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Summary

Vaccines are widely accepted as vital for child well-being and survival. However, 
developing countries generally have a relatively high rate of child mortality, 
and one contributory factor is their low vaccination rate. India has the world’s 
highest proportion of deaths of children under 5 from pneumonia and diarrhoea, 
accounting for one in five cases globally (IVAC, 2015). India has reduced overall 
under-5 mortality, but rural child mortality remains twice that of urban districts 
(Saikia et al., 2016). A primary constraint among rural health-care workers is a lack 
of reliable patient data when conducting clinical consultations. This feeds into 
a system that makes it difficult to identify where care is needed most, such as in 
high-risk pregnancies and vaccine needs among community nurses.

Khushi Baby (KB) was launched in 2014 in the rural district of Udaipur, Rajasthan as 
a digital solution for tracking maternal and child health records. The system applies 
a multi-tier approach targeting government auxiliary nurse midwives (ANMs) 
through an interactive health-care mobile application, health administrators using 
a data dashboard for decision-making, and patients wearing the digital health 
record tracker. A key concept underpinning the design was that it had to work 
among communities with limited reading and technical literacy skills.

Since its launch, KB has been deployed among 10,000 patients to successfully 
track over 50,000 vaccinations for children. The programme has also raised 
US$500,000 in donor funding, in part to carry out two separate randomized 
control trials to validate programme impact.

Through the UNESCO-Pearson Initiative for Literacy: Improved Livelihoods 
in a Digital World, this case study is part of a series highlighting how 
inclusive digital solutions can help people with low skills or low literacy 
levels use technology in ways that support skills development and, 
ultimately, improve livelihoods – in contribution to achieving the 
Sustainable Development Goal on education. For more information go to 
en.unesco.org/themes/literacy-all/pearson-initiative.

ABOUT THIS 
CASE STUDY

http://en.unesco.org/themes/literacy-all/pearson-initiative
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Why selected

From the beginning, the Khushi Baby team has followed a rigorous user-centred 
design process. They have sought to make the various components of the solution 
as appropriate and relevant as possible to each user group: mothers, nurses, health 
activists and district officials. Training, ongoing support and skills-appropriate 
features help to include the users, develop their skills, and ultimately improve 
health care. The novel use of wearable technology makes this an interesting 
case study to learn from. Including district health officials increased government 
support for the initiative.

Key takeaways

1 /  The KB technology applies a low-cost, battery-free, scalable solution for 
improving data capture while driving improved responsiveness and decision-
making for health service providers in a way that builds on previous work in India.

2 /  The KB design process is the result of an extensive field-based research 
process to develop a culturally relevant wearable technology.

3 /  Central to the KB design is an emphasis on addressing the low reading and 
technical literacy skills of the users by incorporating near field communication 
(NFC) to instantly transfer data from the patient’s medical record directly to the 
health worker’s digital register on an Android tablet.



UNESCO-Pearson Initiative for Literacy: Improved Livelihoods in a Digital World4

Context and project origins

The traditional paper-based tracking process for maternal 
and child health in India is complicated, requiring data 
entry and processing at multiple stages. Expectant and 
new mothers carry a card as a personal record of their 
pregnancy information and child’s immunization status. 
Through four scheduled check-ups during pregnancy, 
ANMs register health updates on patient cards and record 
data to their own registers. Data entry operators (DEOs) 
then take the ANM registers and upload the data into the 
state electronic health registry, known as the Pregnancy 
Child Tracking and Health Services Management System 
(PCTS). District officers analyse the reports while DEOs 
prepare and share lists of due dates from the health 
registry with the ANMs to coordinate health camp 
planning efforts. (Community health camps are typically 
village-wide events where a team of ANMs arrives to 
conduct a day’s worth of check-up and immunizations 
among residents.)

There are several threats to the validity of this 
multi-step, multi-party system. They include 
data manipulation and entry error at each 
stage of processing, lack of data validation, 
and slow processing time for data analysis 
and decision-making. Mothers who move 
away from their registered area are called by 
phone to confirm their health completion 
status remotely, if at all. Also, overcrowding at 
clinics during check-ups prevents ANMs from 
spending enough time to take an accurate 
recording of biometric data such as blood 
pressure readings. Often, personal records 
on the pregnancy cards are inconsistent with 
ANM registers or not filled out completely.

