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1  Executive summary 

This report provides an overview of a project evaluating the impact of Seva Mandir’s 
balwadi daycare program on social, economic, and health outcomes for mothers and 
their children living in five blocks in the Udaipur district of Rajasthan. We provide the 
background and rationale for the evaluation, and an overview of the study design and 
survey procedures.  
 
We also present an overview of the main demographic and social characteristics of the 
sample. These results are from a baseline survey that was undertaken in 160 village 
hamlets in early 2015 among 3177 mothers with a child between one and six years of 
age. These statistics were all collected prior to the implementation of daycare 
programs in selected hamlets. The next round of data collection is taking place during 
the summer and fall of 2016, roughly one year after the daycares have been 
established.  
 
The primary outcome of interest for this project is women’s empowerment. We 
measured empowerment using several dimensions, including women’s reports of their 
involvement in household decision making, their freedom of movement, levels of 
participation in the community, and their views on gender-related issues. 
 
In addition to empowerment we measured the socio-demographic characteristics of 
women and households. We also asked women to report on how they used their time, 
their mental and physical health, and their employment experiences and income. We 
also asked a series of questions about their children’s health and education. We 
recorded children’s heights and weights in order to measure child nutrition. 
 
Below we provide detailed tables for many of the characteristics we measured in the 
baseline survey, but here we summarize the basic findings of the report. Most of the 
women surveyed were young, married, Hindu and poor. A large majority of women 
reported never attending any school. With respect to indicators of empowerment 
among women surveyed at baseline, we find some positive indications. Most women 
are free to travel alone, and almost all women reported voting in elections. Few women 
also reported being involved in community groups, although community groups may 
not be available in all hamlets. However, we also find indicators of low empowerment 
in these communities. Fewer than half of women are involved in all aspects of 
household decision-making, and about 1 in 3 women believe that domestic violence is 
justified in at least some situations. 
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Interestingly, we find substantial variation by block in measured outcomes among both 
women and their children. In particular, Kotda block tends to perform relatively poorly 
on many socio-economic indicators, whereas Kherwara block tends to perform 
relatively well. With respect to time use, we find that women are spending nearly 10 
hours per day on unpaid work, with 2.5 hours on care for children, the elderly, and 
disabled household members. We also document very high levels of child under-
nutrition and low levels of child immunization in this population, measured relative to 
other recent estimates for Rajasthan as a whole. 
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2  Introduction 

This report presents the findings from a baseline report of an ongoing evaluation of 
Seva Mandir’s balwadi program that provides affordable daycare to mothers and 
children in selected blocks of Udaipur district, Rajasthan.  
 
In this baseline data report we describe the overall conceptual framework for the 
evaluation, study hypotheses, and procedures related to the study implementation. We 
also provide descriptive data gathered at baseline on the demographic, social, 
economic, and health characteristics of a sample of about 3,200 women and their 
children. 
 
At the present time few empirical studies have evaluated the effects of providing 
daycare services in low- and middle-income countries (LMICs). Several quasi-
experimental studies have examined impacts related to women’s economic 
opportunities and generally report positive effects on the probability of employment 
and hours worked (Angeles et al., 2014; Attanasio & Vera-Hernandez, 2004; Barros, 
Olinto, Lunde, & Carvalho, 2011; S. Berlinski, Galiani, & McEwan, 2011; Calderon, 
2012; Du & Dong, 2013). Scarcely any studies have examined effects on other 
household members, although a randomized controlled trial in rural Mozambique 
showed that educational attainment for older siblings increased in households where a 
younger child attended preschool (Martinez, Naudeau, & Pereira, 2012). A systematic 
review published in 2012 (Leroy, Gadsden, & Guijarro, 2012) concluded that the 
influence of daycare on child health and nutrition was unclear, although three studies 
reported positive effects on developmental outcomes (Behrman, Cheng, & Todd, 
2004; Samuel Berlinski, Galiani, & Gertler, 2009; Bernal, Fernández, Flórez, & Gaviria, 
2009).  
 
There are several ways to build on this prior work, which our evaluation aims to do. 
With respect to internal validity, the existing evidence draws heavily from non-
experimental studies that are vulnerable to bias from unmeasured confounding. 
Women who take advantage of daycare when it is available to them may differ in many 
ways from women that do not take up daycare, so simply comparing these two groups 
may lead to a biased view of the impact of daycare. Appropriately designed quasi-
experiments, for example by using instrumental variables, can be useful, but they often 
rely on important assumptions that cannot be verified. Moreover, prior research 
utilizing instrumental variables (Attanasio & Vera-Hernandez, 2004) has reported effects 
on nutritional outcomes that were of a biologically implausible magnitude (Leroy et al., 
2012). With respect to external validity, prior work is derived almost entirely from Latin 
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American countries and may not be generalizable to other regions, including South 
Asia.  
 
The demand to facilitate women’s labor force participation by providing access to 
affordable daycare services will continue to increase if India and other LMICs are to 
promote inclusive economic growth. However, there is presently a lack of credible 
research for constructing evidence-based policies for improving access to daycare in 
India in ways that benefit the health and socioeconomic well being of women and 
children. This report presents the basic design, rationale, and baseline characteristics of 
a cluster-randomized evaluation, called Uttam Unnati (“great progress”), which aims to 
address this research gap by evaluating the effect of a community-based daycare 
program on health and socioeconomic status among women and children living in rural 
Rajasthan, India.  
 

3  Conceptual framework 

In LMICs, access to affordable daycare services, defined as “any type of institutional 
out-of-home care for children younger than five years of age” (Leroy et al., 2012), is 
limited. India, the setting for our project, lacks a cohesive system of reliable and 
affordable daycare services. Recent government efforts, including the expansion of 
financial assistance for crèches (nurseries where young children are cared for during the 
workday) in 2005-2006 under the auspices of the Rajiv Gandhi National Crèche 
Scheme, remain inadequate (Chopra, 2015). A parallel program, the Integrated Child 
Development Scheme (ICDS), provides meals to children through local facilities called 
anganwadis, and expansion of the ICDS into a daycare program has been proposed. 
However, anganwadis reach only about one of every six children and are marked by 
insufficient hours of operation, poorly trained workers, chronic staff absenteeism, and 
substandard facilities (Palriwala & Neetha, 2011). It is unclear how existing programs 
can be adapted to satisfy the demand for full-day childcare.  
 
Women are often charged with the dual responsibilities of child rearing and time-
intensive domestic work (Palriwala & Neetha, 2011). Limited access to daycare 
represents a potential barrier to paid employment, whether in the formal or informal 
labor market (Lokshin, Glinskaya, & Garcia, 2004; Quisumbing, Hallman, & Ruel, 2007). 
Women who do enter the labor market by taking up paid employment often retain 
responsibilities for unpaid domestic work and childcare, forcing them to bring children 
to work, leave them home unattended, or entrust their care to older siblings.(Palriwala 
& Neetha, 2011) The demand of caring for younger siblings is a key explanation for 
why adolescent girls, on average, dropout from school before boys (Lokshin et al., 
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2004); this reduces the economic opportunities available to women directly by limiting 
their educational achievement and literacy and indirectly by hastening marriage and 
the time to first childbirth (Chatterjee, 2011; Sharma, Sharma, & Nagar, 2007). 
 
