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INTRODUCTION 

 

The ACT Consortium and Social Science 
Malaria is a leading cause of morbidity and mortality in many countries in Africa and in Asia. 

Artemisinin Combination Treatment (ACT) presents an opportunity to reduce this burden of malaria 

but effective methods to deliver treatment to those who most need it remain unclear. Projects 

within the ACT consortium aim to investigate methods to improve access and targeting of ACTs in 

countries in Africa and Asia. 

Many of the projects in the ACT Consortium are intervention studies, aiming to measure the effects 

of different methods to improve the delivery and/or targeting of these antimalarial drugs. 

Community/patient and health worker perceptions of malaria risk, diagnosis and treatment affect 

treatment seeking and delivery practices and understanding these perceptions is therefore central 

to achieving the goals of the ACT Consortium.  

The focus of the social science in the ACT Consortium is to gain an understanding of community/ 

patient and health worker perceptions and behaviours in relation to malaria and its diagnosis and 

treatment in different settings and to contribute to the design and evaluation of interventions from 

the perspective of community/patient and health worker perceptions and behaviours. A number of 

studies of malaria perceptions and behaviours have been conducted over the past decades in 

different (mostly African) settings and these are useful for hypothesising factors that may enhance 

or diminish effects of interventions to improve antimalarial delivery. However, perceptions and 

behaviours are dynamic, expected to vary between social groups and also to affect and respond to 

change over time. Therefore, further data collection at the start of an intervention study may be 

appropriate in some settings to contribute to intervention design (formative social research). 

Elsewhere, such data may need to be collected to compare perceptions before and after an 

intervention or between intervention and control arms of a trial (outcome evaluation). In addition to 

forming ŀƴŘ ŜǾŀƭǳŀǘƛƴƎ ŀƴ ƛƴǘŜǊǾŜƴǘƛƻƴ ŦǊƻƳ ŀƴ ΨƻǳǘŎƻƳŜǎΩ ǾƛŜǿǇƻƛƴǘΣ ƛƴǘŜǊǾŜƴǘƛƻƴ ǊŜǎŜŀǊŎƘŜǊǎ ŀǊŜ 

ƛƴŎǊŜŀǎƛƴƎƭȅ ōŜƛƴƎ ŎŀƭƭŜŘ ǘƻ ŜǾŀƭǳŀǘŜ ŦǊƻƳ ŀ ΨǇǊƻŎŜǎǎΩ ǾƛŜǿǇƻƛƴǘ όǇǊƻŎŜǎǎ ŜǾŀƭǳŀǘƛƻƴύΦ CƻǊ ŀƭƭ 

interventions of a complex nature- in this case involving a change in behaviour of communities or 

providers- the detail of the components of the intervention actually delivered and received by 

participants is essential to interpret the impact of the intervention and to inform policy. 

 

Document  aim  
The aim of this document is to describe some social questions and methodological approaches to 

consider in the design and evaluation of behaviour change interventions through three stages: 

formative work; process evaluation; and outcome evaluation. Many of the topics, such as 

perceptions and acceptability of ACTs and rapid diagnostic tests (RDTs), are common to several of 

ǘƘŜ /ƻƴǎƻǊǘƛǳƳΩǎ ǇǊƻƧŜŎǘǎ ǘƘŜ ǳǎŜ ƻŦ ǎƛƳƛƭŀǊ ƳŜǘƘƻŘǎ ǿƛƭƭ ŜƴŀōƭŜ ŎƻƳǇŀǊŀōƛƭƛǘȅ ōŜǘǿŜŜƴ ǎƛǘŜǎ ŀƴŘ 

will therefore add strength to the interpretation of results for policy. 



 

 

3 INTRODUCTION 

 

Document  Outline  
The document is divided into two sections: (I) social approaches and questions for three stages of 

intervention research (formative, process evaluation and outcome evaluation) and (II) details of 

methods for carrying out social research (in-depth interviews, focus group discussions, 

questionnaires, structured observation and structured documentation). 
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4 SECTION I: Social Science in Operational Research 

SECTION I: Social Science in Operational Research 

Three roles of social science in operational research can be identified for ACT Consortium projects. 

These are roles in formative research, process evaluation and outcome evaluation. Each of these 

roles, or stages, focuses on different research questions and may therefore require different data 

collection methods. These are outlined in Table 1. This section will describe approaches and 

questions for each stage, including suggested topic guides. Detail of data collection methods and 

analysis will be discussed in Section II. 

 

 

Table 1. Social science components and data collection methods 

  DATA COLLECTION METHOD 

FORMATIVE RESEARCH   

In-depth qualitative methods to understand the beliefs, attitudes 

and knowledge underlying provider behaviour and/or community 

behaviour and expectations. Formative research often incorporates 

the design of behaviour change interventions for provider and/or 

community-based strategies. Data collected at this stage can also be 

used as baseline data to compare with data collected during/after 

an intervention. 

 

 In-depth interviews; 

Focus group discussions; 

Direct observations. 

PROCESS EVALUATION   

Taking place during the trial, to find out if the implementation of 

the trial is going as planned in the objectives. This entails 

assessment of the intervention in terms of its fidelity, dose delivery, 

dose received, reach, recruitment and documentation of the 

context of the trial. This is on-going and could therefore contribute 

to changes in the intervention during the trial as well as to an 

understanding of the effect of the intervention. 

 

 Interviews; 

Structured documentation:  

Project diaries;  

Attendance and materials; 

Context documentation. 

OUTCOME EVALUATION   

Qualitative assessment of changes in health worker and community 

perceptions and behaviour. Study of the acceptability of the 

intervention. This may take place during and/or after an 

intervention. 

 In-depth interviews; FGDs;  

Direct observation;  

Knowledge questionnaires; 

Patient satisfaction surveys; 
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Conceptual framework  
Studies of community, patient, health worker and drug seller perceptions and behaviour, suggest 

groups of factors can be identified that may influence how malaria and its diagnosis and treatment 

are perceived and practice in treatment seeking, adherence and prescribing (Ajayi et al., 2008a; 

Barat et al., 1999; Baume et al., 2000; Bell et al., 2001; Bukirwa et al., 2008; Chandler et al., 2008a; 

Chandler et al., 2008b; Delacollette et al., 1996; Gyapong & Garshong, 2008; Hamer et al., 2007; 

Hanson et al., 2005; Harvey et al., 2008; Hetzel et al., 2008; Kamat, 2006; Mbonye, 2003; Molyneux 

et al., 2002; Montgomery et al., 2006; Muela & Ribera, 2003; Ndyomugyenyi et al., 2007; Nyamongo, 

2002; Onwujekwe et al., 2008; Pilkington et al., 2004; Tiono et al., 2008; Wasunna et al., 2008). 

Some of these factors are presented in a framework in Figure 1, showing factors that may affect 

community treatment seeking and health worker and drug seller practice. These factors and others 

may be identified and expanded upon in formative research. Each may then be the focus of an 

intervention that aims to improve antimalarial delivery, or may be indirectly or unintentionally 

affected by such an intervention, and may therefore be the focus of outcome evaluation. The 

quality, or reality, of the intervention is also included in the framework and each of the factors 

forming this may affect the perceptions and practices outlined in the spheres on the left. In order to 

be able to design interventions that may have success in changing behaviour, an understanding of 

the factors and processes indicated in the relevant spheres on the left of the diagram is essential. In 

order to evaluate the intervention, the reality of its delivery needs to be documented, and its effects 

on the social processes in the health worker, drug seller and community spheres also needs to be 

documented. Taking this holistic approach will enable a rich description of the proposed perceptions 

and behaviours intended to change in the intervention, what the intervention was composed of, and 

its acceptability and effect on the social mechanisms in which treatment seeking and prescribing 

behaviour are embedded. Such an approach will enable the research to provide results that are 

meaningful to policy makers in terms of the context under which an intervention might work, the 

priority areas of the intervention and the effect it may have on the health system beyond the 

primary outcome.  
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Figure 1. Framework of social factors 
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Formative Research 

1. Formative Research 
 

The purpose of formative social research in health is to gain an understanding of the perceptions 

and practices of a particular population group. This information can be collected at several points in 

time to monitor change, and/or can be used in the development of appropriate and effective 

strategies to improve health through behaviour change. Atkin and Freimuth (1991) emphasise the 

value of formative research in developing more effective health campaigns, and divide it into two 

stages: information gathering and intervention design. The information gathering stage aims to learn 

as much as possible about the perceptions and practices of the intended audience and community 

and to specify targets for the behaviour change strategy, including target audiences and behaviours, 

critical intermediate barriers to change (knowledge, beliefs, attitudes, priorities, skills and efficacy) 

and potential mediums through which the target audience may respond. The intervention design 

stage, often underinvested in (Lloyd et al., 1994), involves incorporating findings from the 

information gathering stage into a conceptual framework together with evidence from other 

intervention studies and behaviour change theory, and using this to design and pilot an intervention 

package.  

1.1.  Information gathering in  formative research  
Table 2 outlines four key domains for exploration in formative research: understanding the current 

policy and operational context of behaviour; understanding current practice and potential external 

(primarily logistic) determinants; understanding current perceptions associated with practice; and 

understanding whether the population of interest perceives a need for change. Each domain may be 

explored using different methods and with different participants. Table 2 outlines the domains and 

topics that may be explored with different participants using different methods.  

Table 2. Formative research topics and methods 

Domain Method Participant(s) Topics 

Understanding context 

of behaviour and 

potential for change 

In-depth interviews Stakeholders  

 

Policy and operational influences on current 

practice (guidelines, supervision, in-service 

training); feasibility and willingness to 

implement behaviour change; potential 

methods and involvement in intervention 

Understanding current 

practices 

Direct observation Patients, drug sellers, 

health workers  

What participants do in the face of 

symptoms, test results and treatment 

options; what external factors determine this 

Understanding current 

perceptions and 

practices 

In-depth interviews Key informants 

όƛƴǎƛŘŜǊǎ ΨǘǊŀƴǎƭŀǘƛƴƎΩ 

for outsiders) 

Inside to outside view of prevailing 

perceptions and practices of the group of 

interest (HWs/patients) 

Understanding current 

perceptions and 

practices and perceived 

need for change 

In-depth interviews 

and focus group 

discussions 

Community, patients, 

drug sellers, health 

workers 

9ȄǇƭƻǊŀǘƛƻƴ ƻŦ ŀŎǘƻǊǎΩ perceptions of malaria 

risk, tests, treatment; social context of 

treatment seeking, consultations and 

provider-provider interactions; perceived 

need for change of malaria 

diagnosis/treatment 
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Formative Research 

 
The use of a conceptual framework built from findings of previous research, such as that depicted in 

Figure 1, is useful in designing topic guides of in-depth interviews, focus group discussions and direct 

observations.  

 

The following are a series of examples of topic guides for different methods and different participant 

groups, mostly centred around the subject of the introduction of RDTs at health facilities or drug 

vendors, with topics based on the conceptual framework in Figure 1. The examples demonstrate the 

different types of topics and questions that might be asked through the use of different methods, 

showing the strong points of each and the potential benefit of multiple methods to assess a subject 

area from different viewpoints. The examples include stakeholder interviews, key informant 

interviews with community leaders, in-depth interviews with health workers, a focus group 

discussion with patients/community members and structured observations of drug sellers. 

 

Box 1. Example topic guide: Stakeholder interviews to assist design of intervention to change 
prescribing practice of providers 

Short in-depth interviews with decision makers at the district and national levels (district health 

officials, representatives of local non-governmental organisations (NGOs), Ministry of Health and 

National Malaria Control Programme policy makers) may provide useful information for the design 

of the study, particularly for alignment with existing systems for future roll-out if interventions are 

effective, as well as willingness of policy makers to be involved in and contribute to interventions. 

Topic of interest Question 

Support for intervention Do respondents perceive the need for change? What do they perceive as the 

priorities for change in malaria? What are they planning and how do they foresee 

the research project fitting in with their plans? 

Other research What other research is ongoing / planned around the same topics? Who do they 

foresee as co-ordinating results of different projects? 

Public health education 

system (for 

sustainability) 

What methods currently / previously used to convey public health messages and 

changes to policy to communities (prompt: health workers, radio, NGOs; malaria 

specific, successes and failures)? Who is responsible for public health education 

(prompt: different diseases, decentralization, patient responsibility)? Could a 

health information intervention be rolled-out? 

Health worker in-service 

education and 

supervision 

What are the routine in-service trainings provided for HWs? What have been the 

most effective methods for changing prescribing behaviour (workshops / HF based, 

duration, didactic or interactive)? Who has a strong influence over HWs (Chief MO, 

DMO)? What is the current supervision system of HWs (training of supervisors, 

process, content, frequency)? Is performance measured and/or fed back? 
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Formative Research 

Box 2. Example topic guide: Key informant interviews with community leaders to assist design of 
intervention to introduce RDTs for malaria diagnosis. 

Key informant interviews are often used to help an outsider to understand an issue or setting. 

Respondents are purposively selected for their ability to achieve this, rather than being selected 

ǘƘǊƻǳƎƘ ŀ ǊŀƴŘƻƳ ƻǊ ǊŜǇǊŜǎŜƴǘŀǘƛǾŜ ǎŀƳǇƭƛƴƎ ƳŜǘƘƻŘΦ YŜȅ ƛƴŦƻǊƳŀƴǘǎ ŀǊŜ ŎƘƻǎŜƴ ŀǎ άǇŜƻǇƭŜ ǿƘƻ 

are particularly knowledgeŀōƭŜ ŀōƻǳǘ ǘƘŜ ƛƴǉǳƛǊȅ ǎŜǘǘƛƴƎ ŀƴŘ ŀǊǘƛŎǳƭŀǘŜ ŀōƻǳǘ ǘƘŜƛǊ ƪƴƻǿƭŜŘƎŜέ 

(Patton, 2002)(p. 231). Community leaders may be selected for these interviews partly because of 

the assumption of their knowledge and articulacy but also for political reasons.   

Topic of interest Question 

Treatment seeking 

behaviour 

Is there a typical treatment seeking route for illness in this community? Can this 

be described and does it differ by age, sex or socioeconomic status of the 

patient?  