ASHAs are government-accredited community health workers 
who work closely with the ANMs, serving as health-care liaisons 
for mothers and children in the community when ANM coverage 
is limited. Since ASHAs commonly reside in or near the areas they 
support, many rural communities rely on AHSAs instead of ANMs 
for routine check-ups. A survey of 315 ASHAs working with the KB 
programme reported the following characteristics:

 ● Roughly one third completed school up to Grade 8, with 
almost a quarter achieving 12 years of schooling.

 ● Average age was 31, with 42 per cent reporting 5–10 years 
experience.

 ● 80 per cent reported a travel distance of 30 minutes or less 
to their assigned work sites.

 ● Average patient base was 830 people, with 10 home visits 
per day.

 ● 99 per cent reported mobile phone access with 92 per cent 
connectivity.

 ● 73 per cent connect with the ANMs on a weekly basis to 
record patient data on the register.

INSIGHT
 

Profile of  
an accredited 
social health 

activist (ASHA)
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From a service provider perspective, health-care 
workers are faced with constraints that limit their 
effectiveness to deliver quality care. Typically, ANMs 
work double shifts to cover the demand for their 
services. District health officers are not able to keep 
up with the magnitude of support needed from 
their staff in a timely manner. Rural districts like 
Udaipur are faced with limited resources to invest in 
additional personnel or innovation projects.

KB is not the first mobile health (mHealth) 
platform to conduct offline data collection for 
rural maternal and child health in India. In 2016, 
the Government of India sponsored a pilot of an 
online programme called ANMOL with 10,000+ 
ANMs in the state of Andhra Pradesh. ANMOL is a 
tablet-based platform for ANMs to digitally collect 
data for the reproductive child health register. The 

project represented a major policy step towards 
obtaining better data for improved service 
delivery to rural India. KB builds on such previous 
projects in creating a digital health record that 
does not require connectivity before health 
camps are conducted, thereby removing a key 
practical barrier to patient identification in rural 
India.

As a part of their collaboration with local partners, 
the KB team conducts extensive training, 
participates in District Health Society meetings, 
and helps troubleshoot technical problems that 
arise in the field. Field monitors are based locally, 
while the KB team conducts weekly reporting 
exercises at the Udaipur head office in Rajasthan 
to strengthen programme uptake.
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Designing with the user 

6 UNESCO-Pearson Initiative for Literacy: Improved Livelihoods in a Digital World

Mothers receiving full
antenatal care

Deliveries in public
institutional facilites

Fully immunized children
aged 12-23 months

The principal target population for KB is pregnant 
women and mothers with children living in 
rural parts of Rajasthan, India. Additionally, KB 
was designed to support the clinical work of 
ANMs and to assist ASHAs in their community 
mobilization efforts. Based on a sample of over 
3,000 respondents, survey data reveals that women 
in this region have limited reading proficiency, 
with an average of five years of schooling (Nagar 
et al., n.d.). The five common languages spoken in 
this region are Mewari, Marwari, Vaagdi, Hindi and 
Gujraati. About 80 per cent of the mothers report 
that they were schooled to between Grades 6 and 
8, with the same proportion relying on agricultural 
self-employment for their household income 
(Nagar et al., n.d.). Most women in this region have 
access to a mobile phone in their homes, but the 
device predominantly belongs to their husbands 
(62 per cent).

Mobile phone access is basically universal among 
ANMs (99 per cent), with roughly half reporting 
always having access to a mobile network (56 per 
cent) and experience with a smartphone mobile 

app (57 per cent). Almost 70 per cent of ANMs 
completed up to 12 years of schooling (Nagar et al., 
n.d.). 

Health survey data indicates that over 90 per cent 
of mothers residing in Rajasthan did not have 
full antenatal care,1 over one-third delivered their 
children outside public institutional facilities, and 
over 40 per cent of all Rajasthani children are not 
fully immunized within 24 months (IIPS, 2016). 

While the key end users for the wearable device 
are women and children, the population of interest 
extends beyond this group. The KB programme 
aims to impact the entire value chain of health 
workers including ASHAs and ANMs using the KB 
application, as well as the DEO and district officers 
who can make use of the dashboard features to 
inform their policy decisions.

1 Full antenatal care consists of at least four antenatal checkups, at 
least one tetanus toxoid vaccination and consumption of iron folic acid 
tablets for at least 100 days during pregnancy.