The provision of affordable and reliable daycare services is a potentially important 
policy lever for reducing gender inequality, improving health and socioeconomic well 
being, and empowering women. For mothers, access to daycare might reduce barriers 
to labor force entry and generate economic opportunities for women, which is one of 
the building blocks for empowerment (Kabeer, Mahmud, & Tasneem, 2011). 
Additionally, access to daycare might improve women’s mental health. For example, 
women report that they perform domestic duties out of compulsion rather than choice 
(Kabeer, 2012). Access to daycare could alleviate “time poverty”, lower stress levels, 
and improve mental health and subjective well-being by reducing the conflicting 
demands on women’s time and increasing women’s autonomy. The provision of 
daycare may also benefit children and adolescents by removing the responsibility of 
caring for younger children, which limits educational opportunities. Under-nutrition and 
illiteracy remain challenges in many LMICs, especially India (Subramanian & Smith, 
2006), and daycare programs could also improve children’s health and development 
outcomes through the provision of meals and learning programs. A conceptual model 
illustrating the potential links between lack of affordable and reliable daycare services 
and women’s diminished empowerment is shown in Figure 1. 
 
Figure 1. Conceptual framework linking childcare and women’s empowerment. 
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4  Description of the intervention 

The intervention we are evaluating is the introduction of full time, affordable daycare 
centers (balwadis) in 80 “treated” hamlets where they were previously unavailable. 
Each of the balwadis provides full day childcare, nutritious food and supplements, 
basic medicines, and preschool education to children between the ages of one to six 
years. The balwadi program also aims to increase immunization coverage of children by 
maintaining immunization records and following-up with parents and government 
nurses. Balwadis are operated by local women, called sanchalikas, who are hired and 
trained by Seva Mandir. Sanchalikas receive approximately 20 days of training each 
year regarding their roles and responsibilities. The sanchalikas meet with children’s 
families on a quarterly basis to discuss their child’s progress. The implementation of 
daycare programs in treatment villages was accompanied by a household marketing 
campaign to encourage sustained enrollment. Take-up rates of the intervention will be 
available after the mid-line survey is fielded. 
 

5  Objectives of the evaluation 

The balwadi program is designed to provide families with affordable childcare that 
includes nutritious meals, a standardized educational curriculum, and access to basic 
medicines. Our aim is to assess its impact on a variety of outcomes in mothers and 
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children. 

5.1  Hypotheses 

Our key hypotheses relate to the primary measures of women’s empowerment. We 
hypothesize that providing access to the balwadi program will: 

• Increase empowerment among mothers, measured by greater involvement in 
household decision-making, freedom of movement, and participation in the 
community; 

• Reduce levels of self-reported mental distress among mothers; 
• Reduce the amount of time mothers report caring for their children; 
• Increase the proportion of mothers who report working in the past week; 
• Reduce the prevalence of under-nutrition among children in treated vs. control 

hamlets. 
 
In addition to these primary hypotheses, the program may additionally provide 
spillover benefits, for example, by reducing the likelihood that older siblings miss 
school in order to care for their younger siblings.  
 

5.2  Key outcome indicators 

Our primary endpoint is women’s empowerment. We adopted the conceptual 
approach of Kabeer (Kabeer, 1999, 2012; Kabeer et al., 2011), which incorporates both 
the personal and political dimensions of empowerment, and developed indicators that 
captured “women’s sense of self‐worth and identity, their willingness to question their 
own subordinate status, their control over their own lives and their voice and influence 
within the family” (Kabeer et al., 2011). We constructed indicators of empowerment, 
adapted from the Indian National Family Health Survey (Kishor & Gupta, 2004) 
whenever possible to facilitate comparability, which encompassed four domains: (1) 
decision making within the family and control over income (e.g., who decides whether 
you can work: mainly you, mainly your husband, or you and your husband jointly?); (2) 
freedom of movement in the public domain (e.g., are you usually permitted to go to 
the following places—for example, a market within the village—to buy things: on your 
own, only if someone accompanies you, or not at all?); (3) participation in community 
and public life (e.g., are you a member of any type of association, group or club which 
holds regular meetings?); (4) and views and attitudes on critical gender issues (e.g., 
please tell me if you agree or disagree with each statement: A married woman should 
be allowed to work outside the home if she wants to). We plan to test the reliability of 
empowerment measures during the third survey wave. 
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We will also measure the primary mechanisms hypothesized to link access to daycare 
to women’s empowerment, including time use, economic opportunity, economic 
status, and mental health and well-being.  
 
Use of time was measured using a structured questionnaire, adapted from a study by 
Beaman et al. (Beaman, Duflo, Pande, & Topalova, 2012), that asked respondents 
whether they spent any time in the past 24 hours on specific activities (e.g., gathering 
fuel or firewood), how much time they spent on each activity, and whether this amount 
reflected the usual amount of time spent on the activity. The questionnaire also asks 
whether respondents were paid in cash or in-kind for the activities they engaged in.  
 
We asked about employment experiences, including whether respondents work, their 
occupation, the type of work, the quantity of work, whether they are paid for their work 
in cash or in-kind, and what they do with their children while working. Respondents 
reported the household income received in the past 12 months from various categories 
(e.g., agricultural income, business income, rents, remittances, government payments). 
Household wealth is measured using a series of questions about ownership of specific 
assets (e.g., telephone, bicycle, radio), environmental conditions (e.g., type of water 
source, sanitation facilities), and housing characteristics, (e.g., number of rooms, 
materials used for housing construction). Additionally, respondents are asked about 
savings accounts held by household members, including for each account the type of 
account, its purpose, the total value, and whether the respondent can use the account 
to make purchases.  
 
Symptoms of common mental disorders (CMD) are being assessed using the 12-item 
General Health Questionnaire (GHQ-12) developed by Goldberg (D. Goldberg, 1985). 
The GHQ-12 produces results that are similar to the longer version of the GHQ and has 
been found to be a valid screening instrument for CMD in diverse settings (D. P. 
Goldberg et al., 1997). To the best of our knowledge, validation studies have not been 
conducted among women living in Rajasthan. However, the GHQ-12 demonstrated 
high sensitivity and specificity in a validation study conducted in Goa, India using a 
cutoff score of 5/6 (Patel et al., 2008), a sample of primary care patients in Tamil Nadu 
using a cutoff score of 2/3 (Kuruvilla et al., 1999), and a sample of ethnic Indian women 
living in the United Kingdom using a cutoff score of 2/3 (Jacob, Bhugra, & Mann, 
1997). We used the Hindi version of the GHQ-12 translated by Gautam et al (Gautam, 
Nijhawan, & Kamal, 1987). 
 