Malaria knowledge & 

Practice 

Is malaria common in the community? What signs and symptoms do people 

associate with malaria? What is usually done with a case of malaria (prompt: age, 

gender)? How do people diagnose malaria (prompt: at home vs in health 

facilities)? What is the typical treatment seeking routine for malaria? What risk 

do people associate with malaria? 

Perceptions of tests What tests do community members use and prefer for malaria (prompt: local, 

health facility; microscopy)? When would they want a malaria test? What types 

of test (malaria or other) do people trust? Are there some places that do better 

tests than others? What do people here expect when they have a malaria test 

(antimalarials for negative tests)? 

Perception of 

antimalarials 

What treatment do people take for malaria? Has this changed over time? Why 

was this? Does everyone in the community take the same treatment? Do people 

ever complain about side-effects of antimalarials (or other drugs)? What happens 

in these cases (who is responsible and how is the side-effect solved)? Have you 

heard about new antimalarials (Alu/Coartem) and where was the information 

from? Does your community like the new drugs? Why do you think the new 

antimalarials are being used? Do you think people here prefer the new or the old 

drugs? 

Perception of health 

workers 

What do people in this community think about the public health service (when to 

use, cost, accessibility)? If a health worker gives a diagnosis or treatment, do 

people here follow the advice or go elsewhere? If some community members 

have been trained as health workers, is their diagnosis trusted? 

Perception of IEC Do you think that the methods for diagnosing and treating people with fever in 

this community should be changed? If so, who is responsible? What sort of 

messages do you think would be effective in changing from using one drug to 

another, or changing to using tests? Do you think that patients are able (or would 

this be possible) to demand tests or treatment from health workers at facilities? 
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Formative Research 

 
Box 3. Example topic guide: In-depth interviews with health workers to assist design of 
intervention to introduce RDTs for malaria diagnosis. 

Topic of interest Question 

Aware of need to 

change? 

What is your current practice with diagnosing malaria and prescribing antimalarials?  

Probes: what steps go into your usual diagnostic process and what factors affect 

whether each of these steps is completed? How do you decide which patients to 

give antimalarials to and how does this relate to what you know about district/MoH 

strategies for malaria control?  

Are you aware of any weaknesses in your current strategy for prescribing 

antimalarials?  

Probes: Do you think antimalarials should be prescribed any differently now that 

ACTs are becoming available? Have you tried to change your practice in 

antimalarial prescribing? 

Perception of tests / 

culture 

What tests do you have available for diagnosing malaria and other conditions?  

Probes: What are the strengths and limitations of these? What is your experience 

of working in facilities where microscopy (and other tests) are available? What do 

you think is the role of your clinical judgement when tests are available? Have you 

heard of RDTs (perceived strengths, limitations)? 

If RDTs were available to you, can you see how they might fit with consultation and 

diagnostic process in practice? 

Probes: what problems could you foresee and what ways do you think these might 

be solved? (e.g. timing ς who should conduct the test and what should happen 

whilst waiting for the result?) 

Knowledge Are you aware of guideline changes for antimalarial prescribing and malaria diagnosis?  

Prompt: Where did you receive this information? Do you trust the source of 

information and why/why not? 

What has been your experience of training in malaria diagnoses before you started 

working and during your career? 

Prompt: what do you think about what you have been taught at different stages? 

How does it relate to what you know now? 

Supervision / 
Physical 
environment 

What is your experience with supervision at this health facility?  

Prompt: Does anyone supervise how diagnoses are made at this health facility? 

What usually happens with routine supervision from the district: how frequent, 

who is supervisor, relationship with supervisor, what they ask, do they give any 

feedback?  

What is your experience with the logistics of supplies work at the health facility? 

Prompt: what roles do different people play, is there an established system for: 

supply procurement, storage, monitoring?  

How do you think RDTs might fit with your current systems of logistics and 

supervision?  

Prompt: can you suggest any ways that RDTs could be integrated with your work 

without creating extra work for you and your colleagues? 

Social environment In your opinion, what do patients (adults and children) expect from consultations 

when they attend here with fever? 

Prompt:  expectations for drugs, clinical or test-based diagnoses? Can you give 

examples of your own experiences of patient preferences?  

Do you think you would find it easier to change your practice (types of drugs or 

diagnostic methods) if patients had different demands?  

Prompt: How do you think patient demands or expectations might be changed? 

What strategies might be effective? 
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Formative Research 

What do you perceive are the expectations of your peers for the pattern of diagnoses 

and prescriptions from here? 

Prompt: What are their perceptions of the risk of malaria, risk of misdiagnosing 

malaria and other diseases? Do you agree with the opinions of your peers? How is 

your relationship with colleagues at this health facility- does this create any 

support/barriers if you wanted to change your diagnostic/treatment practice? 

Do you perceive there to be any rule-enforcers in your practice?  

Prompt: If something goes wrong (wrong diagnosis, treatment, dosage), who holds 

health workers responsible here? Is it patients, community leaders or supervisors?  

Promoting RDTs What suggestions can you give for how to promote the use of RDTs for malaria 

diagnosis amongst prescribers like you and amongst community members? 

Prompt: Prescribers? Community? In some places where RDTs have been 

introduced, and the provider has been trained and understands a lot about when to 

use the RDT and what prescriptions to give based on the results, the provider 

sometimes still gives antimalarial drugs when the results of the RDT are negative. 

Can you comment why this might happen and how we can help to enable providers 

to follow the guidelines? 
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Formative Research 

 
Box 4. Example topic guide: FGD with patients/community members to assist design of 
intervention to introduce RDTs for malaria diagnosis. 

Domain of interest Question 

Knowledge & practice Can we talk about what kinds of illnesses you experience most commonly? 

Probe: Perception of malaria risk relative to other diseases 

What you do when you are ill with these conditions? 

Probe: Can you relate any recent experiences when you have had a fever: 

Where did you seek treatment (home, drug store, HF)? Is this similar to 

experiences in the rest of the group? What are the reasons for taking these 

steps?  

Perception of HF 

process 

When you come to the health facility [CHW/health centre/hospital] what is most 

important for you to happen when you are there?  

Perception of tests Can you describe different tests for detecting illnesses? 

Probe: Can you explain how the different tests work, and how good they are? 

What are the good and bad things about different tests? What is the process 

for getting a test (timing, when receive treatment) 

When is it good to have tests, and when are tests not needed? 

Perception of 

antimalarials 

Have you heard of Coartem? What do you use Coartem for? 

Probe: symptoms/disease? Is it effective? Why do you think these new 

antimalarials are here (probe: source of antimalarials, trust in new/old 

antimalarials)? Are there any problems with using new or old antimalarial 

drugs (probe: adverse events, cost)? 

Perception of IEC How have you found out about changes in the recommended drug for malaria? 

Probe: Radio, health workers, NGOs. What sources are trust-worthy and why? 

Any contradictions? 

If health workers started using different kinds of tests for diagnosis, what sort of 

information should you in the community receive? 

Probe: Any at all, or trust doctors? Info about the test mechanism, 

effectiveness? What sources can be trusted to give accurate information 

about new medical technologies?  

If there was a new test for malaria (fever with parasites in the blood) and the test 

was always right, what would you think if you felt you had malaria but the test said 

ΨƴŜƎŀǘƛǾŜΩ ς no parasites? 
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Formative Research 

Box 5. Example data collection form: Structured observation of interactions with drug sellers 

Structured observation can be conducted with various population groups, including health workers, 

community members or drug sellers (pharmacists or informal drug sellers). The observation form 

may be used to collect quantitative data as well as qualitative data on the interaction between those 

observed, and is likely to be used to understand the relationship between those observed as well as 

the rationale for behaviour collected quantitatively.  

Complete only after gaining informed consent of drug seller and client. 

Client ID |___|___|___|___|___|___|                      Researcher Initials |___|___| ___| 

Drug seller (DS)ID  | ___|___|___|    AUDIO No. |______| ; |______|  

Date |___|___/___|___/___|___|    Start time ____:____ End time____:_____ 

 

1. a. Record the initial interaction between the drug seller and client: 
__________________________________________________________________________________ 
__________________________________________________________________________________ 
__________________________________________________________________________________ 
__________________________________________________________________________________ 
    b. Is client seeking medication for themselves Ǐ or someone else Ǐ (who____________________)? 
    c. Does client ask for a specific drug Ǐ or consult the drug seller Ǐ? 
    d. Does DS ask what drug the client wants Ǐ or does DS enter a consultation with the client Ǐ? 

2. a. Does DS ask if client already sought medical help elsewhere? Ǐ Yes  Ǐ No 
    b. Did client attend elsewhere before here? Ǐ Yes  Ǐ No 
    c. If Yes, where? Ǐ Another drug seller (order_________name_____________________________)  
        (and order)     Ǐ A private health facility (order______name______________________________) 
                                 Ǐ A public health facility (order_______name______________________________) 
                                 Ǐ Other (order____________________name______________________________) 
    d. If yes, does the client give an explanation for why they attended elsewhere first? Ǐ Yes  Ǐ No      
        Detail _________________________________________________________________________ 
        ______________________________________________________________________________ 
        ______________________________________________________________________________ 

4. a. Does DS ask about patient symptoms? Ǐ Yes  Ǐ No 
    b. What symptoms does the client report? 
    Fever  Ǐ    Cough  Ǐ    Vomit  Ǐ    Diarrhoea  Ǐ    Difficulty breathing Ǐ    Abdominal pain Ǐ    Headache Ǐ 
    c. Client reported age and sex of patient: (years/ months/wks) |___|___|___| / |___|___| / |___|___|                                                                                                 
Ǐ Male  Ǐ Female 
OR  d. Researcher estimate of patient age and sex: Ǐ<12 months   Ǐ< 5 years    Ǐ< 15 years    Ǐ>15 years 
                                                                                                Ǐ Male  Ǐ Female 

5. a. Does DS ask if patient has been tested for malaria?  Ǐ Yes  Ǐ No 
    b. Has patient been tested for malaria? Ǐ Yes  Ǐ No 
    c. If yes, where? (name of facility__________________type of facility_______________________) 
    d. Is there any discussion of malaria testing? Detail ______________________________________ 
        ______________________________________________________________________________ 
        ______________________________________________________________________________ 
    e. Does DS ask if patient has been diagnosed with malaria for this illness episode? Ǐ Yes  Ǐ No     
    f. Has patient been diagnosed with malaria for this illness episode? Ǐ Yes  Ǐ No 
    f. If yes, where? (name of facility__________________type of facility_______________________) 
    g. Has patient been told to buy antimalarials by a health worker? Ǐ Yes  Ǐ No 
    h. If yes, where? (name of facility__________________type of facility_______________________) 
    i. If yes, what type of antimalarial were they told to buy? _________________________________ 
    j. Is there any discussion of the diagnostic process (doubts, reasons for following or ignoring  
       advice)? Ǐ Yes  Ǐ No Details ________________________________________________________ 
       _______________________________________________________________________________ 
       _______________________________________________________________________________ 
    k. Does DS offer to diagnose malaria with a test? Ǐ Yes  Ǐ No (type of test ____________________) 
    l. Does client ask for a malaria test? Ǐ Yes  Ǐ No 
    m. If yes (to k or l), what is the result? Ǐ Positive  Ǐ Negative 

6. a. Does DS ask if patient has already taken any medication? Ǐ Yes  Ǐ No 
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    b. Does client report that patient has already taken any medication? Ǐ Yes  Ǐ No  
    c. If yes, what medication? Antimalarial Ǐ Yes  Ǐ No. Type _________________________________ 
                                                     Antibiotic     Ǐ Yes  Ǐ No. Type _________________________________ 
                                                     Paracetamol Ǐ Yes  Ǐ No 
                                                     Other            Ǐ Yes  Ǐ No. Type _________________________________ 
    d. Does DS ask if patient has previously suffered adverse reactions with drugs? Ǐ Yes  Ǐ No 
    e. Details of any adverse reactions described by client:  
        Drug _______________________ Reaction __________________________________________ 
        Drug _______________________ Reaction __________________________________________ 
        Drug _______________________ Reaction __________________________________________ 
 
7. a. Does DS recommend the patient buy antimalarials? Ǐ Yes  Ǐ No 
    b. If yes, what type?  Ǐ ALU  Ǐ Quinine Ǐ SP  Ǐ Other 
    c. Does DS recommend any other treatment? Ǐ Yes  Ǐ No 
    d. If yes, what type? Ǐ Antibiotic ________________________  Ǐ Other ______________________ 
    e. Does DS give any advice about taking the drug? Ǐ Yes  Ǐ No 
    f. If yes, is this: Ǐ Dosage (what dose _________________________________________________)  
                               Ǐ Adherence (details __________________________________________________) 
                               Ǐ Other (details ______________________________________________________) 
 
8. a. Does DS refer the patient to a health facility? 
    b. If yes, do they still sell a drug to the patient? Ǐ Yes  Ǐ No 
 
9. a. Does the client make a purchase? Ǐ Yes  Ǐ No 
    b. If yes, what does the client buy? Ǐ Antimalarials (type _________________________________) 
                                                                   Ǐ Other drug (type ___________________________________) 
                                                                   Ǐ Hygiene supply (e.g. soap, toothpaste___________________) 
                                                                   Ǐ Food (detail _______________________________________) 
                                                                   Ǐ Other (detail ______________________________________) 
    c. Does the drug seller reduce the price of the antimalarial during the interaction? Ǐ Yes  Ǐ No 
 

 

Detail of the conduct of each of these methods will be outlined in Section II, focusing on sampling, 

development of data collection instruments, training of fieldworkers, piloting, collecting the data 

and management and data analysis. 