Figure 1. Rajasthan key health indicators, 2015–16. Source: IIPS (2016).
Note: Author rendition, totals might not sum to 100 per cent owing to rounding 
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To ensure the KB app is inclusive of ANMs and ASHAs with low 
traditional and digital literacy, the team designed the application 
with an intuitive user interface including use of big buttons for 
selection, inputs that follow the paper-based health register and 
adaptation to the local language of Hindi. The app incorporates 
an added component that logs the average time spent 
per patient so the monitors can identify which ANMs need 
additional support and training.

INSIGHT
 

Using low-tech  
to improve efficiency

KB began as a class project in the Yale Center for 
Engineering Innovation and Design. Drawing from IDEO’s 
human-centred design methodology, the goal of the class 
was for each team to develop a solution to address the 
world’s immunization gap in a manner that was desirable, 
feasible and sustainable.

After winning the initial Innovation and Design challenge, 
the KB founding team set out to improve on the 
concept by travelling to India to further test the need 
and usability in the country context. KB team members 
spent two months living in rural Udaipur, Rajasthan while 
accompanying nurses from the implementing partner, 
Seva Mandir. Through this field-based user-design 
research, the KB team determined that digital tracking 
devices were optimal for addressing the complications 
associated with the paper-based tracking process. 
They also learned that the system needed to be robust 
enough to work offline given the limited connectivity 
throughout the communities where they were intending 
to implement it. The combination of these insights led to 
a digital device that operated using NFC technology built 
through the Android platform. This approach would allow 
ANMs to digitally store and retrieve entire immunization 
cards in a device that is wearable by the patient.

The design team incorporated these experiences into the 
beta version of the app designed for a wearable bracelet 
(Figure 4). Since the team was unfamiliar with Android 
development, they relied on MIT’s drag and drop app 
builder to build their demo. Based on their field work, they 
designed the app to not only save records to the patient’s 
necklace, but push them to a central server through SMS 
messaging. This led to the early conceptualization of the 
use of the KB dashboard for district-level data analysis.

Figure 2. 
The KB workflow 

Figure 4. Initial prototype of KB bracelet

Figure 3. Prototype options for the KB device, 2014
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DigComp2.1: The Digital Competence Framework for Citizens 
(Carretero et al., 2017), developed by the European Commission, 
provides a common reference on how to describe key areas of 
digital competence and proficiency levels among individuals. 
UNESCO has applied this framework to understand the minimum 
skills needed to use the Khushi Baby solution as well as thirty-
one other digital solutions. Benchmarking digital competences 
is recommended, because it provides a knowledge base from 
which to design appropriate solutions as well as to track progress 
of skills development. Please refer to the forthcoming UNESCO 
landscape review Digital Inclusion for Low-skilled and Low-literate 
People for the DigComp2.1 mapping and more information.

RECOMMENDATION
 

Benchmark  
the digital 

competences  
of users

The prototype for the device included 
several design options. The selected design 
incorporated perspectives from mothers, 
nurses and health administrators to identify 
the best cultural fit for the device. With a 
deeper understanding of the local customs 
and jewellery of Rajasthan, the KB team 
switched from a wearable bracelet to a 
necklace with black thread or kaala dhaaga. 
This type of necklace is traditionally worn to 
protect newborns from evil spirits referred to 
as buri nazar. This design selection allowed 
the KB team to combine local tradition with 
technology to make the solution not only 
culturally appropriate, but a social symbol for 
health within these communities. While ANMs 
did not use the KB necklaces for their own 
health records, they did wear the devices to 
help promote their use and recognition. 

The early version of the dashboard app (Figure 5) 
incorporated a streamlined data entry process that required 
no more than four steps per consultation. Each patient  had 
their tag scanned to pull up their immunization record, the 
ANM then administered vaccines as needed, scanned again 
to save back to the tag, and then synced the data to the 
server.

An early design challenge for the message delivery 
component in the KB solution was the low literacy levels 
among the mothers and care givers. After conducting 
the field surveys mentioned earlier, the team decided to 
use a voice messaging approach catering to each specific 
patient’s progress. The audio messages primarily serve 
to complement information received from community 
health camps and reinforce productive maternal and child 
health education. Scheduled community health camps are 
publicized in advance so community members can plan 
their attendance accordingly.