We asked mothers about the health of their children under the age of six. We asked 
about their child’s immunization coverage, including Bacillus Calmette-Guérin (BCG), 
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Diptheria-Tetanus-Pertussis (DTP), measles, and polio vaccines. We also asked about 
the occurrence of specific symptoms over the past month, including fever, persistent 
cough, diarrhea, broken bones, cuts, or burns. Additionally, we measured child 
length/height and weight using standardized techniques and this information is used to 
derive children’s length/height-for-age, weight-for-age, weight-for-length/height, and 
body mass index (BMI)-for-age using the World Health Organization Child Growth 
Standards ("WHO Child Growth Standards based on length/height, weight and age," 
2006).  
 
Other covariates included socio-demographic characteristics, including respondent’s 
age, educational attainment, religion, caste, and marital status. We asked the 
respondent to report the following information for all children in the household who 
were less than eighteen years of age: literacy, enrollment in school, time spent in 
school in the prior year, highest level of education completed. For children not 
enrolled in school we asked about why they were not in school and their main 
occupation. Additionally, we asked about the husband of married respondents, 
including their age, educational attainment, and occupation. 
 

6  Evaluation design 

Our evaluation uses a cluster-randomized design, carried out in collaboration with Seva 
Mandir and IFMR-LEAD. Over three years we will examine the effects of introducing an 
affordable daycare program on health and economic well being of women and their 
children. Briefly, a census was completed in late 2014, followed by a baseline survey in 
early 2015 among 3177 mothers with a child between one and six years of age living in 
160 village hamlets from five blocks in the Udaipur district of Rajasthan. In the fall of 
2015, Seva Mandir, a local non-governmental development organization that operates 
daycare programs in other areas in the Udaipur district, established daycares, called 
balwadis, in 80 randomly selected hamlets. The remaining 80 hamlets serve as control 
groups that are ineligible to receive a balwadi until after September 2017, by which 
point mothers will have been re-interviewed twice, in early 2016 and again in early 
2017. The study timeline is shown in Figure 2. 
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Figure 2. Study time line. 

 
 
 

7  Sampling and data 

7.1  Sampling strategy 

Participants and village hamlets 
In December 2014 and early January 2015, 160 hamlets were selected from five blocks 
(i.e., Badgaon, Girwa, Jhadol, Kherwara, Kotda) in the Udaipur District where Seva 
Mandir had not previously established balwadis (Figure 3). These hamlets satisfied five 
criteria determined a priori, specifically: (1) no readily accessible daycare within 1.5 
kilometers to reduce the potential for contamination effects; (2) a minimum number of 
children (≥25) in the appropriate age range in the hamlet to ensure adequate demand; 
(3) an existing structure suitable for a daycare; (4) a qualified woman, living in the study 
hamlet or nearby, to operate the daycare; and (5) adequate demand from the village 
council (Panchayat) for a new daycare. 
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Figure 3. Map of treated and control hamlets. 

 

 
  
Survey procedures 
The survey questionnaire was translated from English to the localized Hindi language 
by a professional translator. The translator was instructed to retain the meaning of the 
questions as they were written in English, but to translate them for the local Hindi 
speaking audience. Once the translation was complete, a project staff member with 
knowledge of the local dialect reviewed the questionnaire to ensure that the Hindi 
version kept the original intent of the questions.  
 
The survey software was designed on SQL by the Institute for Financial Management 
and Research—Leveraging Evidence for Access and Development (IFMR-LEAD) 
software team. The final software format was designed through an iterative process. 
The research associate gave an initial set of written instructions to the software team, 
then tested each version of the electronic questionnaire and gave feedback to the 
team until all errors were corrected. The instructions included rules to reduce surveyor 
error in data entry, including: automatic skips across appropriate questions, acceptable 
ranges for relevant variables, flags or error messages when an invalid input has been 
placed, etc. The final version of the survey included a fully functioning set of rules and 
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skips to minimize error in the field. 
 
We tested the face validity of the questionnaire by consulting individuals with local 
expertise and added, deleted, and revised existing indicators. In mid-2014 we pilot 
tested the questionnaire in a convenience sample of approximately 200 women from 
hamlets outside of our sampling frame. The questionnaire was modified based on the 
results of the pilot study. 
 
We took multiple steps to correct and minimize potential for survey error. The survey 
supervisor observed each surveyor for one survey each day, monitoring for correctness 
in asking survey questions, providing necessary clarifications, and responding to 
respondent questions. A random set of 10% of completed surveys was selected for 
back-checks, done to verify that each surveyor recorded the appropriate responses. To 
do this, the back-check team is given a list of questions asked in the survey that are 
unlikely to change over a short time period, like the number of children, respondent’s 
marital and educational status and employment history. The back check team 
independently re-interviewed the respondents and entered their responses into a 
software program designed to test these questions for identical responses. When a 
discrepancy is found between the original survey response and the back-check 
response, a third party was sent to verify the response. The response found to be 
correct by the third party is taken as the final response. 
 
Study participants  
In late 2014, we completed a household census in each of the 160 hamlets to confirm 
the eligibility of the hamlet, enumerate the population, and identify potential 
respondents for inclusion. Eligible households were those with at least one mother 
(biological or guardian) with a child between one and six years of age. At this time, the 
respondent was considered eligible if they responded to the question “Do you have 
any children between one to six years of age” with a yes. Based on this, the total 
number of eligible households (n=3899) was similar to our desired sample size. From 
this list, we randomly selected one eligible respondent from each eligible household to 
complete a baseline survey. At the time of the baseline survey, we developed a more 
rigorous test for age of the respondent’s children, which included mapping dates to 
the respondent’s life history, local events and major holidays. This more rigorous test 
revealed that several “eligible” children were actually older or younger than our target 
population. A total of 343 respondents were labeled as ineligible due to not having a 
child between one to six years of age and these households were dropped from our 
sample. 
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Potential respondents were given the opportunity to refuse or consent to participation 
in the study. After describing the study objectives, procedures, potential risks, potential 
benefits, voluntary nature, confidentiality and privacy protections, and compensation, 
each eligible respondent was asked if they would consent to participate. This was done 
in written form for respondents who could read and write and orally for those who 
could not. Each respondent who agreed to participate received a blanket, valued at 
100 rupees (Rs.), as compensation at the completion of the survey interview.  
 
After accounting for the households that refused consent, could not be successfully 
reached after three visits, had migrated to another location, were ineligible or were 
deemed unable to respond due to any kind of illness or handicap, a total of 3177 
respondents were included in the final sample (response rate=89.0%). The mean 
completion time for the baseline survey was 50 minutes. Follow-up surveys of baseline 
participants are scheduled for early 2016 (approximately six to eight months after the 
intervention started) and again in early 2017. 
 

