theme called 
thematic charts. Based on these charts, interpretation 
of the data was done and report was presented under 
different themes. The steps of coding and charting were 
done by using qualitative data analysis software. 
The data collected over the semi-structured questionnaire 
was entered and analyzed by using SPSS software 
package, version 20.0. Different socio-demographic 
correlates like age, gender, education, occupation and 
other variables influencing the media practice on health 
was examined. Further, the reach, access and utility of 
different health messaging approaches and its acceptance 
was determined. These findings were corroborated with 
the audience analysis reports of different media houses.

Quality assurance
Quality control for the information generated from the 
study was carried out at various levels starting from 
questionnaire designing to analyzing the data. Before 
starting the data collection, the questionnaire was pilot 
tested and checked for its reliability and validity. All 
the field investigators were trained for maintaining the 
uniformity in the data collection. The lead investigator 
and co-investigators personally observed few interviews 
conducted by the field investigators. Forward and 
backward translation of randomly selected qualitative 
data was done to validate the quality of translation. 
Quality control steps were taken during data management 
by random checking of 10% of the data entered to verify 
accuracy of the data entered.

Ethical considerations
Ethical approval to conduct this study (protocol 
number  -  30/23/02/2015) was obtained from the state 
research ethics committee, Odisha (vide number  -  47/
SHRMU dated 10.03.2015). Necessary permission was 
obtained from the district health authority prior to data 
collection. Participants were briefed about the study’s 
objective, potential benefits and harms, and procedure, 
following which informed consent was obtained from 
them. They were also informed that participation in the 
study was purely voluntary and that they could withdraw 
from the interview process at any time. Each participant 
was allotted a unique identification code to maintain 
anonymity. The study was carried out in a manner that 
ensured the privacy, anonymity and data confidentiality 
at every stage.

Results

Mapping media houses currently working  
in Odisha
Various electronic and print media houses were 
identified and contacted for collecting information on 
types of programs being broadcasted, topics covered and 
the coverage. Major identified media houses were TV, 
radio and newspaper. 

With regard to TV, except all national channels, many 
health programs are being broadcasted in regional 
channels of Odisha. Most of the programs focus on 
phone-in discussion on a special topic. The programs 
were sponsored by many organisations and some were 
organised by the channel itself. Besides that, the channels 
broadcast the national programs and other short term 
advertisements on sanitation, condom use, TB, HIV/
AIDS etc. in between different programs. 
All India Radio was seen to be broadcasting highest 
number of health programs amongst all channels. Almost 
every day discussion on health topics were done by some 
experts on some topics. Other FM channels catering 
mostly the youth and urban population were also found 
to be broadcasting health related programs on special 
days. Most of these programs were sponsored by some 
organisations or hospitals. Many of these programs were 
repeated frequently based on the importance of the topic. 
Newspapers, the Samaja and the Sambada carried health 
related information on topics such as TB, HIV, leprosy, 
filaria, malaria, heat stroke, cancer, kidney disease, skin 
disease, heart disease, allergic reaction, family planning, 
diabetes, immunization, mental health, Rashtriya 
Swasthya Bima Yojana (RSBY), Janani Shishu Suraksha 
Karyakaram, Data pertaining to programs in TV and 
radio is shown in Table I. 
Besides the electronic and print media, boards, hoardings, 
posters and leaflets were displayed by the health 
departments and different national and international 
organisations at strategic points in villages and towns. 
Most common places to find a hoarding were bus stop, 
railway station, highway corridors, health facility, and 
municipality and panchayat offices. Major health issues 
covered were malaria, dengue, tuberculosis, HIV/AIDS, 
different health schemes, RSBY, sanitation programs, 
non-communicable diseases (NCDs). The key messages 
given on these hoarding targeted on prevention and 
management of these diseases. 

Socio-demographic detail of the study 
participants from the 4 districts in Odisha
In total we could collect data from 668 people aged 18 
years or more from four districts which participated in 
the study during two months of data collection period. 
The age of the study population ranged from 18-65 years 
and the mean age was 36.8 years. In the study, 41.2% 
participants were male and 43% were from either a 
scheduled caste or tribe (Figure 1). Out of the sampled 
participants 19.9% had no schooling exposure and 28.3% 
were from a joint or extended family. Values are in line 
with the Odisha Census data [6]. The mean family size 
was 4.8  persons. The mean family income per month 
was Rs.4850 (67 USD).