Figure 5. KB 1.0 new patient registration process. 
From top left: 1. Scan device to bring up child’s health record, 2. Child’s immunization history in Hindi, 
3. Vaccine schedule for patient, with large buttons and green/red colours for improved usability, 
4. Save to necklace and sync to the cloud.
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ANMs’ digital skills also presented a design challenge because 
of the broad range of experiences with smartphones. The KB 
team ultimately opted to modify the KB app for optimal display 
on tablets. ANMs not only benefited from the large fonts on the 
bigger screens, the KB content was able to incorporate large, 
colour-coded buttons (instead of standard Android elements 
like checkboxes). Also, the tablet orientation allowed the team to 
organize the KB app to more closely resemble the layout of the 
paper registers already familiar to the health-care workers.  

As part of a government partnership negotiation process, the KB 
team were asked to redesign the application as a comprehensive 
maternal and child health-care data-capture system. The team 
spent 2016 redesigning the platform from the wearable health 
card for mothers to a new application directed at field-based 
health workers. KB conducted extensive paper prototyping 
alongside nurses to ensure the layouts and flows of the 
application were accessible and familiar to those used to the 

traditional consultation process. The 
second version of the KB system (KB 
2.0) (Figure 6) was developed for 
administration in early 2017 to model 
National Health Mission standards 
used by 250,000 ANMs working 
throughout India.

As part of this redesign process, the 
online dashboard was also updated 
to support health officials in taking 
informed action after accessing the 
data (Figure 7). The guiding principle 
for dashboard design was to incite 
behaviour change among health 
officials to improve community-level 
health.

Figure 6. Screenshot of the KB 2.0 app Figure 7. Prototype of updated KB dashboard

In order to understand the local ecosystem, the 
design process for the KB digital solution involved 
intensive work with the full range of health actors 
and over 3,200 mothers as prospective end users of 
the government KB system. They were contacted 
through household surveys.

Working alongside the district health offices has 
allowed the KB developers to understand the higher-
level context and implications of state mandates. 
During the design process KB researched lessons 
and implications from pilot projects at various stages 
and scales, including ANMOL, eVIN (cold chain 

monitoring), and e-Jan Swasthya (the precursor to 
ANMOL) to better understand the country’s history of 
mHealth initiatives.

At the state level, the KB team has engaged with the 
Mission Director of the Ministry of Health and Family 
Welfare to understand the broader mHealth landscape. 
KB also works directly with Boston Consulting Group 
(BCG) India representatives who advise the State 
Ministry of Health on Project Implementation Planning 
guidelines. This collaboration between KB and BCG 
India provides an added layer of understanding of the 
state’s goals and objectives around mHealth strategies.
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The digital solution

KB provides a digital platform for tracking maternal and child health for rural India. The solution 
includes an Android app for government ANMs, an online dashboard to inform policy and planning 
decisions among district health officials, and a digital health record for patients.

The digital health record for each patient is 
stored and updated using an NFC chip. This 
digital storage device records information 
on the patient’s entire record from antenatal 
care through infant immunizations, as 
well as their vital signs such as body 
temperature, blood pressure and heart rate. 

ANMs interface with patients to record 
data for antenatal, postnatal and infant 
care. While ASHAs do not use the KB app 
they benefit from the automated voice call 
reminders, which support their community 
health-care mobilization efforts. 

Figure 8. Various designs of the KB necklace 
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KB provides the hardware for implementation 
(tablets and necklaces) by support through a 
corporate social responsibility partnership with 
OT-Morpho. The ANMs use the KB Android app, 
running on tablets, to interface with the patient’s 
necklace. By scanning the necklace, and with 
the verification of the parent or care giver’s 
registered thumbprint (Figure 9), ANMs can 
recall and update the child’s medical history and 
immunization schedule. The health screening 
and data transfer process to and from the 
necklace do not require internet connectivity, 
and the KB app also logs the GPS and a time 
stamp for each consultation.

When the ASHAs and ANMs return to an area 
with internet connectivity, they are automatically 
prompted to sync their stored data. The data is 
then uploaded to the KB dashboard through a 
cloud server. The dashboard provides real-time 
reports for district health officials to take follow-
up action with either the nurses or high-risk 
patients, organize supervisory sessions, or 
conduct focus group meetings with the health 
worker team. The dashboard also allows health 
officials to programme automated voice call 
reminders in the care giver or mother’s local 
language.