7.2  Power calculations 

Power calculations were used to determine the sample size needed to detect an 
impact of our intervention on one of the study’s primary outcomes, women’s labor 
force participation. Given our basic cluster-randomized framework, with clusters 
specified at the level of the hamlet, the power analysis was based on the following 
parameters: the significance level, 𝟏− 𝜶, where 𝜶 represents the probability of a type I 
error; the sample size per cluster, 𝒏; the number of clusters, 𝑱; the fraction allocated to 
treatment versus control, 𝑷; and the between and within-cluster variances, 𝝉𝟐 and 𝝈𝟐, 
respectively. Some of these parameters were considered fixed. In particular, we 
assumed a fixed number of 160 clusters given the finite number of treatment naïve 
hamlets available in our study area. We assumed that the proportion of women in the 
labor force was 30% (𝒗𝒂𝒓𝒊𝒂𝒏𝒄𝒆 = 𝟎.𝟑 ∗ 𝟏− 𝟎.𝟑 = 𝟎.𝟐𝟏) based on pilot data that we 
had collected in areas lacking access to the balwadi program. We varied other 
parameters, specifically the sample size per cluster, in order to estimate the sample size 
necessary for achieving a power, (𝟏− 𝜿), of 80% for estimating a feasible and relevant 
minimum detectable effect size (MDE) in the presence of clustering, measured by the 
intra-cluster correlation (ICC). The MDE is given by (Glennerster & Takavarasha, 2013):  
  

𝑴𝑫𝑬 = 𝒕 𝟏!𝜿 − 𝒕𝜶/𝟐 ×
𝟏

𝑷 𝟏− 𝑷
𝒏𝝉𝟐 + 𝝈𝟐

𝒏𝑱  
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For degrees of clustering typical in social science surveys (between 0.01 and 0.05) 
(Bloom, 2005), we determined that a sample size of 20 individuals per 160 clusters was 
adequate to provide 80% power to detect MDEs that seemed feasible and relevant (5 
to 7 percentage point differences in labor force participation rates). We consider this 
sample size to be conservative because it assumes no baseline covariates. We have 
collected information in the baseline survey on pre-treatment covariates (including 
primary outcomes) and plan to include these covariates in our analysis of our 
outcomes, which should improve our precision (Glennerster & Takavarasha, 2013). 
 

8  Descriptive Statistics 

This section describes the characteristics of the 3177 women who participated in this 
study at baseline. Interviews were completed between January and June 2015, before 
the intervention (balwadis) began. Statistics are provided for each block (Badgaon, 
Girwa, Jhadol, Kherwara, Kotda) and for the total sample. 

8.1  Balance of baseline characteristics 

In any randomized evaluation one of the first checks on the integrity of the study is 
whether treated and control groups are balanced with respect to key baseline 
characteristics. The table below shows several demographic characteristics measured in 
the treated hamlets with balwadis and the control hamlets without balwadis. 
 
Table 1. Demographic characteristics according to treatment status. 

Variable Total Control Treated 

Observations  3175 1519 1656 

Age  29.9 29.9 29.9 

Any schooling 26% 27% 25% 

Married 98% 99% 98% 

Average age at marriage 17.5 17.5 17.4 

Average number of sons 1.6 1.6 1.6 

Average number of daughters 1.7 1.6 1.7 

Hindu religion 72% 73% 72% 

Worked in past 7 days 59% 59% 59% 

Worked in past 12 months 95% 93% 96% 

Were paid cash for working 9% 9% 9% 

Average number of days childcare prevents work  1.5 1.6 1.4 

Below poverty line (has BPL card) 50% 51% 50% 

 
It is clear that the treated and control groups are nearly identical, on average, with 
respect to many social and demographic factors. Although there are some minor 



Affordable Daycare Impact Evaluation  Baseline Report 

13 

differences in Table 1 (e.g., 96% of women in Treated hamlets vs. 93% of women in 
Control hamlets reported working in the past 12 months), these differences are minor, 
providing reassurance that any subsequent differences between treated and control 
groups in the mid-line and end-line surveys are due to the balwadi program.  

8.2  Demographic and socio-economic information 

Women were asked about demographic and socio-economic characteristics pertaining 
to themselves, their husbands, and their households. This information was summarized 
into five main categories: household demographics, home characteristics, household 
income, household savings, and household assets.  
 
Household demographics 
Most women were married, Hindu, and had no education. The majority of women’s 
husbands had some formal education and worked as non-agricultural laborers or 
farmed on their own land. The average household had approximately 3 children.  
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Table 2. Demographic and household characteristics. 

    
 

Badgaon Girwa Jhadol Kherwara Kotda Total 

Woman (respondent)               
Age mean 30.0 29.1 29.9 29.5 31.0 29.9 
Education 

       
 

None % 77% 78% 71% 58% 84% 75% 

 
Primary % 20% 13% 16% 20% 8% 15% 

 
Secondary or above % 3% 9% 13% 22% 7% 10% 

Religion 
       

 
Hindu % 73% 72% 68% 75% 76% 72% 

 
Don't know % 22% 9% 21% 3% 17% 15% 

 
Other % 3% 8% 3% 16% 2% 6% 

 
No religion % 2% 7% 3% 5% 2% 4% 

Caste 
       

 
Scheduled caste % 13% 10% 13% 12% 14% 12% 

 
Scheduled tribe % 37% 56% 40% 35% 48% 45% 

 
Other backward caste % 2% 1% 2% 1% 1% 1% 

 
None of them % 10% 3% 6% 1% 0.5% 4% 

 
Don't know % 38% 31% 39% 51% 36% 38% 

Marital status 
       

 
Married or living together % 98% 99% 99% 98% 99% 99% 

 

Widowed, divorced, or 
separated % 2% 1% 1% 2% 1% 1% 

Age at time of marriage mean 17.4 17.3 17.8 17.6 17.2 17.5 
Husband               
Age mean 32.1 31.3 31.4 32.5 33.2 32.0 
Education 

       
 

None % 40% 33% 32% 18% 54% 36% 

 
Primary % 33% 36% 26% 31% 22% 29% 

 
Secondary or above % 26% 31% 42% 51% 25% 35% 

Occupation 
         Farming on own land % 22% 21% 38% 28% 75% 38% 

  Non-agricultural laborer % 65% 65% 47% 51% 14% 47% 

  Salaried employee  % 4% 6% 7% 10% 2% 6% 
  Other % 9% 8% 8% 11% 8% 9% 
Household               
Number of sons under 18 mean 1.3 1.5 1.6 1.7 2.0 1.6 
Number of daughters under 18 mean 1.5 1.6 1.6 1.6 1.9 1.6 
    n 381 817 848 465 663 3177 
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Housing characteristics  
Most homes had only one room (57%) and no toilet (98%). The most common sources 
of water were tubewells, handpumps, or open wells. The percentage of homes with 
electricity varied considerably by block, ranging 78% in Badgaon to only 14% in Kotda.  
 
Table 3. Housing characteristics. 