Penetration and accessibility of people to 
media and communication channels 
Figure 2 provides a matrix showing the penetration and 
accessibility of people to media and communication 
channels. As depicted in the figure, the major source for 
information related to identification and prevention of 
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disease was television (63.6%) followed by health wall 
(36.6%), newspaper (21.6%), health facility/service 
providers (17.7%), radio (9.2%), and other media like 
posters, pamphlets and folk dance (5.5%). Information 
on treatment or management of the diseases was received 
mostly from television (61.2%), poster/leaflets (39.2%), 
health wall (35.2%) and newspaper (19.7%). In total, 
29% of the study population read newspaper daily and 
Odia, the local language, was the preferred choice for 
newspaper. Only 14.8% of total participants read health 
related news in a paper. 

Different disease domains and their common 
sources of getting information
Table  II depicts the common sources of getting 
information which varies for different domains in 
health. For general information, people rely on TV 
and health walls most; however for information 
related to management, they also look for posters/
pamphlets along with TV news. Information regarding 
the immunisation are always better dispersed by the 
health worker cadres in our country as is depicted 
here. The social diseases like HIV/AIDS are mostly 

Tab. I. Programs in television and radio.

Name  
of the program

Channel Time Frequency
Types  

of program
Language Topic Coverage

Television

Doctor-doctor O TV Sunday - 12 pm-12:30 pm Weekly
Question-answer

(telephonic)
Odia 40,000-50,000

Health plus O TV Weekly Discussion Odia 50,000-65,000

Chikitsaka Kalinga TV
Sunday - 5:30 pm
Tuesday - 4:30 pm

Five times 
a month

Discussion Odia TRP-2

Arogyam
Naxatra 
news

Friday - 2 pm-3 pm
Once in a week 
and special days

Phone-in Odia
MCH, 

diabetes
10,000-20,000

Fit rahu odisha NEWS-7 Sunday - 2:30 pm Once in a week

Discussion
Phone-in
Story type

Model features

Odia
2,00,000-
2,50,000

Fitness mantra 
and yoga

NEWS-7 8 am-9 am Two days

Discussion
Phone-in
Story type

Model features

Odia
1,50,000-
2,00,000

Health show MBC TV
Sunday - 

10:00 am-11:00 am
Aids day and cancer day

Once in a week Discussion Odia Average

Health shows Kanak TV
Aids day
Polio day

Occasionally Odia

Hello doctor DD Odia Monday - 7 pm Once in a week
Discussion 
phone-in

Odia Average

Arogya 
bharatam

DD Odia Tues day and friday Twice a week Discussion Odia Average

Radio
Agana sata 104 FM 20 min AIDS day Discussion Odia HIV/AIDS
Awareness 
campaign

104 FM 1 min
Each hour
 for 7 days

Advertisement Odia HIV/AIDS

Aids victism 104 FM Dec 1st-7th Live show Odia HI/AIDS
Cancer 
awareness

104 FM Cancer day Talk show Odia Cancer

Quit tobacco 104 FM

Take care 104 FM
1 day per week 

(sunday)
Discussion Odia

Health 
Issues

Polio campaign 104 FM 1 min Each hour Advertisement Odia Polio
Chocolate top 
10

104 FM 5 min All health day Odia

Sustha niramaya 
jeevan

92.7 FM 20 sec 10 days Advertisement Odia HIV/AIDS

Cancer 
awareness

92.7 FM 3 hours Discussion Odia Cancer 8,00,000

Cold allergy 92.7 FM 30 sec 1 week Advertisement Odia 8,00,000
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Fig. 2. Matrix showing penetration and accessibility of people to media and communication channels.

Fig. 1. Socio demographic detail of the study participants from the 4 districts in Odisha.
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dependant on electronic media like personal messages 
on mobiles etc. For mosquito borne disease, people 
seem to look for the health centre hoardings, messages 
or staff. 

Usefulness of media and its impact on people

As shown in the scatter plot in Figure  3, there were 
81.3% of the participants who expressed their opinion 
regarding the usefulness of the newspaper in providing 
health related information positively. In total 72.8% of 
total participants watched television on regular basis and 
among them 70% watched during evening hours. Only 
22% of the total population watched any health related 
programs on TV being run on Sunday and Saturday 
and among them 47.8% watch only advertisements 
and not the entire program. The left portion of the plot 
shows the first values and right ones shows the rest. The 
greatest variation was shown by people’s preference to 
watch health related events among all the programs and 
least variation among those who didn’t watch the entire 
content of the advertisement.