The KB training for ASHAs and ANMs involves 
two full days of lectures, based on case-based 
simulations, working in groups and with one-on-
one guidance. The individualized sessions review 
data that the health-care workers entered the 
previous day, to understand strengths and areas for 
further practice. Ongoing training takes place every 
quarter, and the sessions are usually concurrent with 
the release of a new feature in the KB app. District 
health officials who manage the dashboard also 
undergo an individualized, but more streamlined, 
initial training at their offices. 

Figure 9. ANM verifying a care giver’s thumbprint  
associated with the KB necklace 

Stakeholder engagement is a critical pillar 
of the KB process. Working alongside health 

officials at the district level ensures that those 
government health agents can become 

change makers who use data for community 
health improvement.
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Monitoring and evaluation strategy

RESULT 

The KB necklace 
improves health-care 

data retention

Findings from early KB research revealed 
that the KB necklace was 5.4 times less 
likely to be lost or misplaced by the third 
immunization cycle than the traditional 
paper-based health cards. 

The KB monitoring and evaluation strategy initially 
focused on tracking the direct effect of the platform for 
improving adherence to the immunization schedule 
and data-processing time. The strategy shifted after 
realizing that comparison data suffered various threats 
to validity. Early monitoring efforts revealed that some 
ANMs would make up data, or the information on the 
mother’s health cards was poor-quality or missing. 
Therefore, data quality became the emphasis of the 
sustained M&E efforts.

Key monitoring metrics include:

 ● User satisfaction of the app by the ANMs based on 
self-report;

 ● Retention of the KB necklace at midline and 
endline consultations compared with the previous 
paper record;

 ● Completeness of data collected based on the data 
fields from the paper-based health record;

 ● Reliability of data collected (does data correspond 
from health card to back end?);

 ● Trustworthiness of data collected (can the system 
detect fraudulent data entry with high accuracy?);

 ● Actionability of data collected (how many data-
driven decisions does the platform generate 
among officials?).

A new study has been deployed with support 
from the International Initiative for Impact 
Evaluation (3ie) to assess the difference in 
medical record data quality between KB 
patients and other patients using the paper-
based system. In addition to the data quality 
objective, the study will assess differences 
in service delivery and health indicators 
(completion of full schedule of antenatal care, 
proportion of births at professional health 
institutions and full immunization coverage). A 
total of 162 ANMs and 3,263 patients have been 
enrolled in the study. 

Intermediate process outcomes for the KB 
platform to function properly are defined as:

 ● 90 per cent retention of KB necklace by 
third check-up;

 ● Less than two days for data syncing;

 ● Three voice call/educational calls per 
patient per month;

 ● 50 per cent of required health data fields 
completed by ANMs;

 ● Minimum overall app score of 4 out of 5 
by ANMs.
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IMPACT

Using data  
for action

The KB team closely monitors how data translates into 
action through the dashboard output. Working closely 
with district health officials provides an opportunity to 
understand their data needs. From these discussions the KB 
team developed an ANM report that lists the ANM name 
and phone number for a given report category. The reports 
were intentionally designed so the health managers can 
contact the ANMs to offer support and address gaps in 
delivery directly with the nurses. A major concern for health 
officials is knowing which ANMs actually conducted health 
camps on the scheduled day. From these conversations, 
the KB team have been able to modify their reports to 
highlight basic data needs for active engagement with 
the health worker team to support improved delivery of 
community health services. 

The KB dashboard serves as a useful tool for 
monitoring progress towards performance indicators. 
The platform allows KB support staff to see daily 
active users and monitor crash-free sessions. The KB 
dashboard also records how many ANMs checked in 
to camps, how long they spent per patient, and what 
equipment they are short of during these patient 
encounters. Furthermore, the dashboard includes an 
Action Log for health officials to log the data-driven 
actions taken as a result of the KB reports and data 
visualizations.

The monitoring data available through the 
dashboard complements the field-level monitoring 
activities to identify and address the gaps the 
health workers face. Data monitors also spend time 
comparing various reports with each other to ensure 
the integrity of the information displayed. Particularly, 
monitors look for data from the vitals taken during 
each antenatal check-up. For example, monitors 

can call up reports on suspicious patterns in 
blood pressure and haemoglobin measurements 
that could indicate data entry error. This level of 
analytics feeds back into actionable reports for 
health officials to investigate and ensure the data 
collected is valid and reliable.