      Badgaon Girwa Jhadol Kherwara Kotda Total 

Material of wall of house 
       

 
Mud or other natural material % 31% 60% 81% 90% 73% 69% 

 
Stone % 59% 35% 13% 5% 24% 25% 

 
Brick % 10% 4% 6% 6% 3% 5% 

Material of roof of house 
       

 

Thatch or other natural 
material % 7% 8% 3% 0.4% 14% 7% 

 
Tin % 8% 12% 4% 7% 4% 7% 

 
Tile % 67% 69% 92% 91% 80% 81% 

 
Concrete % 18% 11% 1% 2% 3% 6% 

Rooms in home 
       

 
1 % 65% 57% 63% 34% 62% 57% 

 
2 % 26% 35% 30% 47% 34% 34% 

 
3 or more % 9% 8% 7% 19% 4% 8% 

Toilet facility 
       

 
Open area % 98% 98% 97% 94% 99% 98% 

 
Toilet/latrine % 2% 2% 3% 6% 1% 2% 

House has electricity % 78% 60% 56% 67% 14% 53% 
Drinking water source 

       

 
Tap % 10% 3% 2% 0.2% 1% 3% 

 
Tubewell/handpump % 43% 39% 44% 74% 29% 44% 

 
Tank/reservoir % 0.3% 0% 0.2% 0.4% 0.3% 0.2% 

 
Open well % 45% 48% 51% 25% 60% 48% 

 
River/canal/lake/pond/stream % 2% 11% 3% 1% 9% 6% 

    n 381 817 848 465 663 3177 

 
Household income 
Total yearly household income ranged considerably among blocks. Yearly income was 
highest in Kherwara (Rs. 77,022) and lowest in Kotda (Rs. 34,273), and the largest 
source of income was from salaries and wages. Half of households had a below poverty 
line card. Kherwara had the highest percentage of households with a below poverty 
line card despite also having the highest income. 
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Table 4. Household income. 

      Badgaon Girwa Jhadol Kherwara Kotda Total 

Has below poverty line card %  58% 41% 53% 62% 47% 50% 
Total household income in last 
year Rs. 56620 64295 56070 77022 34273 56734 

 
Salaries and wages Rs. 41371 45449 33562 47364 15883 35858 

 
Agricultural income Rs. 4978 7431 10085 10018 11260 9029 

 

Government grants/welfare 
schemes/relief projects Rs. 3056 2854 5876 4763 2358 3856 

 
Income from livestock Rs. 3224 4247 3719 6380 2094 3848 

 
Pensions Rs. 1624 1880 1462 2734 742 1623 

 
Business income Rs. 1793 1383 785 2738 1321 1457 

 
Other sources Rs. 714 1116 657 3118 766 1166 

    n 381 817 848 465 663 3177 

 
 
Household savings 
Most households had at least one savings account (76%) and the majority of accounts 
were nationalized bank accounts (52%). The total savings amount was highest in 
Kherwara (Rs. 3100) and lowest in Kotda (Rs. 1064).  
 



Affordable Daycare Impact Evaluation  Baseline Report 

17 

Table 5. Household savings. 

      Badgaon Girwa Jhadol Kherwara Kotda Total 

Household has savings 
account % 66% 80% 79% 92% 61% 76%  

Type of savings account 
       

 
Nationalized bank % 63% 56% 55% 47% 39% 52% 

 
Home % 20% 22% 24% 33% 38% 27% 

 
Private bank % 7% 11% 10% 4% 10% 9% 

 
Other % 10% 11% 11% 16% 13% 12% 

Purpose of savings account 
       

 
Child education % 10% 8% 16% 26% 5% 13% 

 
Home improvement % 5% 10% 10% 6% 16% 10% 

 
Household purchasing % 21% 14% 18% 19% 23% 18% 

 
Regular consumption % 17% 23% 18% 13% 21% 19% 

 
Future emergencies % 16% 18% 19% 11% 14% 16% 

 
Other % 32% 27% 20% 24% 21% 24% 

Total savings  Rs. 1633 2355 1556 3100 1064 1893 
Woman can make purchases 
from at least one account 
without husband's 
permission % 49% 45% 53% 71% 46% 52% 

  
n 381 817 848 465 663 3177 

 
Household assets 
Most households owned their own home (71%) and owned a small amount of 
agricultural land (2.1 bigha). The wealth index shows the relative wealth of each 
household compared to other households in our study, and higher scores denote more 
wealth. This index indicates that Kherwara is the wealthiest block and Kotda is the least 
wealthy. 
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Table 6. Household assets. 

      Badgaon Girwa Jhadol Kherwara Kotda Total 

Owns this house or any other 
house % 65% 73% 72% 65% 76% 71% 

Owns agricultural land % 98% 98% 97% 93% 99% 97% 

Amount of agricultural land 
owned (bigha) mean 1.8 1.9 2.4 2.5 2.2 2.1 
Household wealth index1 mean 0.07 0.23 -0.09 0.97 -0.93 -0.01 

    n 381 817 848 465 663 3177 

 

8.3  Employment experiences 

 
Employment experiences 
We asked women about their employment experiences. The majority of women 
worked in the past week (59%) and past month (88%). Most women worked seasonally 
(88%) and their main occupation was farming (92%). Most women worked for a family 
member or were self-employed, and they were not paid for their work (83%).  

																																																								
1 This index was modeled after the wealth index used in the National Family Health Survey-3. This index was 
composed of 29 wealth indicators including type of toilet facility, material of exterior wall, type of roofing, number of 
household members per total rooms in home, electricity in home, source of drinking water), number of cell phones, 
sewing machines, watches or clocks, electric stoves, wood stoves, fans, televisions, VCRs/CD players, radios, bikes, 
motorcycles, wells, grain storage cans, pressure cookers, chairs or stools, beds, tables, silver jewelry, gold jewelry, 
and wedding ornaments, home ownership, amount of agricultural land owned, and if household has savings 
account. 
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Table 7. Women’s employment experiences. 

      Badgaon Girwa Jhadol Kherwara Kotda Total 

Worked last week % 53% 49% 58% 65% 72% 59% 
Worked last month % 82% 88% 88% 94% 83% 88% 

Works seasonally % 83% 90% 89% 92% 85% 88% 
Who do you work for? 

       

 
Works for family member  % 61% 44% 89% 47% 55% 61% 

 
Self-employed % 36% 55% 10% 51% 43% 38% 

Main occupation farming % 86% 95% 90% 91% 96% 92% 
Works on own land % 78% 66% 70% 57% 74% 69% 

Travels >500m to work % 48% 25% 24% 20% 26% 27% 
Walks to workplace % 97% 99% 99% 98% 96% 98% 

Minutes to reach workplace mean 35 20 22 23 23 23 
How are you paid for work? 

       

 
Cash % 14% 8% 7% 5% 6% 8% 

 
Cash and in-kind % 4% 0% 1% 0% 2% 1% 

 
In kind only % 5% 5% 15% 0% 14% 8% 

 
Not paid % 78% 90% 77% 95% 78% 83% 

If paid in cash, paid through 
NREGA % 47% 40% 46% 50% 20% 40% 

    n 381 817 848 465 663 3177 

 
 
Childcare experiences 
We asked women what they did with their children when they were working. Women 
could select multiple answers, and therefore percentages could add up to more than 
100%. Women reported that when they were working they usually took their children 
with them or had a family member watch them. Women reported that they were 
unable to work an average of 1.5 days each month due to caring for their children. 
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Table 8. Childcare experiences. 