Summation of opinions and need assessment of 
informants
Table  III gives a summation of opinions and need 
assessment of informants based on thematic areas. 
Out of the total 20 FGDs and 90 IDIs conducted, only 
6% of the total study population listened to radio and 
3.2% listened to health related program on radio. In 
total 11% of total study participants used internet either 
on mobile or computer. The major purpose of the use 
of internet was for using social media and browsing 
some websites among the young population. The 
use of mobile message was not seen to be active in 
Odisha. Only 8% of people have received any health 
related message in mobile in past one year. Boards 
and hoarding provided information to only 16.5% 
of the study population. The common places to see 
those were bus stops, hospitals, roads and key traffic 
junctions. Heath wall was seen in almost all villages 
of four districts. These walls contained information on 
various health topics. These were located in important 
places of the villages. Nearly 36% respondent get 
health related information from the health wall. The 

Tab. II. Different disease domains and their common sources of getting information.

Sl.No  Health domain Most common source of getting information Percentage 

1
General information on causation, prevention 

of disease
Television > health wall 63.6  > 36.6%

2
Information on treatment and management 

aspects
Television > posters pamphlets 61.2 > 39.2%

3 Immunisation and vaccination Health service providers like ASHA/AWWs etc. -
4 Vector borne diseases like dengue , malaria etc. Health centre facilities > newspapers 50 > 40 %
5 Social diseases like HIV/AIDS Electronic Media > print media 90 > 80%

Fig. 3. Usefulness of media and its impact on people.

http://Sl.No
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Tab. III. Summation of Opinions and Need Assessment of informants based on thematic areas.

Thematic areas Opinions and need assessment Informant Quotes

Motif to gather 
information

Most of them were keen to read 
newspaper, but search further 
when they want to know more 
about something important.
They rely more on the Doctor’s 
column since its by renowned 
experts and whom they cannot 
get to visit that easily

A 30-35 years old 
participant from 
Nawarangpur

“We read newspaper most of the time during 
leisure time at the shop. Yes, I like the main page 
and sports news. Recently i have read about 
the kidney disease. I want more information on 
diabetes, as one of my relative is having sugar. I 
prefer the question-answer section most as it is 
written by the professor of the medical colleges. 
We cannot visit them for small matters but these 
provide us very important information”

Faith on 
health service 
providers (HSPs) 

Many were found to only listen 
to what their HSP would inform 
them. This might be due to 
the faith that HSPs are closest 
to doctors and give first-hand 
information

A 45-50 years old 
participant from 
Keonjhar

“I do read newspaper but very rarely. Whenever i 
have any problem i ask the ASHA didi (a frontline 
community health worker) and get most of the 
information. She gives us the medicine for small 
diseases like cold and cough. When we had any big 
disease, we prefer to go Cuttack. The doctor gives 
us all information about the disease” 

Time

Many watched TV and would 
mostly see the health related Ads 
only when it came in the Break 
slot or change slot. Health Talk 
shows were also an instant Hit

An elderly participant 
from Puri

“We do not watch the program as such, but we 
watch the advertisement comes in between 
serials. I remember last time I have seen one talk 
show on childhood illness in O TV. Two doctors 
from medical colleges were there. I tried the 
number to ask my question but i could not talk 
to them. However they answered very nicely to all 
the questions being asked. I got to know about 
many things from that show. I will try to watch is 
regularly” 

Reliability

Youngsters were seen showing 
their reluctance and not believe 
whatever was surfed on internet, 
Rather, they said they would opt 
clarifying from doctor himself 

A30-35 years old farmer 
from Puri

“We use internet for Whatsapp and Facebook. 
Sometimes I browse for jobs and other 
documents. I have not used internet to 
know about any disease, as I get most of the 
information from the doctor we visit”

Mode of 
transmit

Few young adults were found to 
be keen on getting messages on 
mobile phone especially related 
to advice on diet. They wanted to 
receive more such messages

A young adult from 
Keonjhar

”Last time I remember to get a message in my 
mobile was on use of fruits, vegetables and life 
style changes from AYUSH department. After that 
I have not received any such messages. It is good 
to see messages but how many people can read 
it? It should be more regular and on the disease or 
problem specific to our area like TB or Malaria”