 

1.2.  Participatory research  
tŀǊǘƛŎƛǇŀǘƻǊȅ ǊŜǎŜŀǊŎƘΣ ƻǊ ΨŀŎǘƛƻƴ ǊŜǎŜŀǊŎƘΩΣ ƭƛes somewhere between information gathering in 

formative research and intervention design. The target group for the intervention participate in 

developing the design of the intervention to change their own behaviour, according to the needs 

that they determine for themselves rather being the recipients of an imposed intervention. 

tŀǊǘƛŎƛǇŀǘƛƻƴ Ŏŀƴ ƻŎŎǳǊ ǘƻ ƭŜǎǎŜǊ ƻǊ ƎǊŜŀǘŜǊ ŘŜƎǊŜŜǎΦ Lƴ ΨǎƘŀƭƭƻǿΩ ǇŀǊǘƛŎƛǇŀǘƛƻƴΣ ǊŜǎŜŀǊŎƘŜǊǎ ŎƻƴǘǊƻƭ 

the entire process but the target group may be asked for their opinions before the intervention is 

ƳŀŘŜΣ ƻǊ Ƴŀȅ ōŜ ƛƴǾƻƭǾŜŘ ƛƴ ǘŀƛƭƻǊƛƴƎ ǘƘŜ ƛƴǘŜǊǾŜƴǘƛƻƴ ƻƴŎŜ ƳŀŘŜΦ Lƴ ΨŘŜŜǇŜǊΩ ǇŀǊǘƛŎƛǇŀǘƛƻƴΣ ǘƘŜ 

researchers relinquish more control to the target group who define their needs, define the approach 

to address this and run the intervention. The role of the researcher is as a facilitator or catalyst. 

Cornwall & Jewkes (1995) describe the varying approaches to participatory research in detail, 

including a useful discussion of potential problems. 

Participatory approaches are popularly held as most effective in changing behaviour: through 

empowering participants and creating a sense of belonging participatory interventions are likely to 

be more acceptable and effective than those developed solely by investigators. There is some 

evidence to support this in provider and community based trials. For example, the Health Workers 

for Change programme, a series of workshops designed to encourage health workers in low-
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resource countries to critically examine the way they relate to clients, with a particular gender 

emphasis, and to design strategies to improve this relationship has found positive results for both 

acceptability and effectiveness, although not universally across settings  (Fonn et al., 2001; Onyango-

Ouma et al., 2001). On the community side, a participatory approach with focus group discussions 

was successful in developing an effective guideline for the case management of malaria in children 

at home in Nigeria (Ajayi et al., 2008b; Ajayi et al., 2008c) and participatory research approaches 

have also been successful in improving malaria prevention in different settings (Fitzpatrick & Ako, 

2007; Geounuppakul et al., 2007). 

Methods for participatory research are not specifically outlined in this document as these will 

depend upon the extent to which participatory methods are to be used in achieving the research 

objective. Methods are likely to involve adaptations of standard qualitative methods such as focus 

group discussions together with an objective to be guided by participants not only in formative 

research but in the control of design and operation of interventions.  

 

1.3.  Intervention design  
The information gathering stage should have helped to identify factors affecting provider and/or 

patient practices that may be amenable to change as well as potential barriers to behaviour change. 

These findings can then be brought together with previous intervention evidence and behaviour 

change theory to increase the appropriateness and effectiveness of the intervention design. 

1.3.1. Integrating results  

Multiple methods (e.g. direct observations, in-depth interviews, FGDs) are often used for 

information gathering and should provide a fuller picture of behaviours and perceptions. However, 

integrating the results of multiple methods can be challenging. One approach to this, suggested by 

Arhinful et al. (1996), is to hold a summary meeting with all the individuals and teams involved in the 

data collection and analysis of each sub-study, together with the remaining members of the project 

team including principal investigators and intervention designers. Those involved in each sub-study 

present their results in turn, and a list of potentially relevant issues for interventions is made, 

including problem behaviours and beliefs, target audience and factors that may encourage or 

discourage change. These are then brought together to provide a summary of specific research 

questions associated with the research topics defined at the start of the formative research, e.g. 

health worker/patient perceptions of malaria tests, can be structured into research questions such 

as ΨǿƘŀǘ Řƻ health workers/patients think about the idea of limiting antimalarials to test positive 

ǇŀǘƛŜƴǘǎΚΩ and for each research question, a summary from the various sub-studies can be made. 

Arhinful et al. (1996) suggest summaries are generated from a structured format, representing 

findings from different studies on each research question. An example of this is shown in Box 6. 

 



 
16 SECTION I: Social Science in Operational Research 

Formative Research 

 
Box 6. Example of summary of sub-study findings for research question 

Research question: what do health workers think about the idea of limiting antimalarials to test positive 

patients? 

Data source Data item 

Survey data % patients tested for malaria 

% patients treated with antimalarials with negative malaria test 

Stakeholder interviews ?Policy reasons for current situation 

?Perception of risk of not prescribing antimalarials and messages to 

health workers 

Key informant interviews with 

doctors in charge of facilities 

?Emphasis on importance of giving antimalarials within health facility 

Health workers in-depth interviews ?Rationale for current practice 

?Resistance to change 

?Perceptions of patient preferences 

Health worker FGDs ?Group reaction to limiting antimalarials 

Direct observations ?Rationale given to patients for restricting/giving antimalarials 

 

Summary 

A few short paragraphs pulling together findings from the different data sources. 

 

1.3.2. Formulating  a behaviour change  intervention  

The design of appropriate and effective behaviour change interventions takes into account findings 

from formative research data as well as evidence from the evaluation of previous intervention types 

and from behaviour change theory. 

Data-driven intervention components  

The integration of results under specific research questions should have enabled the identification 

and characterisation of key factors that will direct intervention design: 

 Specify problem behaviours of target group and others in the surrounding environment 

 Specifiy problem perceptions or attitudes of target group and others in the surrounding 

environment 

 Identify factors that have influenced target groups to consider change before 

 Identify people or events that have been significant in the target group deciding to try new 

behaviour 

 Identify factors that may encourage or discourage change 

 Identify target groups for change 

These findings can help in the selection of the type of intervention as well as in tailoring the delivery 

method of the intervention to maximise uptake and effect. A brief hypothetical example is shown in 

Box 7, developed from the previous example. Numerous research questions may be addressed in 

this manner, building up a number of components to be addressed in the intervention design. 
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 Box 7. Example of translating research findings to intervention components 

Research question: how can we limit antimalarials to test positive patients? 

Problem behaviours ?Clinicians only test X% patients 

?Clinicians prescribe antimalarials to X% patients 

?Patients seek care elsewhere if needs are not satisfied 

?Nurses do not deliver test results quickly enough to affect treatment 

Problem perceptions/attitudes ?Clinicians believe that patients want antimalarials 

?Clinicians do not trust laboratory test results 

?Patients do not trust testing as a diagnosis for symptoms 

Factors that led to consideration 

of change before 

Awareness of overuse of antimalarials from annual reports 

Television and radio, particularly from the government 

People/events significant in 

previously trying change 

Mentor during training placement 

Child died due to incorrect prescribing 

Factors that may encourage or 

discourage change 

?The power of the clinician lies in his knowledge. Clinicians were 

resistant to being told knowledge was incorrect. This may discourage 

change. Introducing change as new/additional may encourage change 

?Health workers were demotivated due to other environmental 

factors. Increasing motivation towards the goal of improving 

performance by improving environmental factors (e.g. salary stability) 

may encourage change 

?Patients were dissatisfied when no medication was received and 

planned to seek care elsewhere. Showing them the result of their test 

and giving management advice may encourage change 

Target groups for change Health workers 

Nurses 

Patients 

 

Prior evidence for  intervention components  

Evidence from the evaluation of previous intervention types and methods may provide rationales for 

the inclusion or exclusion of intervention components, including the core method (e.g. training) and 

the delivery method (e.g. seminars versus outreach education activities). A selection of reviews and 

papers that may be relevant to ACT Consortium members are listed below. Please see original 

papers for full results. 

Changing provider behaviour: 

Le grand et al. (1999): reviewed interventions to improve drug use in developing countries, primarily assessing 

evaluation of interventions targeted at prescribers which the authors categorised into five groups: 

1. Educational materials 

o Standard treatment guidelines 

o Bulletins/newsletters 

o Flow charts/diagnostic cards 

o Printed information 

2. Approaches to introducing educational materials 

o Face-to-face education 

o Seminar/workshop 

o Focus group discussion/participatory training 

approach 

o Peer review and feedback 

o In-service training/supervision 

o Involving target group in development of 

training materials 

o Drug information centres 

 

3. Managerial strategies 

o Essential drugs list 

o Kit system distribution 

o Pre-printed order forms 

o Stock control 

o Course-of-therapy packaging 

o Effective package labelling 
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4. Financial interventions 

o Subsidies 

o User fees 

o Cost-sharing 

5. Regulatory strategies  

o Banning unsafe drug 

 

 

 

For most of the intervention types reviewed, the authors report a mixture of positive, no difference, and 

negative results. Difficulties in assessment included the lack of or poor quality of evaluations and inadequate 

description of intervention content and context. 

 

Ross-Dengan et al. (1997): systematically reviewed interventions to improve use of medicines in primary care 

settings in developing countries. The authors found that most evaluations of interventions reported positive 

results, although dissemination of printed materials consistently had no impact but different types of training 

ŀƴŘ ŀŘƳƛƴƛǎǘǊŀǘƛǾŜ ƛƴǘŜǊǾŜƴǘƛƻƴǎ ǿŜǊŜ ŦƻǳƴŘ ǘƻ ōŜ ƳƻǊŜ ǎǳŎŎŜǎǎŦǳƭΣ άThe impact of training was higher in 

interventions which employed multiple training modalities (lectures, group problem-solving, role playing, 

opportunity to practice skills); repeated sessions; focus on one clinical problem at a time; training at the work 

site; and using opinion leaders or district-level staff as trainers... Administrative interventions based on group 

process, effective supervision or monitoring, and regular audit and feedback achieved consistently moderate 

to laǊƎŜ ƛƳǇŀŎǘǎ ƻƴ ǘŀǊƎŜǘ ǇǊŀŎǘƛŎŜǎέΦ ¢ƘŜ ŀǳǘƘƻǊǎ ǊŜŎƻƳƳend: 

1. In-service training should be conducted through multiple training modalities, should be skills-oriented, 

repeated, focused on single health problems, should target health providers with the worst practices 

and should take place at the work site when possible 

2. Group process interventions should be considered, particularly for the private sector. 

3. Routine supervision and monitoring using indicators should be considered. 

 

Rowe et al. (unpublished: presented at Health Workforce Alliance conference, Kampala March 2008) reviewed 
127 intervention studies in >40 low- and middle-income countries to improve health worker performance 
found 54% interventions had a small or negative effect. Most strategies had multiple components (e.g. training 
& supervision) with median of 5 components per strategy but the number of components was not associated 
with success. The scale of implementation affected the effect: on state, province or national level 
interventions were more successful than at the district level or lower. Specific findings (although review is 
ongoing): 

o Supervision (5 studies) 10% improvement 

o Training 5% improvement 

o Training + aids/printed material 12% improvement 

o Community interventions plus other methods had the greatest positive effect 

 

Smith et al. (2009) conducted a systematic review of interventions to improve prompt and effective treatment 

of malaria, including provider- and user-targeted interventions. Providers included were public (formal and 

community-based) and private (formal and informal). Interventions aimed at formal health workers tended to 

centre around training, with small or no effect on practice. Interventions aimed at informal providers were 

often participatory in design, including a combination of training/supervision as well as visual aids and 

community sensitisation, and had greater impacts on behaviour, particularly for drug sellers. For community 

health workers, more modest effects were found, attributed to the need for better pay and non-pay 

incentives. Differences in effects of the same interventions in different sites, e.g. IMCI, were attributed to the 

quality of the delivery of the interventions as well as variation in context. [N.B. This emphasises the need for 

some level of process evaluation in order that measures of effect are attributed the intervention actually 

delivered]. 

 

Goodman et al. (2007) reviewed interventions designed to improve malaria-related practices of medicine 

sellers in sub-Saharan Africa. The authors identified key components for behaviour change interventions that 

are relatively rapid but provide a limited change in case management practices, and role change interventions 
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that provide longer-term change in medicine seller roles to enhance health systems (taken from Goodman et 

ŀƭΦΩǎ ¢ŀōƭŜ оύ: 

 

Behaviour change: 

o Medicine seller inventory 

o Medicine seller involvement, e.g. 

through association 

o Training of trainers: health workers, 

medicine sellers, or others 

o Short training: workshops, seminars 

o National treatment guidelines 

o Pre-packaged drugs in age-specific 

packets 

o Supportive behaviour change materials 

in the form of job aids, hand-outs for 

customers 

o Follow-up supervision 

Role change: 

o Standards of practice 

o Recruitment criteria 

o Franchising procedures 

o Training of trainers: health workers, 

medicine sellers, or others 

o Detailed training courses 

o Standard treatment protocols 

o Record keeping and accountability systems 

o Branding, logos, and identification 

o Credit facilities 

o Central drug stocks of quality products at 

reasonable prices 

o Follow-up supervision 

  

Changing patient behaviour: 

Smith et al. (2009) User-targeted interventions were also included in the review described above. The authors 

divided the approaches to these interventions into two: 

 Health education messages or campaigns 

 Information on how to take antimalarials (e.g. pre-packaging, pictorial or verbal instructions) 

The second approach was found to achieve greater improvements in behaviour. Pre-packaging of drugs was 

found to be one of the most effective ways of increasing adherence to guidelines by both users and providers 

in all sectors. 

 

Leiner et al. (2004): Parent/caretaker knowledge about polio vaccination was greatly improved in a group 

exposed to a well-developed video using the words from the text of an existing vaccine information sheet but 

adding an animated cartoon compared to a group exposed to the original vaccine information sheet.  