      Badgaon Girwa Jhadol Kherwara Kotda Total 

When working, what do you do with 
your child?* 

      

 
Take child with them % 56% 48% 43% 46% 61% 50% 

 
Leave child with sibling % 29% 37% 35% 42% 53% 40% 

 

Family member watches 
children % 33% 37% 39% 54% 32% 39% 

 
Husband watches children % 17% 26% 24% 40% 20% 25% 

Days in past month unable to 
work due to caring for child mean 2.4 1.6 1.4 1.4 1.2 1.5 
If could not work due to caring 
for child, reason had to stay 
with child* 

     

 

Family members or friends 
not available % 37% 35% 47% 49% 29% 40% 

 

No one else to take care of 
child % 42% 36% 49% 46% 27% 41% 

 
Childcare facility closed % 5% 9% 5% 18% 14% 9% 

 
Child sick or injured % 60% 51% 45% 70% 71% 56% 

    n 381 817 848 465 663 3177 

*Participants could select all that apply; total may add up to more than 100%. 
    

8.4  Women’s well-being and health 

 
Women’s well-being 
We asked women to provide a number on a ladder from 1 to 10 that corresponded to 
how they felt about aspects of their lives. Women believed they had a moderate 
amount of control over their lives (5.9 out of 10; 10 = much control) and were fairly 
satisfied with their lives (6.0 out of 10, 10 = completely satisfied). Women reported 
having the lowest confidence in police (4.2 out of 10; 10 = a great deal of confidence) 
and the highest confidence in government (5.7 out of 10).  
 
We asked women about their mental health. Almost all women reported being very 
happy (33%) or rather happy (48%). Women reported a low level of mental distress: on 
average women reported having approximately 2 out of a possible 12 distress 
symptoms.  
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Table 9. Women's well-being. 

      Badgaon Girwa Jhadol Kherwara Kotda Total 

Perceived control over life 
(1=no control, 10=much 
control) mean 5.6 5.8 5.9 6.5 5.7 5.9 
Believes good things happen 
to her and her family more 
than to other people (1=less 
than, 10=more than) mean 5.5 5.8 5.7 6.3 5.6 5.8 
Satisfaction with life 
(1=completely dissatisfied, 
10=completely satisfied) mean 5.7 6.0 6.1 6.8 5.5 6.0 
Confidence in organizations 
(1=no confidence, 10=a 
great deal of confidence) 

       

 
Politicians mean 4.3 5.0 5.0 5.6 5.0 5.0 

 
Government mean 5.4 5.5 5.7 6.3 5.8 5.7 

 
Panchayat mean 5.2 5.4 5.7 6.1 5.5 5.6 

 
Police mean 4.5 4.1 4.1 4.8 3.6 4.2 

Happiness 
       

 
Very happy % 24% 31% 31% 53% 30% 33% 

 
Rather happy  % 54% 55% 50% 33% 46% 48% 

 
Not very happy % 18% 11% 17% 11% 19% 15% 

 
Not happy at all % 5% 2% 2% 3% 5% 3% 

Mental distress symptoms 
(range 0-12) mean 2.0 1.9 2.2 2.3 2.3 2.1 

    n 381 817 848 465 663 3177 

 
 
Intimate partner violence 
We asked women if they experienced controlling behaviors, emotional abuse, or 
physical abuse by their partners. We asked six questions about controlling behaviors by 
a woman’s partner, and the majority of women reported at least one controlling 
behavior (60%). 
 
We asked women 3 questions pertaining to emotional abuse and 7 questions 
pertaining to physical abuse by their partner in the past 12 months. Approximately one 
third of women reported experiencing emotional abuse (32%) or physical abuse (37%). 
The most common type of emotional abuse was due to a husband saying or doing 
something to humiliate the woman in front of others (28%), and the most common type 
of physical abuse was being slapped (31%). 
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Table 10. Intimate partner violence. 

      Badgaon Girwa Jhadol Kherwara Kotda Total 

Controlling behaviors by husband 
       

 

Gets angry/jealous if you talk to 
other men % 39% 41% 37% 45% 38% 40% 

 

Does not permit you to meet 
your female friends % 22% 23% 28% 28% 26% 26% 

 

Tries to limit contact with your 
family % 21% 18% 22% 25% 22% 21% 

 

Insists on knowing where you 
are % 40% 38% 44% 51% 40% 42% 

 

Does not trust you with any 
money % 17% 13% 21% 24% 19% 18% 

 

Woman reports at least one 
controlling behavior % 61% 57% 61% 66% 58% 60% 

Emotional abuse in past 12 months 
by husband 

       

 

Said or did something to 
humiliate you in front of others % 22% 22% 30% 33% 33% 28% 

 

Threated to hurt or harm you or 
someone close to you % 13% 15% 15% 23% 16% 16% 

 

Insulted you or made you feel 
bad about something % 17% 15% 23% 23% 31% 22% 

 

Woman reports at least one 
type of emotional abuse % 27% 24% 35% 37% 38% 32% 

Physical abuse in past 12 months 
by husband 

       

 
Slapped you % 32% 27% 34% 28% 34% 31% 

 
Twisted arm or pulled hair % 21% 18% 23% 20% 21% 21% 

 

Pushed you, shook you, or threw 
something at you % 22% 15% 20% 22% 16% 19% 

 

Punched you with his fists or 
with something that could hurt 
you % 12% 10% 14% 14% 9% 12% 

 

Kicked you, dragged you, or 
beat you up % 10% 7% 13% 13% 8% 10% 

 

Tried to choke or burn you on 
purpose % 3% 3% 6% 4% 3% 4% 

 

Threatened to attack you with a 
knife, gun, or any other weapon % 3% 2% 3% 1% 2% 2% 

 

Reports at least one type of 
physical abuse % 38% 33% 40% 37% 38% 37% 
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    n 381 817 848 465 663 3177 

 

8.5  Women’s Time Use 

 
We asked women to recall the number of minutes they spent doing various activities in 
the past 24 hours. On average, women spent 17 minutes doing paid work and almost 
9½ hours (564 minutes) doing unpaid work. The largest source of unpaid work was 
caring for children, the elderly, or disabled persons (149 minutes).  
 
Table 11. Women's time use in last 24 hours (minutes). 

      Badgaon Girwa Jhadol Kherwara Kotda Total 

Paid work 
       

 
Agricultural laborer mean 5 3 3 1 4 3 

 
Non-agricultural laborer mean 11 12 7 2 3 7 

 
Other mean 12 6 9 8 2 7 

 
Total mean 28 21 19 11 9 17 

Unpaid work   
      

 
Collecting water mean 43 59 47 60 54 53 

 
Cooking mean 90 95 98 107 106 99 

 
Cleaning mean 48 49 45 66 42 48 

 
Caring for clothes mean 58 56 54 44 53 53 

 

Caring for children, 
elderly, or disabled mean 132 167 140 153 147 149 

 

Gathering fuel or 
firewood mean 48 31 51 14 26 35 

 
Tending animals mean 73 69 68 64 50 65 

 
Working in own fields mean 58 62 49 61 82 62 

 
Total  mean 550 588 552 569 560 564 

Other activities 
       

 
Shopping mean 7 7 10 8 5 8 

 
Tending own business mean 4 2 4 5 1 3 

 

Political activities or 
attending village 
meetings mean 1 1 1 1 1 1 

 

Watching TV or listening 
to radio mean 5 4 2 6 1 3 
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    n 381 817 848 465 663 3177 

 
 

8.6  Women’s empowerment 

 
Freedom of movement within village 
We asked women if they were free to go to 5 different places within the village alone. 
Most women (80%) reported they could go to all places alone.  
 