Preferences

It was found that waiting areas, 
whether shop, hospital, railway, 
bus stop etc. are the perfect areas 
where one gets to or is bound to 
go through. These needs to be 
catchy, crisp and updated

A 35-40 year old 
businessman from Puri

”Most of the boards I see when I visit any hospital. 
Not every time I read those but when I was waiting 
for my turn or accompanying any patients I prefer 
to read those. Here most of the hoardings are old 
and colour faded. Some are placed by the NGOs. 
That need to be more attractive and more in 
number within our block”

Preferences

Some prefer close and secluded 
places especially females and so 
they prefer the lady of the village 
to call them and speak

A 40-45 years old 
housewife from 
Bargarh

”It is the VHND session (Village health and nutrition 
day) where i get information on mother and 
child health. ASHA didi, ANM didi provides us 
information on immunization, nutrition and check 
our health. They personally contact us during the 
time of immunization. I think besides that i get 
information about pulse polio from television that 
comes in between the serials”

Sensitive 
information

Social issues or sensitive talks 
need to be addressed on a one 
to one basis and then gradually 
in groups. Some prefer to keep 
it open but many need closed 
door discussions. HSPs should also 
be trained on how to disburse 
information with all cares to 
privacy and autonomy

A shopkeeper from 
Keonjhar

“Everyone in our village is aware of HIV/AIDS but 
no one talks about it. I got the information from 
the dance show done five years back. Then I saw 
in the big hoarding and posters near bus stop 
with clear messages on spread of the disease. 
I remember when I initiated the discussion at 
my shop few people walked away. Now the 
situation has changed. Even in TV during films 
and serials we get advertisement on this. As this 
is little sensitive issue the health workers are 
not discussing with us. I do not know if they are 
discussing with the women or not”
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preferred source of information changes according to 
the disease and health information.
Immunization related information, interpersonal 
communication through grass root health workers 
(Accredited Social Health Activists-ASHA, Anganwadi 
worker (AWW), Auxillary Nurse Midwife-ANM) was 
found to be more effective and preferred among the 
population. They got more information on these during 
the village health and nutrition days (VHND). Other 
media like posters, health wall and TV played equal role 
in providing information on immunization. 
In all the districts, interpersonal communication was seen 
to be accepted as a strong medium of communication 
for having knowledge and awareness on breast feeding 
and safe motherhood practice. The health worker’s direct 
interaction with the target beneficiaries during VHND 
sessions were found to be an effective strategy. Nearly 30% 
of the respondents mentioned about the health wall and 
TV as their source of information. Similar responses were 
seen for having information on family planning along with 
higher contribution from electronic and print media.
Electronic (90.2%) and print media (80.5%) were cited to 
be major source of information on HIV/AIDS followed 
by posters among the respondents. More than 10% of the 
respondent mentioned about folk media and hoardings/
boards as their source of information on the disease.
Health centres or facilities (50.1%) and newspaper 
(41.3%) were cited to be leading sources of information 
on infectious diseases like malaria, filarial, TB and 
diarrhoea as well as NCDs. Folk media had a major role 
here as 32.3% of the study population got information 
regarding infectious diseases from folk media. 

Discussion

The Ottawa Charter of 1986 for health promotion 
conveys a set of actions to foster well-being and good 
health. Built upon the construct of 5  principles of 
positive health, participation, competence, perspective 
and equity, it strategizes essential components for health 
promotion. If we notice, all the essential strategies in the 
Charter hinge upon creating effective communication 
and mass media coverage for taking up the desired shape, 
whether it is building healthy public policies, creating 
supportive environment, developing personal skills or 
reorienting health services. Once these key actions are 
incorporated by the 3 pillars of enabling, mediating and 
advocating processes, we can speculate a community 
of health literate people capacitated enough to obtain, 
process, and understand basic  health  information and 
services needed to make appropriate  health  decisions. 
This is what our tree of vision is; which is possible only 
with effective communication strategies as the roots. The 
firmer the rootlets are, the faster is the vision shaped up. 