  

Haaland (2004): In this report of the development and testing of information education and communication 

materials for Lapdap
TM

, the author reviews key principals for the development of educational materials drawn 

from visual perceptions research in 14 low-income countries: 

 Simple shaded line drawings are best understood (compared to photos, photos without background, 

simple line drawings and stylised drawings) 

 One colour added for emphasis is effective 

 Coloured drawings are not better understood than black and white (but they are sometimes seen as 

more attractive, especially by well educated and urban respondents) 

 Unnecessary details confuse 

 Small details can make a difference 

 Pictures in a series are not necessarily seen as linked to each other (the notion that Ψ!Ω ŎŀǳǎŜǎ Ψ.Ω ƛǎ ŀƴ 

abstract notion that has to be learnt) 

 Pictures in a series are not necessarily read from left to right (illiterate people often start reading in 

the middle picture) 

 Facial expressions are often not recognised (bodily expressions are better recognised, but can be 

culturally specific) 
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 Cultural clues are important (If an object is seen as culturally very specific it will often be 

misunderstood in a different culture ς objects must therefore be seen as neutral, and as something 

people can recognise as relevant to them) 

 Disembodied parts (head, hand, arm, foot) are often misunderstood (and half bodies, such as the 

upper body, are often unacceptable) 

 Abstract symbols are often not understood (unless they are explained. When the symbol is clearly 

linked conceptually and physically to a picture, such as parasites and a curing person, the chance of 

understanding is better) 

 Abstract ideas are often not understood 

 Illustrations are often seen as descriptive, not as directive 

 

In summary, the reviews of provider and patient focused interventions demonstrate a range of 

possible intervention types for changing behaviour. The reviews also demonstrate a lack of evidence 

of evaluations of these interventions, but even amongst available evidence, for the same type of 

intervention, a range of effects have been found. This emphasises the importance of clarity in the 

detail of the intervention delivered ς not only the type of method but the process through which this 

was delivered, and the context into which it was delivered, both of which may underlie the 

differences found between the same types of intervention. How to clarify this will be covered under 

ΨtǊƻŎŜǎǎ ŜǾŀƭǳŀǘƛƻƴΩΣ ŦǊƻƳ ǇŀƎŜ 33. 

Theory driven intervention components  

In addition to the translation of evidence from the information gathering stage of formative research 

into potential intervention components, the use of theories of behaviour change theory is integral to 

intervention design (Thomson, 2009).  Whilst many theories for behaviour change exist, most that 

are used in relation to health are based on change in individuals, and categorise change into phases 

which can be tapped by intervention strategies. A commonly used model was developed by 

Woodward (2000) for the WHO in the design of strategies to modify and improve the skills of health 

workers (



 

 

21 
SECTION I: Social Science in Operational Research 

Formative Research 

Table 3)Φ ¢ƘŜ ƳƻŘŜƭ ƛǎ ŀŘŀǇǘŜŘ ŦǊƻƳ tǊƻŎƘŀǎƪŀ ŀƴŘ 5ƛ/ƭŜƳŜƴǘŜΩǎ (1992) general behaviour change 

theory and Woodward divides the process into five stages, forming a useful framework for the 

design of interventions. The first is a pre-contemplative stage, when the person is unaware of, or not 

considering, change. The second stage is contemplative, when the person is considering a behaviour 

change, and is open to feedback and information about the need for change although is ambivalent 

about the costs and benefits of current behaviour. The third stage is termed preparation/decision 

and reflects the person actively planning to change and gaining information to make the change. The 

fourth stage is action, when the person actively modifies their behaviour and the environment to 

make the change. The last stage is maintenance, when the person is comfortable with the new 

behaviour but may still revert to previous practice (particularly if the environment provides cues that 

trigger the old behaviour. To guard against this, Woodward notes that the environment needs to be 

conducive to the change throughout the maintenance phase in order to sustain the new behaviour.   
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Table 3. Stages of behaviour change  

Stage Description 

Pre-contemplative Unaware of need for change; or aware but not considering change 

Contemplative Considers behavioural change, seeks out information about 

personal advantages; may be ambivalent about changing 

Preparation/decision Actively makes plans to change, takes steps towards action 

Action Actively modulates behaviour; learns new skills; effects changes in 

environment to support change 

Maintenance Maintains gains made; requires environmental support for 

maintenance of change 

Adapted from Woodward (2002) 

 

Using this framework, it is possible (a) to identify where the potential target audience is placed on 

terms of stages, in order to channel the intervention appropriately (those in the pre-contemplation 

stage may be unreceptive to efforts to enable change) and (b) to identify potential methods for 

moving between stages of change.  Table 4, adapted from Woodward (2002), outlines potential 

intervention foci for each stage and activities to take place on the part of individuals in the target 

group to move them through stages of change. 

Table 4. Methods for movement between behaviour change stages 

Stage Description Intervention focus Participant activities 

Pre-

contemplative 

Unaware of need for change; or 

aware but not considering 

change 

Issue communication: 

Media 

Professional body 

Consciousness raising,  

Re-evaluation of environment, 

Exploration of feelings about changing 

Contemplative Considers behavioural change, 

seeks out information about 

personal advantages; may be 

ambivalent about changing 

Prepare for change: 

Self-assessment 

Local opinion leaders 

Feedback on performance 

Self-evaluation 

Preparation/ 

decision 

Actively makes plans to change, 

takes steps towards action 

 

 

Enable change: 

Guidelines 

Practice rehearsal 

Care maps & practice 

algorithms 

Perception of environmental and social 

supports for change 

Action Actively modulates behaviour; 

learns new skills; effects 

changes in environment to 

support change 

Enable change: 

Guidelines 

Practice rehearsal 

Care maps & practice 

algorithms 

Belief in ability to change and commitment 

to act 

Rehearsal of new learning (substitution of 

new behaviour for old) 

Management of reinforcers to maintain gain 

Restructuring of environment and 

experiences to avoid cues to old behaviour 

Creation of environmental supports 

Maintenance Maintains gains made; requires 

environmental support for 

maintenance of change 

Reinforce change: 

Participant research 

Audit & feedback 

Peer review 

Maintenance of environmental supports for 

change 

Adapted from Woodward (2002) 
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Expanding on Table 4, Box 8 gives an example of intervention methods that could be used to target 

each stage of behaviour change using the example of an intervention designed to target health 

worker prescribing practices in line with malaria test results.  

Aside from this somewhat individual centred and linear behaviour change model, frameworks that 

address the complexity of interventions in health systems have also been developed and give insight 

into intervention design. Greenhalgh et al. (2004) conducted a review of evidence and theories for 

diffusion of innovations in service organisations with a focus on the health sector. They reviewed 

literature from ten different research disciplines including medical sociology, communication 

studies, marketing, health promotion and evidence-based medicine. Based on empirical and 

ǘƘŜƻǊŜǘƛŎŀƭ ŦƛƴŘƛƴƎǎ ŦǊƻƳ ǘƘŜƛǊ ǊŜǾƛŜǿΣ ǘƘŜ ŀǳǘƘƻǊǎ ŘƛǎǇƭŀȅ ŀ ΨǳƴƛŦȅƛƴƎ ŎƻƴŎŜǇǘǳŀƭ ƳƻŘŜƭΩ ǘƘŀǘ 

describes the different aspects that need to be considered when introducing innovations to the 

complex situations of organisations. These are: 

o Key attributes of the innovation ƛǘǎŜƭŦΦ ¢ƘŜǎŜ ƛƴŎƭǳŘŜ ΨǎǘŀƴŘŀǊŘΩ ŀǘǘǊƛōǳǘŜǎ ƻŦ relative advantage, 

compatibility, complexity, trialability, observability, and reinvention. The authors argue that these 

attributes are necessary but insufficient to explain the adoption of complex innovations in 

organisations. They identify additional key attributes of fuzzy boundaries, risk, task issues, knowledge 

required to use the innovation, and augmentation/support. 

o Seven aspects of adoption by individuals (adopters themselves and the adoption process) are 

outlined. Here the authors emphasise that individuals are not passive recipients of innovations, 

ǊŀǘƘŜǊΣ ΨǘƘŜȅ ǎŜŜƪ ƛƴƴƻǾations, experiment with them, evaluate them, find (or fail to find) meaning in 

them, develop feelings (positive or negative) about them, challenge them, worry about them, 

ŎƻƳǇƭŀƛƴ ŀōƻǳǘ ǘƘŜƳ άǿƻǊƪ ŀǊƻǳƴŘέ ǘƘŜƳΣ Ǝŀƛƴ ŜȄǇŜǊƛŜƴŎŜ ǿƛǘƘ ǘƘŜƳΣ ƳƻŘƛŦȅ ǘƘŜƳ ǘƻ Ŧƛǘ particular 

tasks, and try to improve or redesign them ς ƻŦǘŜƴ ǘƘǊƻǳƎƘ ŘƛŀƭƻƎǳŜ ǿƛǘƘ ƻǘƘŜǊ ǳǎŜǊǎΩΦ ¢ƘŜ ŀǎǇŜŎǘǎ 

highlighted by the authors are: General psychological antecedents, context-specific psychological 

antecedents, meaning, the adoption decision, concerns in preadoption stage, concerns during early 

use, and concerns in established users. 

o Necessity to consider assimilation by the system such that it is not just the individual that is seen as 

the unit of adoption but also the team, department or organisation. 

o Components of organisations that will affect diffusion and dissemination of the innovation. These 

include: network structure, homophily, opinion leaders, champions, boundary spanners, and formal 

dissemination programmes. 

o System antecedents for innovation, including structural determinants of innovativeness, absorptive 

capacity for new knowledge and receptive context for change. 

o System readiness for innovation, including tension for change, innovation-system fit, assessment of 

implications, support and advocacy, deditacted time and resources and capacity to evaluate the 

innovation. 

o Aspects of the outer context: interorganisational networks and collaboration. External influences 

outlined are informal interorganisational networks, intentional spread strategies, wider environment 

and political directives. 

o Determinants of implementation and routinisation, including organisational structure, leadership 

and management, human resource issues, funding, intraorganisational communication, 

interorganisational networks, feedback and adaption/reinvention. 

o Finally, the authors describe linkage among components of the model. These include linkage at the 

development stage, role of the change agency and external change agents. 

 

For more information, the paper is freely available online at http://www.milbank.org/quarterly/8204feat.html  

 

http://www.milbank.org/quarterly/8204feat.html
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Box 8. Examples of potential interventions for theoretical stages of behaviour change 
Stage Intervention focus Intervention possibilities 

Pre-contemplative Issue 

communication 

Media: increase coverage of the topic of malaria testing to 

increase awareness of the issue by health workers. 

Professional body: include issues related to malaria testing in 

newsletters or meetings organised by professional bodies (e.g. 

district health teams). Ensure that messages are aligned with 

messages to be included in the main body of the intervention. 

Contemplative Preparation for 

change 

Self-assessment: use tools to assist the individual in reviewing 

their current practice and identifying learning needs. Formal or 

informal. 

Local opinion leaders: identify respected colleagues in the 

community to receive intervention and provide them with the 

latest information and support them to incorporate into 

practice. This provides colleagues to observe the outcomes of 

the change in their own/familiar environment. 

Feedback on performance: outreach visits when the researcher 

tailors information provided to the specific context of the health 

facility. During this process, feedback on current performance 

may be provided. 

Preparation/ 

decision  

and  

Action 

Enabling change Guidelines: disseminating guidelines can improve practice but 

ƻŦǘŜƴ ŘƻƴΩǘ ǿƻǊƪΦ ¢ƘŜ ƪŜȅ ƳŜǎǎŀƎŜ ŦǊƻƳ ǎǘǳŘƛŜǎ ƻŦ ǘƘƛǎ ƛǎ 

ownership of participants: those to change must be involved in 

the creation of the guidelines. 

Practice rehearsal: rehearsing new skills, for example during 

educational workshops, has been found to be effective  

Care maps and practice algorithms: how patients in specific 

groups (e.g. by symptom) will receive their care- e.g. health 

ŦŀŎƛƭƛǘȅ ƭƻƎƛǎǘƛŎ ƳŀǇΦ ¢Ƙƛǎ ǎƘƻǳƭŘ ōŜ ΨƻǿƴŜŘΩ ōȅ ǘƘŜ IC ǎƻ ǘƘŜȅ 

discuss and decide on the care map. 

Maintenance Reinforcing 

behaviour 

Participant research: actors facilitated to identify problems in 

own working environment and take responsibility for improving 

the working environment 

Audit and feedback: audit by colleague of same cadre, criteria 

explicit and agreed on in advance. Needs to be timely (reflecting 

recent events), helpful (unthreatening) and quite specific. Also 

providing an opportunity to discuss ways to create an 

environment that can better enable the change and remove 

negative cues. 

Peer review: peers selected perhaps by filling in a questionnaire 

beforehand, the peer interviews the provider about the 

ƳŀƴŀƎŜƳŜƴǘ ƻŦ ǊŀƴŘƻƳƭȅ ǎŜƭŜŎǘŜŘ ŎŀǎŜǎ ŀƴŘ ŀǎƪǎ ƘƛƳǎŜƭŦΣ Ψǿŀǎ 

ǘƘŜ ŎŀǊŜ ŀŘŜǉǳŀǘŜΚΩΣ ΨŎƻǳƭŘ ƛǘ ōŜ ƛƳǇǊƻǾŜŘΚΩΣ Ψǿŀǎ ƛǘ 

ŀŎŎŜǇǘŀōƭŜΚΩΦ ¢Ƙƛǎ ƴŜŜŘǎ ǘƻ ōŜ ŎŀǊǊƛŜŘ ƻǳǘ ƛƴ ŀ ƘŜƭǇŦǳƭ ǿŀȅ ŀƴŘ 

the consequences to the provider of the outcome of the review 

needs to be predetermined and transparently executed.   
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Data, evidence and theory  in intervention design  

Formative data, previous evidence and behaviour change theory are brought together in 

intervention design. One way to do this is to structure the intervention into stages according to a 

behaviour change model, such as that described above. Data from formative research about target 

groups for change, specific problem behaviours can be used to identify suitable intervention types 

for each phase of behaviour change based on previous intervention findings. The method of 

intervention delivery most appropriate for the target group and setting can be refined from 

formative research findings of factors that may encourage or discourage change. Box 9, following on 

from the ongoing example in Box 8, demonstrates how these different sources may be integrated. 

Box 9. Example of integrating formative data, previous evaluation evidence and behaviour change 
theory in intervention design 
Domain of 

formative 

research 

Formative research evidence of 

current situation 

Potential intervention to tackle issue, 

from previous evaluation evidence 

Behaviour change stage 

and method 

Knowledge Unclear guidelines for malaria & 

alternative diagnoses and 

treatments: during pre-service 

training and reinforced by current 

messages emphasising malaria from 

NMCP and media 

Training HW: Provide information as 

ΨƴŜǿΩ ŀƴŘ ŀŘŘǊŜǎǎ ǎǇŜŎƛŦƛŎ ŎƻƴŎŜǊƴǎ ƻŦ 

staff.  