Table 12. Freedom of movement within village. 

  
 

  Badgaon Girwa Jhadol Kherwara Kotda Total 

Woman permitted to go alone 
within village to:  

       

 
Market % 86% 87% 90% 93% 89% 89% 

 
Health center or doctor % 83% 86% 89% 94% 86% 88% 

 

Community center or meeting 
place % 83% 85% 87% 89% 85% 86% 

 
Homes of friends in village % 93% 93% 90% 92% 89% 91% 

 
Shrine/mosque/temple % 93% 92% 91% 94% 87% 91% 

Permitted to go to all places 
within village alone % 75% 80% 82% 83% 80% 80% 

    n 381 817 848 465 663 3177 

 
Decision-making 
We asked women about their participation in 8 household decisions. The majority of 
women were involved in some decisions in the home, although only 27% of women 
were involved in all household decisions. Women’s involvement in all household 
decisions was highest in Kotda (36%) and lowest in Kherwara (21%).  
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Table 13. Women’s involvement in life and household decisions. 

      Badgaon Girwa Jhadol Kherwara Kotda Total 

Involved in decisions about:  
       

 
Health care for herself % 68% 51% 58% 47% 68% 58% 

 
Whether she can work % 67% 63% 61% 71% 61% 64% 

 
Where she can work % 62% 61% 59% 66% 62% 61% 

 

Education of children, 
including where they go to 
school and until which grade % 76% 83% 78% 89% 72% 80% 

 
Visits to family or friends % 75% 76% 76% 76% 78% 77% 

 

Making major household 
purchases % 64% 64% 66% 69% 68% 66% 

 

Making purchases for daily 
household needs % 70% 68% 65% 66% 75% 69% 

 

How your husband's earnings 
will be used % 77% 82% 74% 83% 73% 77% 

Involved in all decisions % 29% 26% 23% 21% 36% 27% 

    n 381 817 848 465 663 3177 

 

Views on intimate partner violence  
We asked women if they believe a husband is justified beating his wife in 5 scenarios, 
and more than half of women believe a husband is justified beating his wife in at least 
one scenario (66%). The percentage of women who believe violence is justified was 
highest in Kherwara (82%) and lowest in Kotda (53%).  
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Table 14. Views on intimate partner violence. 

      Badgaon Girwa Jhadol Kherwara Kotda Total 

Believes husband justified in 
beating wife if she:  

       

 

Leaves the home without 
telling him % agree 47% 46% 49% 63% 41% 48% 

 

Neglects the house or 
children % agree 55% 51% 54% 68% 45% 53% 

 
Argues with him % agree 45% 47% 47% 65% 42% 49% 

 
Doesn’t cook food properly % agree 51% 47% 44% 52% 39% 46% 

 
Shows disrespect for in-laws % agree 54% 49% 49% 60% 42% 50% 

 

Husband justified in any 
scenario 

 
71% 63% 67% 82% 53% 66% 

    n 381 817 848 465 663 3177 

 
 
Views on gender norms 
We asked women if they agree or disagree with 6 statements pertaining to gender 
norms. Overall, the majority of women (72%) indicated a gender preference for at least 
one question. However, the percentage of women who showed a gender preference 
varied considerably by question. For instance, 9% of women thought it was better to 
send a son to school than a daughter, but 39% of women thought a wife should 
tolerate being beaten to keep the family together. 
 
Table 15. Women’s views on gender norms.  

   
Badgaon Girwa Jhadol Kherwara Kotda Total 

Important decisions should only 
be made by men in the family % agree 39% 37% 38% 27% 48% 38% 
A husband should help with 
chores if wife is working % agree 87% 86% 90% 96% 93% 90% 
A married woman should be 
able to work outside the home if 
she wants to  % agree 86% 87% 90% 94% 92% 90% 
A wife has a right to express her 
opinion even if she disagrees 
with what her husband is saying % agree 76% 81% 81% 89% 84% 82% 
A wife should tolerate being 
beaten by her husband to keep 
the family together % agree 31% 39% 35% 66% 30% 39% 
It is better to send a son to 
school than a daughter % agree 10% 7% 7% 2% 16% 9% 
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Woman shows gender 
preference % 73% 71% 69% 80% 72% 72% 

    n 381 817 848 465 663 3177 

 
 
Participation in the community  
We asked women about the groups they attended and if they voted. Only a few 
women attended a group with regular meetings (12%), and the most common group 
attended was women’s organization meetings. Almost all women always or sometimes 
voted (93%).  
 
Table 16. Participation in the community. 

      Badgaon Girwa Jhadol Kherwara Kotda Total 

Attends group with regular meetings %  11% 8% 14% 14% 15% 12% 

Type of group woman attends  
     

 
Women's organization %  4% 4% 4% 8% 6% 5% 

 
Self help group (SHG) %  3% 2% 6% 4% 4% 4% 

 
Other group %  3% 2% 3% 2% 5% 3% 

Always or sometimes votes % 90% 90% 95% 97% 95% 93% 

  
n 381 817 848 465 663 3177 

 

8.7  Child Health and Schooling 

Children’s immunization status 
We collected immunization information from immunization cards, or if mothers did not 
have cards we tried to determine which immunizations the child had received by asking 
mothers details about the immunization (e.g., description, location, and timing of 
immunization). We collected this information for study participant’s children who were 
between the ages of 1 and 6. “Fully immunized” children were immunized against 
BCG, polio (3 doses), DPT (3 doses), and measles/MMR. Few children (24%) were fully 
immunized, and full immunization rates were especially low in Kotda (12%).  
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Table 17. Children’s immunization status. 

      Badgaon Girwa Jhadol Kherwara Kotda Total 

Immunized for BCG % 82% 71% 78% 69% 47% 67% 
Immunized for polio (received at 
least 3 oral doses) % 70% 70% 62% 66% 65% 66% 
Immunized for DPT (received at least 
3 shots) % 52% 63% 60% 61% 76% 64% 

Immunized for Measles/MMR %             

Fully immunized % 29% 24% 32% 28% 12% 24% 

    n 641 1376 1436 819 1283 5560 

*Questions were asked of all children between ages 1 and 6.  
    

Children’s health 
We asked mothers about the health problems their children under 18 years of age had 
experienced in the last month and where the child received medical treatment. The 
most common health problems were diarrhea (68%) and persistent cough (48%). The 
majority of women took their children to a private clinic for treatment for diarrhea, 
cough, and fever. 
 



Affordable Daycare Impact Evaluation  Baseline Report 

29 

Table 18. Children’s health status as reported by parent. 