Communication constructs: penetration, 
acceptability, accessibility and delivery
The major source of information on prevention and 
treatment of diseases for the households was TV followed 

by health wall and newspapers. These avenues should be 
exploited adequately by the healthcare system to optimize 
delivery of key health messages. A systematic literature 
review of effectiveness of community based strategies in 
increasing screening access showed that strategies that 
combining mass media campaigns with direct tailored 
information transmission to beneficiaries by service 
providers seemed most successful [7]. Customizing and 
tailoring the health messages is one of the major benefits 
of flexible mass media campaigns using social media 
and personalized situation based targeted messaging 
services. Inclusion of health promotion practices in 
routine care is imperative for a strong healthcare system. 
Individual counselling for improved nutrition, physical 
activity, smoking cessation, stress management, weight 
control and other health related behaviours is based on 
this approach of health promotion [8]. 
Interpersonal communication is a key skill among 
service providers, especially in communities with low 
levels of education. In this study less than 18% of the 
respondents had received information on identification 
and prevention of diseases from the healthcare service 
providers. Lack of confidence and absence of structured 
mechanisms of message communications by the service 
providers might be the reason for this. Additionally 
message framing also plays a key role in the decision 
making process regarding access to healthcare. Positively 
framed messages based on social variables tend to have 
a strong impact on an individual’s acceptance of the 
message [9]. 
Although less than 15% participants got their health 
related information from newspapers, more than 81% 
expressed their opinion regarding the usefulness of the 
same in providing health related information. However, 
optimum use of this media may be made to advocate 
the public adoption of basic preventive measures, like 
handwashing, while such messages may be displaced 
in a mass media dominated by discussion of technical 
interventions [10]. 
Penetration of TV for media consumption was high at 
over 72%, but around 48% of the participants did not 
watch the entire show related to health information. 
TV shows like health talks and phone in programs are 
preferred by the people because of the chance of getting 
information from specialist. Penetration of radio as a 
medium is poor with only 3% of the population listening 
to health related programs on the radio. Exposure to 
messages by such media is generally passive, resulting 
from an incidental effect of routine use. The likelihood 
of success of such messaging is substantially increased 
when the target behaviour is one-off or episodic (e.g., 
screening, vaccination, children’s aspirin use) rather than 
habitual or ongoing (e.g., food choices, sun exposure, 
physical activity) [11]. 
The use of internet and social media is on the rise with 
11% accessing this media. However, the use of mobile 
messaging services for delivery of health information 
does not seem to be active in the state, with only 8% 
receiving any health information related SMS in the 
past year. Lack of control in onward movement of 
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health messages can pose a serious challenge to the 
widespread use of social media for this purpose. The 
message can be distorted during chains of sharing and 
unintended results attained. With increasing penetration 
of internet, health information should be disseminated 
in a structured manner. There is also the added risk of 
emerging health hazards being over-reported in mass 
media in comparison to common threats to public 
health [12]. Therefore frameworks for health promotion 
education, as well as evidence based and ethical health 
promotion methods which have been developed may 
warrant further studies in detail [13]. 
Boards and hoarding provided information to only 16.5% 
of the study population. Hoarding and boards at strategic 
places are cited to be important source of information 
for male members, as they travel out for work for most 
of the time. These could be efficiently used for ‘negative 
advertising’ as evidenced by anti-tobacco messaging 
in recent decades. Literature suggests that ‘negative 
advertising’ is an effective way to encourage behavioural 
changes, but it has enjoyed limited use in public health 
media campaigns. However, as public health increasingly 
focuses on NCDs prevention, negative advertising could 
be more widely applied [14]. 
The penetration of the health wall strategy was very 
good with nearly all study villages having these at 
important places in the village. Nearly 36% respondent 
get health related information from the health wall. 
Health wall or “Swasthya Kantha” in local language is 
an initiative by the State Government to communicate 
health messages by using an Integrated Behaviour 
Change Communication strategy and the Information 
and Needs Assessment in tribal districts undertaken by 
State Government. Odisha is a state, rich in folk art. It is 
also a land where stories and legends appeal to people. 
It was anticipated that using the ‘Kantha Kahe Kahani’ 
(wall tells a story) format to transmit health messages, 
people would shed old habits and adopt new and healthy 
behaviours [15]. 
Health workers using interpersonal communication 
was more preferred and effective within the community 
for immunization, breastfeeding and safe motherhood 
practices related information. The direct contact sessions 
with the health workers occurred during VHND sessions, 
which were found to be an effective strategy. VHND 
is a monthly village level activity for dissemination of 
information and service packages ranging from MCH, 
immunization, nutrition, family planning, sanitation, 
health promotion, counselling and others. 
Print media and electronic media contributed more to the 
information accessed on family planning. These media 
types were also major sources of information on HIV and 
AIDS which lacked interpersonal communication due 
to social taboo in the community. Choice of television 
as medium of communication seems to be effective in 
addressing these concerns arising from behavioural and 
access differences between different socio-economic 
strata [16]. 
Health centres and newspapers were the major source 
of information on diseases which were the focuses of 