Communication: Use influential 

characters.  

Enabling change: guidelines 

Preparation for change; 

reinforcing behaviour 

Supervision Lack of supportive supervision to 

monitor practice and enable 

improvements 

Restructure HR: Provide enhanced 

external supervision 

Training: Train internal supervisors in 

management and supervision skills 

Preparation for change: 

self-assessment and 

feedback on performance; 

Reinforcing behaviour: 

audit and feedback 

Culture Clinical judgement dominant culture 

over laboratory testing 

Communication: ¦ǎŜ ΨƻƭŘΩ Ҕ ΨƴŜǿΩ ƛŘŜŀΥ 

lab testing is current paradigm 

 

Pre-contemplative 

stage/preparation for 

change: raise awareness 

Physical 

environment 

Challenging with lack of supplies, high 

work load, lack of logistics for swift 

testing and response to results 

Participatory approach: Include nursing 

and support staff in training; show case 

studies for logistics; ensure RDTs can 

happen in current logistics & supplies; 

hold meeting with all staff to 

encourage better time management to 

enable longer consultations 

Enabling change: 

environmental change, care 

maps 

Social 

environment 

Perceptions that patients want 

antimalarials (and desire to fulfil 

expectations for social status 

reasons) 

Communication: Give evidence that 

patients want testing and appropriate 

treatment (video of patient saying 

disappointed with no RDT and went 

elsewhere) 

Preparation for change: 

patients as opinion setters 

Perception that peers will expect 

malaria diagnoses and retribution if 

miss them 

Communication/participation:  

ΨƻƭŘΩ ǾŜǊǎǳǎ ΨƴŜǿΩ ǿŀȅ 

Preparation for change: 

change perceived peer 

expectations 

Reinforcing behaviour: peer 

review 

Financial and 

management 

Lack of motivation to perform well 

(low salary and lack of respect from 

colleagues/ seniors affects perceived 

social status and motivation to 

achieve organisational goals) 

Training: Train managers in alignment 

of staff goals and potential 

redistribution of funds 

Reinforcing behaviour: 

supportive environment, 

peer review 
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1.4.  Pretesting behaviour change materials  
Pretesting is important during the development of behaviour change materials, including health 

worker manuals, wall charts, patient information leaflets or other media. Pretesting ensures that 

materials are appropriate to the target group: there can be a large discrepancy between what 

developers intend to convey with materials and what the audience understands, and pretesting aims 

to identify these discrepancies and to close the gap between intended and received messages 

(Zimmerman & Steckel, 1985). Enormous improvements in audience understanding of materials 

have been made as a result of pretesting and modification, including in the pretesting of antimalarial 

packaging (Haaland, 2004). 

 

Pretesting involves assessing the extent to which: 

 The target group can understand the instructions or message in the materials 

 The target group can identify with the people portrayed in the visuals, text or radio 

programmes being shown to or discussed with them; 

 The new practice shown is acceptable,  accessible and affordable to them, and 

 The problem or situation described is familiar, and relevant to their lives. 

The methodology for pretesting of materials should take a systematic approach for assessing each of 

these criteria, whilst at the same time collecting information about how each may be improved. 

Interviews are most appropriate for testing, and defining problems, whilst focus groups are a useful 

supplement for generating a discussion about the materials and how to make improvements. At the 

start of a process, one type of material may be tested, and other types may be added later and the 

testing results compared. For pretesting interviews, a series of steps should be set out for field staff 

to follow, in order that quantitative assessments of criteria are unbiased. The following steps are 

adapted ŦǊƻƳ IŀŀƭŀƴŘΩǎ όнллпύ ǊŜǇƻǊǘ ƻŦ [ŀǇ5ŀǇTM material development, used for testing drug 

packaging through individual interviews:  

Box 10. Steps in pretesting interviews for drug packaging 
1. Give the respondent the materials; 

2. Ask open questions (from a checklist), and probe based on the responses, until all questions are answered;  

3. Ask first for an identification of the images, then for an interpretation of the instructions and ideas; 

4. Ask the respondent to use the materials ς ŜΦƎΦ ŀ ŘƻǎŀƎŜ ŎƘŀǊǘ ǘƻ ƎƛǾŜ άǘǊŜŀǘƳŜƴǘέ ǘƻ ǘƘŜƛǊ ŎƘƛƭŘǊŜƴΣ ƻǊ 
themselves ς assessing whether they can use the materials;  

5. Then ask to compare different versions of materials and to select the one they like the best ς and give 
reasons for their choice; 

6. Finally ask respondents to give advice on how to improve the materials in order that they would be well 
understood by community members (or health workers). 

It is recommended that fieldworkers work in pairs for pretesting interviews, enabling the interviewer 

to ask better questions, probe more deeply and to listen better whilst the note-taker records 

responses (World Health Organisation, 2004). As with other interviews, tape recording is also 

valuable for recording the nuances of responses.  

At the start, as throughout the interview, the interviewer must convey that it is the materials, rather 

ǘƘŀƴ ǘƘŜ ǊŜǎǇƻƴŘŜƴǘǎΣ ǿƘƻ ŀǊŜ ōŜƛƴƎ ǘŜǎǘŜŘΥ ƛŦ ǘƘŜ ǇŀǊǘƛŎƛǇŀƴǘǎ ŘƻƴΩǘ ǳƴŘŜǊǎǘŀƴŘ ǘƘŜƴ ǘƘŜ Ŧŀǳƭǘ ƛǎ 

with the materials rather than the participant.  
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The type of questioning should follow the same pattern for all participants, and any assistance 

needed should be noted for analysis. All qǳŜǎǘƛƻƴǎ ǎƘƻǳƭŘ ōŜ ƻǇŜƴΣ ŦƻǊ ŜȄŀƳǇƭŜ ΨǿƘŀǘ Řƻ ȅƻǳ ǎŜŜ ƛƴ 

ǘƘƛǎ ǇƛŎǘǳǊŜΩΣ ǊŀǘƘŜǊ ǘƘŀƴ ƭŜŀŘƛƴƎ ǉǳŜǎǘƛƻƴǎ ǎǳŎƘ ŀǎ ΨŘƻ ȅƻǳ ǘƘƛƴƪ ǘƘƛǎ ƛǎ ŀ ƘŜŀƭǘƘȅ ǿƻƳŀƴΚΩΦ The flow 

of questions may follow this structure: 

General inquiry to assess the level of understanding without assistance, ŜΦƎΦ ΨǿƘŀǘ Řƻ ȅƻǳ ǎŜŜ ƛƴ ǘƘƛǎ 

ǇƛŎǘǳǊŜΩΦ  

Probes can then be used if it is not yet clear if the respondent understands the message, asking 

several questions to establish whether a satisfactory interpretation has (or has not) been made, e.g. 

ΨIƻǿ Řƻ ȅƻǳ ǘƘƛƴƪ ǘƘƛǎ ǇŜǊǎƻƴ ŦŜŜƭǎ όƛŦ ǘƘŜ ǊŜǎǇƻƴŘŜƴǘ Ƙŀǎ ƛŘŜƴǘƛŦƛŜŘ ǘƘŜ ǇŜǊǎƻƴ ŀƭǊŜŀŘȅύΚΩ 

Clues may then be used if the respondent remains unable to interpret the picture. This might include 

pointing to parts of the material to help with identificationΣ ŜΦƎΦ ΨόǇƻƛƴǘƛƴƎ ǘƻ ƻƴŜ ƻŦ ǘƘŜ ƴǳǊǎŜǎύ ǿƘŀǘ 

ŎƻǳƭŘ ǘƘƛǎ ōŜΚΩ However, if the material is to be stand-alone, as opposed to teaching materials, clues 

should be minimal, encouraging the respondent to tell it as they see it. If a clue is used, this should 

always be noted, so that analysis is able to take this into account (e.g. 50% respondents needed 

clues before they could interpret the picture).  

The content of the questions should also follow a consistent structure, which will depend upon the 

specific materials to be tested. The order that images or sections of the materials are presented to 

participants should be consistent, and in designing the questions, specific components of the 

materials should be identified for discussion, subsequent to open questions. These components may 

be individual images (a child, suns, tablets), and each may be assessed on the basis of recognition by 

respondents, and interpretation of the message (e.g. unhappy child, child with convulsions, daytime 

or night time, number of tablets to take, association between tablets and food). Similarly, 

components may be sections of text, and the respondent may be assessed on the interpretation of 

the message of the text, or the text in conjunction with an image. A report form may be used to 

record details of interpretation for each component identified in the questions. Following discussion 

of components of the materials for interpretation, the respondent may be asked to enact use of the 

messages or guidelines ς for example, how to decide what dosage of drug to use and how to prepare 

it, or how to determine which patients to test with a rapid malaria test and how to use the test. 

Finally, the critical eye of the respondent is used in selecting from different options of materials, 

giving reasons for their choice, and the respondent is asked to provide recommendations for 

improvements of the tools. 
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Box 11 gives an example of the format for a pretest interview with community members for an 

antimalarial drug dosage chart. 
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Box 11. Example pretesting interview guide and form 

Participant IDNO |__|__|__|__|           Gender     Male / Female                Interviewer Initials |__|__|__|  

Village IDNO |__|__|                                Date |__|__/__|__/__|__|          Note taker Initials |__|__|__| 

 

Introduction 

We are  _____________________ and _______________________ from ______________________ 

V General purpose of the study 

V Aims of the interview and expected duration 

V Who is involved in the process (other participants) 

V ²Ƙȅ ǘƘŜ ǇŀǊǘƛŎƛǇŀƴǘΩǎ ŎƻƻǇŜǊŀǘƛƻƴ ƛǎ ƛƳǇƻǊǘŀƴǘ 

o The participant is the expert on the subject 

o The text and images are being tested, not the intelligence of the person 

V What will happen with the collected information and how the participant/target group will benefit 

V Any questions? 

V Consent 

 

Warm up  

What would you say about malaria in children where you live? Is it common? What do you do when your child has 

malaria? 

 

Now I am going to ask you what you think about some materials designed to help mothers with the treatment of 

malaria in the home. 

 

Visual/text Question and Probes 

Patient 

dosage card 

side 1 

What do you see on this card?*  

Probes: What does the card tell you? What is this at the top? What does it mean? What is shown in 

the middle of the card? What are these [pills]? What does the text mean?  

Notes: 

Visuals                                                Text                                                   Remarks 

  

 

 

Patient 

dosage card 

side 2 

What do you see on this side of the card? 

Probes: What does the card tell you? What do you see on this side of the card? What does the 

picture of the child tell you [if identified child already]? What do the words mean? What messages 

are given by the: pictures; writing on the left; writing on the right side?  

Visuals                                                Text                                                   Remarks 

  

 

 

Patient 

dosage card 

both sides 

What is the message of this card, taking both sides together? 

Visuals                                                Text                                                   Remarks 

 

 

Usage How would you treat your child for malaria based on this card [dose for age]? 

Visuals                                                Text                                                   Remarks 

  

 

 

How would you treat yourself for malaria based on this card [dose for age]? 

Visuals                                                Text                                                   Remarks 
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Compare and 

select 

Here are some different cards for the same message: can you say which you like best? 

Visuals                                                Text                                                   Remarks 

 

 

What things made you choose this one? 

Visuals                                                Text                                                   Remarks 

 

 

Advice for 

improvement 

Can you give us some advice on how to improve these dosage charts, so that they will be well 

understood by community members [colours, images, lay-out horizontal/vertical, text]? 

Visuals                                                Text                                                   Remarks 

 

 

 

Closing 

Is there anything else you think is important in designing a dosage chart for malaria that we have not talked about?  

V Summarise 

V Thank participant 

V Provide extra information and contact details 

 

Demographic questions 

Are you originally from this area/district?      Ǐ Yes  Ǐ No 

What is your ethnic group? [select from list] 

How old are you?  [age given Ǐ or estimated Ǐ?]    Ǐ Under 30yrs  Ǐ 31-40yrs Ǐ Over 40yrs  

Do you have any children over 5yrs old?        Ǐ Yes  Ǐ No 

Do you have any children under  5yrs old living with you now?    Ǐ Yes  Ǐ No 

What is your level of education (tick those completed)? Ǐ primary school   Ǐ lower secondary  

                                                                                                    Ǐ upper secondary  Ǐ higher education 

*Plenty of space should be added between questions and after probes to encourage field workers to ask all 
questions and to note down responses. Each question might take half a side of A4 paper. 

 
In general, methods for pretesting interviews or focus group discussions are similar to those used for 

other research objectives. However, close attention needs to be given to ensuring that respondents 

give their own opinion and are not led by the researcher. Box 12 outlines a few technique tips.  

The instrument for pretesting also needs to be tested itself, particularly to test for the logical way for 

respondents to comment on the materials. The order and wording of questions may need to be 

changed in response to pretesting of the instrument. 

Box 12. Pretesting tips: what to avoid 

 Telling people (or showing non-verbally) that they are wrong. 

 Contradicting people. 

 Arguing a point. 

 Teaching. 

 Talking with your recorder during the interview. 

 Talking with other community members during the interview, except to give 
information/request them not to "help". 

 Asking challenging questions, like "Did you understand"? 

 Asking leading questions (which can be answered by Yes or No). 

 Testing too many pictures with one person. Five to ten is usually maximum. 

 Testing too much text at a time. 

 Using expressions like "show me", or "point to" as they tend to be directive or instructional. 

Adapted from WHO  (2004) 
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The number of pretest participants depends on how soon a consistent response emerges. It is 

recommended that at least three-quarters of those involved in pretesting should understand and 

like the materials before they are used (AIDS Action, 1998). Typically, around 20 participants are 

involved in each round of testing, although numbers may increase to several hundred, particularly if 

there are multiple materials to be tested. 

Analysis of pretesting should provide an assessment of the materials in terms of respondent 

understanding, recognition, acceptability and familiarity. The latter three categories for analysis 

should follow standard qualitative analysis, with a formative approach to improving the materials. 

The former assessment, practical understanding, is crucial for an overall assessment of the materials 

and responses can be divided into three groups (Haaland, 2004): 

 Would the respondent understand the instructions immediately, with no assistance? 