      Badgaon Girwa Jhadol Kherwara Kotda Total 

In past month child had: 
       

 
Fever or chills % 35% 42% 31% 42% 42% 38% 

 
Persistent cough % 50% 50% 43% 50% 51% 48% 

 
Diarrhea % 71% 70% 62% 75% 68% 68% 

 
Broken bone % 0.5% 0.9% 0.7% 0.9% 0.6% 0.7% 

 
Cut with heavy bleeding % 5% 3% 4% 5% 2% 4% 

 

Skin burn that became white or 
blistered % 3% 2% 2% 3% 1% 2% 

Treatment place for cough  
       

 
Private clinic  % 51% 45% 51% 48% 66% 52% 

 
Government/community clinic % 21% 27% 17% 12% 10% 18% 

 
Pharmacy % 6% 9% 10% 11% 9% 9% 

 
Other % 16% 13% 18% 21% 9% 15% 

 
No treatment % 5% 6% 5% 8% 6% 6% 

Treatment place for fever  
       

 
Private clinic  % 54% 47% 58% 53% 72% 57% 

 
Government/community clinic % 23% 30% 16% 10% 10% 18% 

 
Pharmacy % 2% 4% 3% 4% 8% 4% 

 
Other % 19% 14% 20% 23% 6% 16% 

 
No treatment % 2% 5% 3% 10% 4% 5% 

Treatment place for diarrhea 
       

 
Private clinic  % 45% 47% 52% 53% 70% 54% 

 
Government/community clinic % 18% 26% 17% 8% 12% 17% 

 
Pharmacy % 8% 8% 7% 10% 10% 8% 

 
Other % 24% 13% 21% 27% 4% 16% 

 
No treatment % 5% 6% 2% 2% 4% 4% 

    n 1070 2541 2679 1514 2566 10381 

*Questions applied to all children under 18 years old in household 
    

Children’s growth and malnutrition 
We measured children’s height and weight and used the Child Growth Standards 
developed by the World Health Organization to assess whether children were 
underweight (low weight for their age), stunted (low height for age), or wasted (low 
weight for height).  The majority of children were underweight (69%) or stunted (69%), 
and 31% of children were wasted. Children from Kotda had the poorest nutrition—
almost half of children (46%) were wasted.  
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Table 19. Measures of children’s growth and malnutrition. 

      Badgaon Girwa Jhadol Kherwara Kotda Total 

Underweight % 72% 67% 63% 61% 82% 69% 
Stunted % 73% 65% 70% 60% 77% 69% 

Wasted % 31% 30% 23% 29% 46% 31% 

    n 641 1376 1436 819 1283 5560 

* Calculated for all children in household between ages 1 and 6.  

 
Children’s education and literacy 
We asked women about their children’s education and literacy, and we summarized 
this information for all children between the ages of 6 and 18.  Many children (36%) 
could not read or write, and only 65% of children were attending school. These 
educational indicators were especially poor for children in Kotda. In Kotda, less than 
half of children (45%) were attending school, and the majority of children (58%) could 
not read or write. Across all blocks, the most common reason children were not 
attending school was due to being needed for housework (24%) or because the child 
lost interest (19%). 
 
Table 20. Children’s education and literacy. 

        Badgaon Girwa Jhadol Kherwara Kotda Total 

Child can: 
       

 
Read only % 5% 4% 4% 4% 1% 3% 

 
Write only % 7% 8% 7% 5% 6% 7% 

 
Read and write % 50% 58% 63% 72% 35% 54% 

 
Cannot read or write % 37% 29% 26% 19% 58% 36% 

Child is attending school % 65% 70% 74% 77% 45% 65% 

Days in school per week Mean 3.5 4.0 4.2 4.4 2.4 3.6 
Hours in school per day Mean 3.7 4.1 4.5 4.6 2.7 3.8 

Reason child is not in school 
       

 
Lost interest % 19% 17% 24% 26% 16% 19% 

 
No school locally % 7% 7% 4% 7% 9% 7% 

 
Working/earning an income % 9% 11% 13% 12% 9% 11% 

 
Needed for housework % 21% 33% 12% 12% 29% 24% 

 
Other % 44% 33% 47% 44% 36% 39% 

If not in school, child's main occupation 
     

 
Domestic duties % 49% 63% 40% 37% 60% 54% 

 

Casual laborer/non-
agricultural laborer % 11% 9% 14% 27% 9% 12% 

 
Other % 40% 28% 47% 36% 31% 35% 

 
    n 392 997 1055 569 1132 4151 
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*Calculated for all children in household between 6 and 18 years 
   

  

9  Conclusions 

This report provides the rationale, basic design, and baseline findings for a cluster-
randomized evaluation of the impact of access to affordable daycare on social, 
economic, and health outcomes of rural Indian women and their children.  Prior 
evidence of daycare impacts on women has been limited by non-randomized designs, 
and outcomes have generally focused on children rather than mothers. Moreover, most 
prior research has been conducted in Latin America.  
 
We are monitoring and attempting to mitigate threats to the internal validity of our 
study, which include partial compliance, attrition, and spillovers. First, partial 
compliance could occur if hamlets assigned to the treatment arm did not open a 
daycare center or closed a daycare center before the end of the study period; this 
would tend to reduce the difference in treatment receipt between treated and control 
clusters and dilute the true treatment effect. A daycare center might close in a treated 
hamlet if a government anganwadi were to open in the same hamlet (Seva Mandir 
does not operate balwadis in hamlets with a government anganwadi). Additionally, a 
center might close if a sanchalika became unable to operate the center and a suitable 
replacement could not be identified. Seva Mandir has worked in partnership with the 
community in the Udaipur District since 1968 and study hamlets were restricted to 
areas with adequate demand expressed by village councils; thus, we do not anticipate 
substantial non-compliance in our treatment arm. Treatment effects might also be 
diluted if government anganwadis are established in control hamlets.  
 
Second, attrition could occur in our study if respondents are lost to follow-up during 
the study period. We are attempting to prevent selection bias by minimizing losses to 
follow-up; strategies include making at least three visits to respondents’ homes to 
conduct interviews, collecting detailed address and telephone information to track 
individuals over time for follow-up interviews, and providing an incentive to participate 
in the study. Given the relatively short time frame for our study we do not expect a 
substantial rate of attrition.  
 
Third, spillovers could occur if, for example, respondents of control villages enrolled 
their children in balwadis in treatment villages. In order to reduce potential spillovers, 
we utilized a cluster-level design and did not select control hamlets within a buffer of 
approximately 1.5 kilometers from a treated hamlet. Moreover, hamlets in the region 
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are typically dispersed and daily travel between hamlets is relatively rare. Seva Mandir’s 
prior work suggests that the risk of women in a neighboring hamlet taking up day-care 
in a treated hamlet is low. 
 
Rajasthan is among India’s poorer states and the results of our study may be 
generalizable to other low-income contexts. However, there may be limitations to our 
study in terms of external validity and potential scale-up. Our study is being conducted 
in selected areas that have adequate demand to sustain a daycare center. Additionally, 
we are evaluating a model of daycare designed by a non-governmental organization 
that has been operating in the region for many years. Whether results concerning the 
impact of the balwadi program can be generalized to other rural areas lacking 
affordable daycare service within India, or to different daycare models, is unclear.  
 
Cost-effective interventions to improve women’s empowerment are urgently needed, 
especially in regions where existing indicators suggest that women’s empowerment is 
low. Our cluster-level design will help to improve the quality of evidence on whether 
providing community-run full-time daycare may improve economic opportunities and 
empowerment among rural women.  
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