national control programs such as Malaria, Filaria, 
TB and NCDs. Folk media had a major role regarding 
information on prevention and control of infectious 
diseases. But information on NCDs are lacking in 
the community. The FGD members expressed that 
the health workers are more focusing on MCH. It has 
been observed that socio-demographic factors such as 
education and age affect individuals’ use of and access to 
communication channels [17]. The receivers trust in the 
media of communication is an important factor at play in 
selection of the choice of media by policy makers. This 
trust by individuals is related to both their perception 
of the mass communication process and also to socio-
demographic factors, but is more strongly related to the 
former [17-19].

Community need assessment
A detailed view point of people of the Odia community 
in the four districts of Odisha as selected by random 
sampling showed that most of them are literate, watch 
TV, use mobiles mostly for entertainment and social 
surfing, are health conscious and sufficiently motivated 
to know more about diseases and take care of their health.
The government has a strong mandate of fulfilling the 
health care needs of its citizens and has introduced 
many programs through the National Health Mission. 
In addition to a robust policy and responsive leadership, 
the active participation of community is the catalyst for 
seamless and effective implementation of these services. 
On one end of the spectrum, we have the societal norms 
of the community which are deeply embedded, whereas, 
on the other end is the intervention and policies designed 
to influence behaviour. Thus, a judicious balance 
between the norms and values of people and public 
regulations has to be created; where the provider needs to 
synchronize their services with the societal mind-set and 
cultural acceptability of people, and adopt appropriate 
steps as per the contemporaneous need to achieve their 
desired outcomes [20-22].
The coverage of media in the state is widespread too. 
Daily newspapers like vernacular language also have 
online links too. Most of them watch Odia daily soaps 
regularly like a ritual. Besides, there are many health 
shows which discuss important diseases and consult 
telephonically too. Institutes of media studies can 
nurture health journalists and intellectuals who further 
aid in preparing crisp messages to capture audience. 
The Health Management Information System is yet one 
such umbrella platform which works with harmonious 
coordination within the state and also has been applauded 
from time to time. It manages all information obtained 
from various sectors and gives a first-hand information 
about the what and how. With data delivery at click 
of our fingertips, it becomes easy to move further to 
communicate with the people as per their demands and 
needs [23, 24].
Therefore, when the providers and beneficiaries are ready, 
the sole thing to diligently work upon is the generation of 
demand. Individual demands like in our survey are like 
wishes, which might fade or might take a backseat in due 
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course of time. However, when the demand generation 
comes as a force from the community as whole, it 
becomes reckoning. The presence of stakeholders, 
experts, community leaders and other members officiate 
the demand generation which becomes a command. 
The realisation that cultural beliefs are deep rooted and 
imbibed and needs to be uprooted gradually has to start 
from the people themselves. It is then that providers can 
aid and help them come out [24, 25].

Conclusions and recommendations

Interpersonal communication is believed to be most 
acceptable source of information on MCH, immunization 
and neonatal care. Appropriate skill building of service 
providers needs to be taken up for optimum use of this 
media. Educational level and media habit was found 
to be strongly correlated. For people with low literacy, 
health wall campaign, folk media and interpersonal 
communication was found to be effective. Tailoring of 
messages for different socio-economic and education 
strata can help uniform dissemination of key health 
messages.
The community tends to obtain information from 
particular sources for specific diseases like physician’s 
communication, posters and TV shows for infectious 
diseases and newspapers for non-communicable 
diseases. This fact can be used to determine the choice 
of media for specific health messages. Internet is yet to 
percolate a large section of population and geography in 
the state. People prefer to receive messages on mobile 
on health related topics at regular interval. While the use 
of social media expands rapidly, frameworks need to be 
adapted for source controlled, secure, truthful and ethical 
transmission of communications related to health.
VHND is considered a great platform for transmission 
of the information and key messages to the beneficiaries 
and an intensive and structured health communication 
towards locally sensitive health promotion needs may 
be developed. Awareness on the sanitation and hygiene 
programs, projects and different national health programs 
was adequate, and newspaper, wall posters and health 
workers were the major source of information on such 
programs.
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