 If not immediately, would the respondent understand if asked questions to encourage interpretation 
(probing, not clues)? 

 If the respondent did not understand one or both charts, would she/he do so if explained e.g. the 
dosage for one of the age groups, and be able to see the pattern and give correct dosage for other 
age groups? 

The importance of understanding instructions without assistance will depend upon the setting for 

using the materials ς if the materials are to be distributed to clinics or shops, it may be assumed that 

an explanation may be given by the shop keeper, or if the materials were to be taken home as a 

leaflet without explanation, it may be assumed that a literate neighbour or school child may help 

with interpretation. Therefore, it may suffice that the materials are interpretable with the assistance 

of others. 

A useful manual for training those who will undertake pretesting fieldwork was published in 1984 by 

UNICEF (Haaland, 1984), with a shortened version available online (World Health Organisation, 

2004). 

 

1.5.  Examples of formative research for  intervention design  
Some useful papers describing formative research leading to intervention design include: 

Lloyd et al (2004). The authors describe the process used to develop a locally appropriate education 

component of a community-based intervention to control Aedes aegypti, vector for yellow fever and 

dengue hemorrhagic fever, in Mexico. This was done through formative research, including in-depth 

interviews and a questionnaire survey, used to develop targets for behaviour change, then to 

develop educational messages, followed by the production of educational materials and distribution 

of the materials. The intervention was found to be successful in changing both knowledge and 

behaviour in the target groups.  

Rubardt et al (1999). The authors describe the process of planning, implementation, monitoring and 

evaluation for a malaria control project using permethrin-impregnated curtains in villages in Malawi. 

Formative research was used to design the intervention, with the research identifying community-

defined problems, social behaviours, target population needs, potential incentives to participate and 
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readiness to change. Methods for formative research included focus group discussions and 

observational accounts from community health workers. The intervention achieved high 

acceptability and compliance with re-impregnation during the period of the evaluation. 

Ross-Degnan (1996). The authors piloted the steps from a WHO training guide (1993) for national 

diarrhoea control programmes to improve prescribing by pharmacists in Kenya and Indonesia. The 

steps in the guide emphasise the formative stages of identifying problems and their causes before 

designing and implementing interventions. Methods used for this were interviews with providers 

(pharmacy owners, pharmacists and counter attendants), direct observation of practice through 

mystery shoppers and focus group discussions. The formative research assessed knowledge and 

actual treatment practices and identified underlying motivations and constraints to changing 

ǇǊŀŎǘƛŎŜǎΦ ! ΨǇŜǊǎǳŀǎƛǾŜ ŜŘǳŎŀǘƛƻƴŀƭ interventionΩ ǿŀǎ ǘƘŜƴ ŘŜǾŜƭƻǇŜŘ ƛƴ ƭƛƴŜ ǿƛǘƘ ŦƻǊƳŀǘƛǾŜ 

findings, including the types and design of educational materials and training format. Evaluation of 

the intervention showed increased knowledge about diarrhoea as well as improved prescribing 

practices ς increased sales of oral rehydration salts (ORS), reduced sales of antidiarrhoeals and 

increased communication about ORS. 

Ajayi et al. (2008c). The authors used a participatory approach to design a home treatment guideline 

for children with malaria in Nigeria. The paper outlines the steps involved in the development and 

testing of the guideline through working together with community members, mostly mothers (with 

specific entry criteria) and community leaders, as well as a graphic artist. After initial steps of 

community ŜƴƎŀƎŜƳŜƴǘ ŀƴŘ ǎŜƭŜŎǘƛƻƴ ƻŦ ΨǇŀǊǘƛŎƛǇŀƴǘǎΩΣ ǘƘŜǎŜ ǇŀǊǘƛŎƛǇŀƴǘǎ ǿŜǊŜ ǘǊŀƛƴŜŘ ŀǎ ΨƳƻǘƘŜǊ 

ǘǊŀƛƴŜǊǎΩΣ ǿƛǘƘ ǘƘŜ ǊŜǎŜŀǊŎƘ ǘŜŀƳ ǇǊƻǾƛŘƛƴƎ ǘǊŀƛƴƛƴƎ ƻƴ ŀŜǘƛƻƭƻƎȅΣ ǘǊŀƴǎƳƛǎǎƛƻƴΣ ǇǊŜǾŜƴǘƛƻƴΣ 

symptoms and management of uncomplicated and severe malaria, including causes of treatment 

failure and criteria for referral. The mother trainers then carried out health education sessions in 

their communities. These participants were therefore in a position to contribute meaningfully to the 

development of the guideline. This entailed focus group discussions following the steps of 

conceptualisation of guideline messages, design of visual aids, finalisation of draft guideline and pre-

testing. The outcome of this process was a calendar-like series of one-page posters in cartoon 

format, illustrating how to recognise both uncomplicated and complicated malaria, information 

about correct dosage of antimalarials (chloroquine in this study), depictions of non-response to 

initial home management and steps that should be taken in each situation. The appendix of this 

paper provides a useful list of suggestions made by participants in designing guidelines for non-

literate groups. The results of the intervention are described in a separate paper (Ajayi et al., 2008b), 

showing 70% respondents reporting use of the guideline each time the child was treated for malaria, 

a significant increase in correct use of chloroquine from a baseline of 2.6% to 52% in the intervention 

arm compared to 4.2% to 12.7% in the control arm. 
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2. Process Evaluation  

Many researchers and policy makers are now calling for process evaluation, aiming to provide a 

better understanding of the delivery of the intervention, comprehensively describing its components 

as actually received by the target audience and explaining any unexpected results found in outcome 

evaluationsΦ ¢ƘŜ aw/Ωǎ (2008) latest guidance on developing and evaluating complex interventions 

ŘŜǎŎǊƛōŜǎ ǇǊƻŎŜǎǎ ŜǾŀƭǳŀǘƛƻƴ ŀǎ Ψhighly valuable ς providing insight into why an intervention fails 

unexpectedly or has unanticipated consequences, or why a successful intervention works and how it 

can be optimised. Process evaluation nested within a trial can also be used to assess fidelity and 

quality of implementation, clarify causal mechanisms and identify contextual factors associated with 

variation in outcomes. Process evaluations should be conducted to the same high methodological 

standards and reported just as thoroughly as evaluation of outcomesΩ (p12). 

 

2.1.  Components of process evaluation  
Six components of a process evaluation have been proposed (Saunders et al., 2005): 

 

 Fidelity (quality) The extent to which the intervention was 

implemented as planned 

 Dose delivered (completeness) 

 

Amount or number of intended units of each 

intervention or component delivered or provided by 

interventionists 

 Dose received (exposure) Extent to which participants actively engage with, 

interact with, are receptive to and/or use materials 

ƻǊ ǊŜŎƻƳƳŜƴŘŜŘ ǊŜǎƻǳǊŎŜǎΦ /ŀƴ ƛƴŎƭǳŘŜ Ψƛƴƛǘƛŀƭ ǳǎŜΩ 

ŀƴŘ ΨŎƻƴǘƛƴǳŜŘ ǳǎŜΩ 

 Reach (participation rate) Proportion of the intended priority audience that 

participates in the intervention; often measured by 

attendance; includes documentation of barriers to 

participation 

 Recruitment Procedures used to approach and attract participants 

at individual or organizational levels; includes 

maintenance of participant involvement in 

intervention 

 Context Aspects of the environment that may influence 

intervention implementation or study outcomes; 

includes contamination 

 

This forms a useful focus for process evaluation activities. In order to direct these activities it is 
useful to create a framework of the intended process of the intervention in terms of actors and 
predicted pathways of influences, based on formative research, findings of previous interventions 
and behaviour change theory. The framework may include both quantitative outcomes (e.g. number 
of a target group of patients receiving a correct drug) as well as social outcomes (e.g. changes in 
perception of patient pressure for specific drugs or tests). As well as forming a useful basis for a final 
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outcome evaluation, as a network of hypotheses to be tested, the hypotheses contained within the 
framework can be explored in terms of the processes listed above. For example, if the dose of the 
intervention received by target actors is incomplete, and some components of the intervention are 
in reality not delivered, this will affect whether specific hypotheses should be tested. An example is 
if the intervention intended to include showing videos of clinical procedures, hypothesised to 
improve skills through a specific pedagogy, and this could not be delivered to some sets of 
participants due to power shortages, this can be captured in a process evaluation and taken into 
account in outcome analysis.  
 

2.2.  Process evaluation methods  
Once the intended processes of change have been identified and made explicit, a process evaluation 
can be planned based on the processes to be described. A variety of methods can be used to 
conduct a process evaluation. This may involve researchers conducting observations and informal 
qualitative interviews during the studyΣ ŦƻǊ ŜȄŀƳǇƭŜ ǘƻ ŎǊŜŀǘŜ ŀ ΨǎƻŎƛŀƭ ŎƻƳƳŜƴǘŀǊȅΩ ƻŦ ǘƘŜ 
intervention. This would require similar methods to those described in the formative research and 
outcome evaluations. Alternatively, or in addition, a series of reflexive documents can be kept by the 
fieldworkers and trainers that can contribute towards an understanding of the process of the 
intervention.  
 

Four documentary methods are described below, using the example of a training and material 

support intervention intended to change the prescribing practice of health workers. These methods 

are illustrative and are not exhaustive; individual projects are likely to need to develop methods 

most useful for the specific research question of the intervention. The methods described here 

intend to address each of the criteria described above. The following examples include (1) a 

programme diary, to be kept by fieldworkers and filled on each trip and to contribute to assessment 

of fidelity, dose and recruitment; (2) an attendance list, for each module and supervision visit, to 

assess dose delivered and reach; (3) a materials list, to detail dose delivered; and (4) a context 

awareness list, to detail potential external influences on the delivery and outcome of the 

intervention.  
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Box 13. Project Diary  
To be completed by each fieldworker for each site visit to HFs (example, to be created in conjunction with intervention plan) 
OBJECTIVE ACTIVITY DATE(S) LEVEL OF HW 

ENGAGEMENT (interest, 

interaction, duration, 

distraction) 

(LOW, MEDIUM, HIGH) 

BARRIERS TO OPTIMUM IMPLEMENTATION (e.g. HW out of 

office, transport trouble, duration of contact curtailed, 

supervision interrupted, unavailability of materials (training / 

tests / power), field supervisor unavailable, HW distracted etc.) 

Recruitment/  

To create ownership 

Create a list of names of all HWs 

at all eligible HFs 

   

Invite all eligible HWs to 

participate (letter/visit) 

   

Encourage HW to 

contemplate change of 

prescribing behaviour 

Feedback and discussion of 

results from HF 

   

Self-assessment    

Prepare for change Introduction of trial and 

objectives 

   

Introduce and provide copies of 

ΨƴŜǿΩ ƎǳƛŘŜƭƛƴŜǎ 

   

Enable change Group discussion with all 

workers at HF for logistics and 

ΨŎŀǊŜ ƳŀǇΩ 

   

Enable change Training module 1: evaluation of 

a patient with fever 

   

Reinforce change Messages from influential 

clinicians 

   

 (in community arm) update on 

IEC 

   

 Supervision visit 1: ask for 

progress and give performance 

feedback 

   

 Supervision visit 2    
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Box 14. Attendance list for each module 

NAME OF HW / 

IDNO 

TALLY OF NUMBER OF ATTENDENCES AT EACH MODULE 

MODULE 1 MODULE 2 MODULE 3 MODULE 4 MODULE 5 MODULE 6 MESSAGES 

Χ        

        

        

 

Box 15. Material list 
Detail of all materials to be delivered or presented. At monthly intervals check list against what is being used at each HF 

MATERIAL DELIVERY/USAGE DURING TRAINING/SUPERVISION VISITS AND BY PARTICIPANTS 

DATE 1 DATE 2 DATE 3 DATE 4 DATE 5 DATE 6 

Rapid diagnostic tests 

(X quantity) 

      

Wall Charts 

 

      

Books 

 

      

Guideline documents       

Audiovisual modules       

Interactive modules 

 

      

Influential messages       

Χ       
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Box 16. Context awareness  
To be filled by fieldworkers for each site (these may be fixed or dynamic through time and may apply to multiple sites) 

CONTEXT AFFECTING OUTCOME (i.e. 

outside factors affecting change to 

following RDT results: positive or 

negative) 

DATE 1 DATE 2 DATE 3 

Other interventions/research involving 

malaria 

   

Other training programmes for HF staff    

Other diagnostic tools available 

 

   

Management support (or not) for 

intervention work 

   

Community interventions regarding 

malaria, treatment seeking or 

empowerment before/during trial 

   

Level of supervision from district and 

involvement of supervisor in trial 

   

Messages from NGOs / government on 

radio/TV/newspapers 
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2.3.  Use of process evaluation results  
The analysis of process evaluation data will depend upon the data type and qualitative data analysis 

methods are described in Section II of this document. Regular assessment during the intervention of 

documentation such as that described here may enable feedback to improve the intervention. In 

addition, or alternatively, findings can be used to inform the outcome evaluation. On completion of 

the intervention, each component of the process evaluation can be brought together to provide a 

detailed description of the intervention process. This can be reported under the headings described 

above of fidelity, dose delivered, dose received, reach, recruitment and context. Each component of 

the intervention can be included, enabling an understanding of the components of the intervention 

that were most easy and difficult to deliver as well as information on the delivery and participation 

of individuals or groups of the target audience. In addition to a stand-alone report, data from the 

process evaluation can feed into data analysis in the outcome evaluation. Quantitatively, a measure 

of the dose delivered/received by each participant can be applied as explanatory variables in 

outcome analyses. Qualitatively, findings from the process evaluation may inform the design of 

questions and interpretation of results in outcome evaluation. 

 

2.4.  Examples of process evaluations  
Some useful papers describing process evaluations include: 

Saunders et al. (2005). The authors give a good description of the components of process evaluation 

and demonstrate this with a hŜŀƭǘƘ ǇǊƻƳƻǘƛƻƴ ǇǊƻƎǊŀƳƳŜ ΨaŜŘƛŀ aŀǘǘŜǊǎΩ, designed to decrease 

adolescent risk behaviours (alcohol and tobacco consumption) by increasing individual and group 

empowerment among participants through an educational and environmental intervention. 