Data security is important to the KB team and its 
government counterparts. Therefore, the platform 
applies various measures to protect patient 
information. All user data on the KB dashboard is 
password-restricted and SSL-secured when being 
transferred. The team applies an additional layer 
of encryption before storing data to the patient’s 
necklace, and data stored on the tag cannot be 
accessed without a live thumbprint from the 
mother or care giver. The application also requires 
a thumbprint by a registered ANM to access the 
patient data.
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Results to date

RESULT 

Using chat groups 
to drive behaviour 

change 

The KB team is also experimenting with the use of a more 
familiar technology to help drive health-care officials 
to action. KB staff have set up a Whatsapp channel and 
periodically send messages in the form of small data graphics 
and discussion prompts. The Whatsapp platform provides a 
familiar and accessible channel to generate live discussion 
between health officials and community health workers. This 
has led to improved communication on important project 
issues such as supply shortages and sharing examples of 
actions taken to support high-risk patients.

The KB application takes the guesswork out of 
the immunization process by providing accurate 
decision-making support through data for health 
workers. The digital administration process reduces 
the burden of the traditional paper log systems 
and improves overall accountability of patient 
health care.

Since the launch of the 2.0 version of the system, 
the KB team has trained eighty-seven ANMs across 
365 villages and the solution has registered over 
10,000 patients, placed over 23,000 educational 
voice calls and health camp reminders, and tracked 
more than 50,000 vaccination events for children. 
The average time to sync using the KB system has 
been reduced dramatically to less than two days, 
and dashboard reports are substantially increasing 
the frequency of follow-up actions taken by 
health-care officials to improve overall service 
delivery.

In 2015, the KB team conducted the first 
experimental study to investigate whether voice 
calls paired with the KB necklace could drive 

behaviour change for timely infant immunizations 
among 214 mothers across ninety-one villages. 
The study found no statistically significant effect. 
However, the results revealed that the necklace 
sparked more conversations within these 
communities about health-related topics, and 
significantly reduced data collection and processing 
time (Nagar, 2016).

The team is now conducting a second study in 
over 300 villages to investigate how variations in 
treatment inputs can affect performance across 
health indicators spanning the maternal and child 
health spectrum. In addition to assessing behaviour 
change for the mothers and care givers, the second 
study also investigates behaviour change among 
health officials based on weekly data-driven actions 
taken. While this additional research reflects the 
need for more time to understand KB’s impact, 
proxies are currently being used for the short term. 
Overall, the digital solution seeks to systematically 
improve the health-care system, where trickle-
down effects will lead to improved programme 
efficiency. 

FINDING

Building skills  
through technology 

A key skill needed to use the Khushi Baby app is entering 
data on a mobile keyboard in English. The KB team offers 
anecdotal evidence of senior ANMs who were behind in 
their digital typing skills during the initial training process, 
but are now able to use the app independently and with 
ease.



Case Study: Khushi Baby by Khushi Baby 15

Sustainability and future plans

KB’s long-term vision is to formally integrate its system into government health strategies, serving at 
a scale of over a million mothers and children by 2021. Achievement of this goal relies on two main 
conditions: an official government mandate and dedicated funding.

For the government to issue an official mandate 
to adopt the KB system, KB must first prove at 
the pilot stage that the platform is ready to be 
scaled up. The KB team hopes to achieve this by 
inviting key decision-makers at various levels of 
government to observe the digital solution and 
back-end operations in the field. From a research 
and evaluation standpoint, the team have already 
demonstrated a clear agenda through their 
collaboration with 3ie and ongoing studies.

Funding sources include single and multi-year 
grants from a number of organizations, including 
UNICEF, ARM, Global Alliance for Vaccines Initiative, 
Grand Challenges Canada, 3ie and the Pierre Fabre 
Foundation.

The 2016 KB budget was US$146,000, with monthly 
operations and development expenditures of 
US$17,500. To date the programme has spent 
US$100,000 on technical development, with 
US$280,000 allocated for monitoring and evaluation.

KB’s potential to scale up is underlined by the 
following strengths and achievements:

 ● Experience working with district government 
according to national standards.

 ● The KB platform is recognized in India as a 
leading innovation in the mHealth space, and 
was presented with the Digital India Trailblazer 
award by the Minister of Information 
Technology.