 

Berkowitz et al. (2008). The authors describe the development and evaluation of a campaign, 

Ψ±9w.ΩΣ ǘƻ ƛƴŎǊŜŀǎŜ ǇƘȅǎƛŎŀƭ ŀŎǘƛǾƛǘȅ ƛƴ ŎƘƛƭŘǊŜƴ ŀƎŜŘ ф-13 years through targeted media 

communication designed to make physical activity more appealing. The process evaluation involved 

multiple components, including monitoring of coverage of the campaign by the different intended 

media channels, monitoring of use of VERB websites, interviews with community partners to 

monitor involvement in community events, telephone interviews and surveys of the target group to 

monitor the their awareness and understanding of the campaign.   

 

Power et al. (2004). The authors describe the development and evaluation of an intervention to 

improve adolescent sexual health in Zimbabwe. This paper is an example of using a process 

evaluation of a pilot intervention to create a more feasible intervention. The process evaluation 

addressed the context in which the intervention was being delivered as well as the delivery and 

content of the intervention itself and the findings led to substantial changes to both the content and 

the delivery of the proposed intervention. 
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3. Outcome Evaluation  
 
Evaluation of behaviour change interventions from a social perspective enables the identification of 
differences (before vs after or  intervention vs control groups) in perceptions and behaviours of 
target audiences as well as providing an explanation of why and how the intervention worked (or did 
not work) (Pawson & Tilley, 1997). Thus, in addition to describing outcomes, social research enables 
an evaluation of the acceptability of an intervention and its components; enables an exploration of 
causality in relationships between the intervention and primary outcome results and enables the 
identification of plausible causal alternatives. Methods typically used in social evaluations include (1) 
comparison of responses and discussions on topics targeted or hypothesised to change due to the 
intervention, (2) asking participants to reflect on their experiences of the intervention and (3) a 
description of context. 
  

3.1.  Components of outcome eva luation  
 Conceptual framework. As with formative research and process evaluation, a conceptual 

framework is important in informing the design of an outcome evaluation. The proposed or 

expected mechanisms of effect of different components of an intervention on target groups 

and target behaviours may have been made explicit in the intervention design, or can be 

elaborated at this point. The topics for exploration in qualitative research can be guided by this 

framework and the framework can be revised in the light of evaluation findings. 

 Intervention mechanism. The mechanisms of effect detailed in the conceptual framework are 

likely to have intermediate points, which could be described as outcomes on a hypothesised 

ΨŎŀǳǎŀƭ ǇŀǘƘǿŀȅΩ ǘƻ ŀ ǇǊƛƳŀǊȅ ƻǳǘŎƻƳŜΦ ¢ƘŜǎŜ ƛƴtermediate outcomes are often perceptions 

that are targeted by an intervention component, with the intention of changing a target 

behaviour (measured as a primary outcome). Qualitative methods can be used to explore 

differences in these target intermediate outcomes between before and after time points, or 

between intervention and control groups. This will enable an evaluation of: 

o The intervention effect on intermediate outcomes 

o The plausibility of causality of the hypothesised mechanism of the intervention on primary 

outcomes 

 Intervention acceptability. The acceptability of individual intervention components is likely to 

affect intended mechanisms and potentially their effect on target behaviours. Exploration of the 

experiences of target groups involved in the intervention can highlight aspects that were more 

or less acceptable, and what the consequences of this were. Unacceptable components may 

have been tolerated, altered or terminated. An understanding of this would enable the 

researcher to establish whether alternative causal relationships existed between intervention 

components and their intended behavioural outcome. This will enable an evaluation of: 

o The acceptability of different components of the intervention 

o Plausible alternative causal relationships between the intervention and outcomes 

An example of part of a conceptual framework with hypothesised mechanisms of effect of different 

intervention components on health worker practice, together with hypothetical findings from 

evaluation of mechanisms and acceptability, is shown below. 



 
40 SECTION I: Social Science in Operational Research 

Outcome Evaluation 

 

 

Figure 2.  Example partial framework and hypothetical outcome evaluation findings 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 Realist evaluation 

The use of process evaluation recognises that there may be a difference between what is delivered 

in reality and what was intended to be delivered in an intervention. The exploration of the 

intervention mechanism recognises that there may be a difference in how the intervention affects 

and interacts with the target group in practice compared to the intended mechanism, and that this 

may affect primary behavioural outcomes. Realist evaluation goes further, postulating that the 

delivery and mechanism of an intervention may differ between different individuals. Pawson and 

Tilley promote realist evaluation as essential for ǇƻƭƛŎȅ ƳŀƪƛƴƎ ōŜŎŀǳǎŜ ƛǘ ŀǎƪǎ ƴƻǘ Ƨǳǎǘ ΨŘƻŜǎ ǘƘƛǎ 

ǇǊƻƎǊŀƳƳŜ ǿƻǊƪΩΣ ōǳǘ Ψwhat works for whom in what circumstances and in what respects, and 

ƘƻǿΚΩ (2004). This demonstrates how outcome evaluation as described above can expanded, to look 

at what and how mechanisms work in different contexts and with different individuals. For further 

examples of approaches and methods for realist evaluation, see Pawson and Tilley (1997, 2004). 

 

 

 

OLD BEHAVIOUR  

[TARGETTED BY INTERVENTION] 

 Malaria tests infrequent 

 Antimalarials to patients 

without malaria 

 

NEW BEHAVIOUR  

[CHANGED BY INTERVENTION] 

 Malaria tests more frequent 

 Antimalarials only to patients 

with malaria 

 

INTERVENTION COMPONENT I  

TRAINING 

HYPOTHESIS: IMPROVE KNOWLEDGE 

 Epidemiological evidence 

 Quality of tests 

 Guidelines 

 

INTERVENTION COMPONENT II  

EXTERNAL SUPERVISION 

HYPOTHESIS: INCREASE ACCOUNTABILITY 

 Monitor progress and compare with an 

agreed standard 

 Tackle barriers to following guidelines 

 

MECHANISM INTERMEDIATE OUTCOMES: 

 Prompt awareness of standards 

 Increase self-assessment 

 Increase self-efficacy to achieve goals 

 Reduce isolation 

 

EVALUATION RESULTS  

[Supervision component]: 

 Target audience more aware of 

guideline standards and use these as a 

reference for good practice in 

intervention than control groups 

[causal mechanism confirmed] 

 No difference in perception of ability 

to achieve goals between arms. 

Intervention group reveal that 

resource constraints limited ability to 

follow guidelines in spite of 

supervision. [this is not the cause of 

any effect found] 

 Isolation reduced due to unpredicted 

informal networks between workshop 

participants [alternative mechanism] 

 

MECHANISM INTERMEDIATE OUTCOMES: 

 Reduce perception of malaria as only 

cause of fever 

 Increase trust in malaria tests 

 Increase trust in following guidelines 
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3.2.  Outcome evaluation methods  
Three types of information are typically required for outcome evaluation, and each may use 

different data collection methods: 

Type of information When/who Methods of data collection 

 Target perceptions/practices Data on variables 

that are seen as proximal to target behaviours 

and that are therefore intended or unintended 

targets of the intervention. These may include 

perceptions, attitudes, knowledge and 

practices of the target group and others 

involved in the target behaviour. 

Data collection takes place 

before and after an 

intervention, or in control and 

intervention groups and 

comparisons are made in the 

target variables. 

 (Semi)structured 

questionnaire 

 In-depth interviews 

 Focus group discussions 

 Participant experiences Data about 

participants and their experiences of the 

intervention. Also the experiences of those not 

targeted but affected by the intervention. 

Data collection takes place 

only amongst those involved 

in the intervention and can 

take place during or at the 

ΨŜƴŘΩ ƻŦ ŀƴ ƛƴǘŜǊǾŜƴǘƛƻƴΦ 

 In-depth interviews 

 Focus group discussions 

 Context Data about the context in which the 

intervention takes place. This includes the 

physical and social context of each intervention 

site, encompassing long-term as well as short-

term structures and activities (e.g. a 

description of the involvement of NGOs in an 

area). 

These data may be collected 

during the intervention (as 

suggested in the process 

evaluation), before or after 

and in all arms of the study. 

 Document review 

 Record keeping 

 Key-informant interviews 

 

 

Data may be collected for each different type of information needed for outcome evaluation using 

separate methods, or at the same time. For example, in-depth interviews may provide data about 

perceptions and practices that can be compared between time points or groups as well as providing 

data about the experiences of participants during the intervention. These interviews could also 

contribute to an understanding of the context of intervention and control groups. Some examples of 

topics are detailed below, focused on topics that may be relevant to ACT Consortium members. 

Topic guides will closely resemble topic guides from formative research ς indeed, formative research 

Ƴŀȅ ŦƻǊƳ ŀ ΨōŀǎŜƭƛƴŜΩ ŦƻǊ ŎƻƳǇŀǊƛǎƻƴ ƛƴ ōŜŦƻǊŜ-and-after studies.  

In addition, a qualitative baseline may be useful even if the trial is randomised to control and 

intervention arms. Whilst an RCT design does provide some assurance of causality between an 

intervention and any differences between arms, there are some problems with this design for 

behavioural interventions. The intervention may be effective in achieving the target change, but this 

may not be detected as a difference between arms if, for example, there were systematic 

differences between arms at baseline that were not controlled by the randomisation process, or if 

there was leakage of the intervention between arms, or if a similar intervention was occurring in 

other arms under a different initiative. A baseline assessment of target perceptions and behaviours 

would provide information to assist in the interpretation of such null or even negative results.  
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Box 17. Example topics for information on target perceptions and practices 

Topic Patient/Community Provider 

Perception of malaria 

importance / risk 

 

Perception of risk of malaria (prevalence, 

likelihood of contracting, severity, 

changes over time), perceptions of illness 

and fever, understanding of seasonality 

related illness 

Perception of importance of malaria in 

disease burden relative to other diseases; 

attributable fraction of fevers malarial in 

community/health facility; perception of 

severity. 

Perception of malaria tests Conceptualisation of testing for disease; 

understanding of test results (malaria, 

other) 

Preference for tests versus clinical 

judgement; preference for types of tests; 

ethics of restricting antimalarials to 

positive tests 

Perceptions of antimalarial 

treatment 

Preferences for antimalarial types; 

acceptability (satisfaction, adverse 

effects, fake drugs, repeated dosing) of 

different currently available antimalarials; 

choice of antimalarial use (when, why, 

frequency, which); adherence (narratives 

and normative) 

Preferences for antimalarial types; 

acceptability (satisfaction, adverse effects, 

fake drugs, repeated dosing) of different 

currently available antimalarials; 

knowledge of dosages and guidelines; 

perception of patient adherence; 

perception of patient antimalarial 

preference 

Perceptions of health 

services and treatment 

sources 

Usage of different services and sources 

(public hosp, HC, dispensary, CHW, 

community drug distributors, private HFs 

and drug sellers) and perceptions on 

purpose and use of each; satisfaction with 

services at each source when attended; 

trust in diagnostic and treatment 

accuracy of different providers; 

perception of role of different health 

workers and treatment providers; 

barriers to access/usage 

Perceptions of other provider roles/private 

sector, perceptions of patient treatment 

seeking practices 
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Box 18. Example topics for information on participant experiences 

Topic Patient/Community Provider 

Intervention to change 

perception of malaria 

importance / risk 

Acceptability of method and message of 

intervention, response to message (any 

changes, what and why), and likelihood of 

adherence to message in future*  

Reflection on how any change in 

perception was achieved (mechanism) 

Intervention to change use 

(and perception) of malaria 

tests 

Acceptability of any new tests, acceptability 

of test guidelines, e.g. restricting 

antimalarials to positive tests, perception of 

the role of clinical judgement 

Acceptability of any new tests 

(RDTs/microscopy), acceptability of test 

guidelines, perception of any training and 

messages with test introduction 

Intervention to change use 

(and perception) of 

antimalarial treatment 

Perception of whether change has been 

achieved on a personal/broader level; 

change attributed to intervention or other 

influences 

Reflection on any changes in usage of ACTs 

compared to previous antimalarial drugs 

(themselves, peers); perception of 

ǇŀǘƛŜƴǘΩǎ ǊƻƭŜ ƛƴ ƘŜƭǇƛƴƎκ ƘŀƭǘƛƴƎ ŎƘŀƴƎŜ 

Intervention to change use 

(and perception) of health 

services/ treatment sources 

Comparison of treatment seeking 

experiences and preferences before and 

now (where, cost, quality of services) 

 

*Content applies to each unit in matrix 

Box 19. Example topics for contextual information 

Topic Patient/Community Provider 

Physical context: 

infrastructure 

Accessibility (roads, proximity to health and 

other services), communications (access to 

internet, mobile and postal communication 

services), size of community and surrounding 

population 

Accessibility (roads, ease of referral of 

patients and delivery of supplies); 

presence of equipment, drugs, other 

resources;  frequency of electricity; access 

to learning materials (e.g. library, internet) 

and frequency of use 

Social context: 

demographics 

Demographic of population including 

occupations; religion and ethnic group; 

number of health workers and other sources 

of treatment (healers, vendors) within locale; 

links between location and persons in 

positions of power (e.g. government 

ministers) 

Number of health workers, and 

management structure; duration of time 

health workers have worked at facility; 

external supervision structure; salary 

structure (pay levels, employer, promotion 

process) 

Social context: NGOs Number of previous projects (health, other) 

in recent years; intensity of these projects; 

ongoing projects and plans; key liaison 

community members 

Number of long-term and short-term 

donors; focus of previous projects and 

provider perceptions of these; ongoing 

projects and plans; key liaison staff 

Social context: 

willingness to respond 

to outside influence 

Expectations from research project; 

perception of need for research and health 

interventions 

Expectations from research project; 

perception of need for change in provider 

practice; motivation to improve service 
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3.3.  Use of outcome evaluation  
The evaluation methods described here should aid the interpretation of the overall study result by 
serving as an outcome measure of the impact of the intervention on intermediate or proxy 
perceptions or behaviours as well as by providing explanations for how the intervention worked. 
This will enable an interpretation of components of the intervention that may be more or less 
effective in achieving the target behaviour change, identification of potential unexpected 
consequences of the intervention, and an interpretation of the context under which the intervention 
(or its components) may be most effective. This should provide policy makers with evidence of 
ΨǿƘŀǘΣ ǿƘŜǊŜ ŀƴŘ ƘƻǿΩ ǘƻ ƛƴǘǊƻŘǳŎŜ ƛƴǘŜǊǾŜƴǘƛƻƴǎ ǘƻ ŀŎƘƛŜǾŜ ǎǇŜŎƛŦƛŎ ōŜƘŀviour change targets on a 
broader scale. 
 