 ● Winner of the UNICEF Wearables for Good 
Challenge in 2016.

 ● Strong partnerships with UNICEF, GAVI, 
OT-Morpho and the Bill and Melinda Gates 
Foundation India, among others, to support 
scaling up.

 ● The cost per unit for the KB necklace is much 
lower than previous mHealth interventions 
which relied on more complicated and 
expensive technology such as tablets. The cost 
of the KB system is 300 INR per beneficiary.

 ● The data entry platform for the ANMs and the 
dashboard output can be contextualized easily 
to additional user groups and other regional 
languages. 

The KB team is looking to expand the platform to 
other sectors. At its core, the NFC-based platform 
allows for authenticated, longitudinal tracking 
of services that require knowledge of historical 
transactions in areas without connectivity. This 
decentralized tracking system has the potential 
to support educational programmes, agricultural 
interventions and other social services.

Within the existing KB platform, the team would also 
like to adapt the platform to cover more regions and 
languages across India and abroad.

We believe that this digital platform 
will facilitate a new wave of digital 
inclusion. For the patients, the KB 
system means they are no longer 
invisible to the government. For 

the health workers, the KB system 
enhances digital literacy along with 

added accountability.
 – Ruchit Nagar, Khushi Baby
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Lessons learned and recommendations

The KB platform is the product of extensive conceptualization, field work and redesigning with 
stakeholders. Through this process, the team has learned several important lessons that are 
applicable to other social start-up ventures.

Implementing mHealth 
initiatives require diverse 
skillsets. To enhance success in the domain of 
mHealth a dedicated project staff needs to fulfil the 
following areas: public health management, field 
research, Android app development, stakeholder 
engagement expertise, user-interface/user-
experience and human centred design, graphic 
design, financial management, grant writing, 
statistical analysis and HR.

Prototyping must involve 
end-users. Project implementers need to 
bring a prototype version of the intended device to 
the field so end-users can contribute feedback to 
the overall design.

Data collection standards 
need to be clear but flexible. 
Stakeholder-derived standards for data collection 
must be discussed during the contracting 
phase, with flexibility to account for unforeseen 
challenges to the data-collection activities.

Accountability mechanisms 
are important. Remote and in-person 
accountability mechanisms must be developed 
to see that the intervention is being properly 
implemented by the end-users. Users should be 
categorized by skill level and given appropriate 
support. 

It takes time to develop trust. 
Developing a user-centred digital solution requires 
patience. Highlighting small achievements along 
the way is useful in developing trust among not 
only  the project partners, but the intended end-
users as well.
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Contact information
 
Khushi Baby is a non-profit social impact organization that integrates mobile health, wearable NFC technology and 
cloud computing to bridge the global maternal and child health care gap. 
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Stay in touch

en.unesco.org/themes/literacy-all/pearson-initiative

www.projectliteracy.com

ICTliteracy@unesco.org

UNESCO Education Sector

Education is UNESCO’s top priority because it is a basic 
human right and the foundation on which to build peace 
and drive sustainable development. UNESCO is the 
United Nations’ specialized agency for education and the 
Education Sector provides global and regional leadership 
in education, strengthens national education systems and 
responds to contemporary global challenges through 
education with a special focus on gender equality and 
Africa.

About Pearson 

Pearson is a digital education company, with expertise in 
educational courseware and assessment, and a range of 
teaching and learning services powered by technology. 
Our mission is to help people make progress through 
access to better learning. We believe that learning opens 
up opportunities, creating fulfilling careers and better lives. 

The Global Education 2030 Agenda

UNESCO, as the United Nations’ specialized agency 
for education, is entrusted to lead and coordinate 
the Education 2030 Agenda, which is part of a global 
movement to eradicate poverty through 17 Sustainable 
Development Goals by 2030. Education, essential to 
achieve all of these goals, has its own dedicated Goal 4, 
which aims to “ensure inclusive and equitable quality 
education and promote lifelong learning opportunities for 
all.” The Education 2030 Framework for Action provides 
guidance for the implementation of this ambitious goal 
and commitments.

About Project Literacy 

Project Literacy is a global campaign founded and 
convened by Pearson to make significant and sustainable 
advances in the fight against illiteracy so that all people - 
regardless of geography, language, race, class, or gender 
– have the opportunity to fulfill their potential through
the power of words.
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