3.4.  Examples of outcome evaluations  
Some useful papers describing outcome evaluations 

Nazareth et al. (2002). The authors describe an evaluation of a complex intervention to change UK 

general practitioner (GP) prescribing practice in line with clinical guidelines. The trial was an RCT that 

found a modest improvement in the intervention arm. The authors decided to deconstruct the 

ǇŀǘƘǿŀȅ ƘȅǇƻǘƘŜǎƛǎŜŘ ǘƻ ŎƘŀƴƎŜ ǘƘŜ DtǎΩ ōŜƘŀǾƛƻǳǊΣ describing each step leading to the primary 

outcome and the effect of the intervention on each step. Quantitative and qualitative data collection 

methods were used in the evaluation, with both the intervention deliverers (pharmacists) and 

recipients (GPs). The findings from each step of the hypothesised pathway to change enabled a 

richer understanding of the overall outcome result.  

Eccles et al. (2002). The authors used a qualitative evaluation to understand findings of no 

significant effect of an RCT of a computerised decision support system intervention intended to 

improve the use of evidence-based guidelines for the management of adult patients with asthma or 

angina. A usage log suggested that physicians were under using the system and interviews revealed 

that whilst physicians saw the potential of the intervention, it was seen as difficult to use and to 

integrate into clinical encounters. 

Winch et al. (2008). The authors evaluated a pilot intervention of the introduction of zinc for the 

treatment of childhood diarrhoea to community health centres and community health worker 

(CHW) drug kits in Mali. Qualitative evaluation analysed the process and mechanisms of the 

intervention, and used several methods: interviews with CHWs and community members involved 

and not involved in the trial as well as direct observation of training and community meetings and 

collection of data from medical records. The authors found the intervention had reinvigorated 

existing diarrhoea management strategies, but so much so that it had the potential to decrease the 

appropriate treatment of other causes of fever such as malaria. 
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Section I outlined three different roles for social science in operational research: in formative work, 

process evaluation and outcome evaluation. Topics that might be covered in each of these types of 

study were outlined and different data collection methods were suggested. This section goes into 

more detail about how each data collection method can be conducted and describes data analysis 

methods for each. There is wide variation in the conduct and analysis of social data. Some options 

are described here but these are not exhaustive and therefore should only be considered a guide. 

Comparability in methods between ACT Consortium projects is desired but methods will naturally 

rely on research objectives and skills and interests of staff. 

Three research methods will be described in this section: 

 

Method Page 

In-depth Interviews 46 

Focus Group Discussions 60 

Direct Observations 69 

 

For each method, the following will be outlined: 

 Sampling ς selection of participants 

 Development of data collection instrument 

 Training of field staff 

 Piloting 

 Preparation for data collection 

 Collecting the data 

 Managing the data 

 Data analysis 

 

An outline of ethics for qualitative research practice will then be described. Consent forms are not 

included in this guidance document as these will vary by institution. Advice on consent forms can be 

obtained from the Core Science team. 
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4. In -depth Interviews  

In-deǇǘƘ ƛƴǘŜǊǾƛŜǿǎ ŀǊŜ ŦǊŜǉǳŜƴǘƭȅ ǳǎŜŘ ƛƴ ǉǳŀƭƛǘŀǘƛǾŜ ǊŜǎŜŀǊŎƘ ǘƻ ƎŜƴŜǊŀǘŜ Řŀǘŀ ŀōƻǳǘ ǊŜǎǇƻƴŘŜƴǘǎΩ 

accounts of the world with regard to specific topics of interest to the researcher. In in-depth 

interviews, as opposed to structured interviews when the same type of information is collected from 

each respondent, the researcher sets the agenda for topics to be covered but allows the interviewee 

enough time to develop their own accounts of the issues important to them. TƘŜ ƛƴǘŜǊǾƛŜǿŜŜΩǎ 

responses therefore determine the kinds of information produced about the topics and the relative 

importance of each of them (Green & Thorogood, 2004). The kind of data generated by in-depth 

interviews is often about beliefs, accounts of behaviour, ways of classifying the world or about how 

knowledge is categorised. These data are useful in forming an understanding of the perceptions and 

priorities of respondents with regard to specific topics and can feed into intervention design or can 

be compared between groups of respondents. 

4.1.  Sampling  
In-depth interviews with different groups of respondents have been suggested in Section I of this 

guidance document. Respondents might be key-informants (people who are in a position of expert 

knowledge about the group, topic or behaviour of interest, for example community leaders, and 

who can provide insight on the nature of problems and give recommendations for solutions); stake 

holders (people in decision making positions, for example district health officers, who may provide 

information about existing structures and possibilities for change); or the target group (community 

members or providers, who can provide an account of their perceptions and experiences).  

Inclusion and exclusion criteria. The choice of respondents will depend on the research objective. 

For interviews with key-informants and stake holders, it is important to include people with a wide 

range of backgrounds to avoid biased results and to enable analysis of varying perspectives and 

underlying issues or problems. For target group interviews, the selection may be narrower, 

depending upon the stage of research. Formative research may require interviews with a range of 

individuals in order to refine an intervention focus. Process or outcome research is likely to include 

only those participants targeted (or anticipated to be affected) by the intervention. The first step in 

selection of participants is to identify criteria for inclusion and exclusion. 

Identification of sub-groups. Participants for in-depth interviews are often selected through 

purposive sampling. Specific sub-groups are identified for interview according to the research 

objective. For example, if researchers want to investigate how to improve the stocks and sales of a 

certain drug by retailers, the sample of participants chosen for in-depth interviews may include 

providers who stock the drug as well as providers who do not stock the drug, and may include 

privately owned retailers and government sponsored retailers.  

Sample size. Typically, 3-4 in-depth interviews are conducted with each sub-group to attempt to 

gain a consensus on responses to topics within sub-groups and to be able to identify differences 

between sub-groups. If consensus is not reached (saturation), further participants may be selected. 

However, differences are always likely to occur between individuals and the researcher may find 

that consensus is reached between sub-groups that were not previously defined (e.g. there may be 

more consensus between female and between male retailers than between type of retailer). Sub-

groups are selected to represent groups of interest, and generalisability is attempted through 

concept saturation rather than through quantitative outcomes.  
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Identification of participants. Once sub-groups have been identified, participants to represent each 

sub-group are identified. This can be done in a number of ways: random sampling, convenience 

sampling and snowball sampling are three commonly used methods.  

 Random sampling can be used when a sampling frame is available or can be constructed 

(total number of eligible participants, e.g. names of mothers who have brought children to a 

health facility with fever in the past 2 weeks) and when there is a large enough number of 

potential participants with knowledge or experience with a particular topic (e.g. mothers 

with children who have had fever). A random sample reduces the likelihood of bias in 

responses or opinions, meaning results are more generalisable than with other methods, 

and the sample can be stratified to include the sub-sample groups already identified. 

 Convenience sampling is used when a sampling frame is not easily constructed (e.g. for 

patients leaving consultations ς in this case the researcher may interview the next patient 

available after the previous interview is completed because interviewing every patient in 

series, or every third patient, may mean asking patients to wait for a long time when they 

are likely to have other priorities). 

 Snowball sampling is used when a large enough number of potential participants with 

knowledge or experience with a particular topic is not easily identified (e.g. retired civil 

servants with experience in a particular programme such as previous malaria control 

efforts). 

It is important to specify the method for sampling in reports and publications as well as research 

protocols. 

Time and place. In addition to who to sample, responses may differ depending upon when and 

where participants are interviewed. Perspectives of malaria risk may differ according to seasons, and 

may differ if the participant is interviewed at a health facility or in a malaria research setting 

compared to neutral surroundings. Such factors need to be considered and a consensus reached 

amongst researchers about when and where interviews will take place. 

4.2.  Development of data collection instrument  
In-depth interviews are typically conducted with a topic guide. This may be typed on a set format 

with plenty of space for notes or simply be a list (with probes for each topic) for the interviewer to 

follow. In addition to the topic guide, the interviewer will need an introduction sheet, consent forms, 

potentially a participant information sheet and a contact summary form.  

Introduction. It is useful for the interviewer to have a sheet with detail, or a list, of information to 

cover with the participant during the introduction. This should include: 

 Establish credibility as the interviewer 

 Establish the general purpose of the study 

 Establish the aims of the interview and expected duration 

 Explain who is involved in the process (other participants) 

 9ȄǇƭŀƛƴ ǿƘȅ ǘƘŜ ǇŀǊǘƛŎƛǇŀƴǘΩǎ ŎƻƻǇŜǊŀǘƛƻƴ ƛǎ ƛƳǇƻǊǘŀƴǘ ƛƴ ŎƻƭƭŜŎǘƛƴƎ the information needed 

 Explain what will happen with the collected information and how the participant/target 

group will benefit 



 
48 

SECTION II: Methodology 
In-depth Interviews 
 

 
Information and consent. The participant may be asked to provide written or oral consent. In either 

case, information about the research objective and measures of confidentiality should be explained 

to the participant and they should be given a copy of an information sheet if appropriate. 

Warm up. Some questions to make the participant feel comfortable and establish rapport. 

Researchers may choose to include demographic questions here. 

Topic guide. This should be developed based on the objectives of the research and may differ 

slightly between sub-groups, although the topics are likely to be broad enough for the different 

experiences of different groups to be expanded upon by respondents. The topic guide should include 

around five to ten key topics or questions (depending upon the experience and style of the 

interviewer, researchers may choose to specify exact questions in advance) which are designed to 

elicit information about specific aspects of the issue or problem. Under each topic or question, it is a 

good idea to specify probing questions which encourage participants to reflect more deeply on the 

meaning of their responses and may help respondents to think about the cause or root of the 

problem under investigation. tǊƻōŜǎ Ƴŀȅ ƛƴŎƭǳŘŜ ŀǎƪƛƴƎ ǇŀǊǘƛŎƛǇŀƴǘǎ ŀōƻǳǘ ǊŜŀƭ ŜǾŜƴǘǎΣ ƻǊ ΨŎǊƛǘƛŎŀƭ 

ƛƴŎƛŘŜƴǘǎΩΣ ŀǎ ŜȄŀƳǇƭŜǎ ƻŦ ƎŜƴŜǊŀƭ ŎƻƳƳŜƴǘǎ ǿƘƛŎƘ Ŏŀƴ ǊŜǾŜŀƭ ƳƻǊŜ ŀōƻǳǘ ōŜƭƛŜŦǎΣ ŀǘǘƛǘǳŘŜǎ ŀƴŘ 

behaviour. Researchers may also choose a more open style for asking patients about real events, 

when the respondent is asked to describe an event, or series of events, in a narrative style (a story). 

This results in much more data than a more structured approach but may reveal issues or problems 

that had not previously been identified by researchers. It is therefore most useful at the formative 

stage of research, although can also be useful as an evaluation tool. Series of interviews can become 

progressively focussed on key emerging themes, and topic guides are likely to change through the 

process of ongoing analysis. 

Closing. At the end of the interview, the participant should be given an opportunity to provide any 

additional information or comments. This may also be a good opportunity to ask the participant for 

their recommendations or solutions in addressing the research problem. The interviewer can then 

go through a quick summary of the major comments and ask the participant if the summary covered 

all their major points and if they have any more to add. Finally, thank the participant for their time 

and give them any information and contacts for future questions about the research. 

Examples of interview topic guides were given in Section I. Box 20 provides an example of a 

structured data collection form for in-depth interviews. 

Contact summary form. Notes about the interview should be made immediately afterwards and if a 

number of different fieldworkers are conducting the interviews it may be useful to structure these 

ƴƻǘŜǎ ǳǎƛƴƎ ŀ ΨŎƻƴǘŀŎǘ ǎǳƳƳŀǊȅ ŦƻǊƳΩΣ ŦƻŎǳǎƛƴƎ ǘƘŜ ƛƴǘŜǊǾƛŜǿŜǊ ƻƴ ǎǇŜŎƛŦƛŎ ŀǎǇŜŎǘǎ ǳǎŜŦǳƭ ŦƻǊ ŦǳǘǳǊŜ 

analysis in understanding the immediate context of the interview as well as for current identification 

of key themes for development in future interviews. An example of a contact summary form is 

shown in Box 21. It should be noted that the contact summary form (sometimes called a debriefing 

form) supplements, rather than replaces, field notes which should describe the context of the 

interview in greater detail. 
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Box 20. Example in-depth interview structured guide for health centre and dispensary prescribers 
as formative research for intervention to introduce RDTs to improve prescribing practice 

Participant IDNO |__|__|__|__|           Gender     Male /  Female                Researcher Initials |__|__|__| 

Health facility number |__|__|              Date |__|__/__|__/__|__|     

 

Introduction 

I am ______________________________ from ______________________ 

V General purpose of the study 

V Aims of the interview and expected duration 

V Who is involved in the process (other participants) 

V ²Ƙȅ ǘƘŜ ǇŀǊǘƛŎƛǇŀƴǘΩǎ ŎƻƻǇŜǊŀǘƛƻƴ ƛǎ ƛƳǇƻǊǘŀƴǘ 

V What will happen with the collected information and how the participant/target group will benefit 

V Any questions? 

V Consent 

 

Warm up [demographic & work history] 

Can I ask some details about you and your job? 

Job Title ____________________________ Grade (insert tick-boxes)___ __   Year of graduation____________ 

Years worked at this facility |__|__|yrs|__|__|mths          

Are you originally from this area/district?      Ǐ Yes  Ǐ No 

How old are you?                                                Ǐ Under 30yrs  Ǐ 30-40yrs Ǐ Over 40yrs  

Do you have any children over 5yrs old?        Ǐ Yes  Ǐ No 

Do you have any children under  5yrs old living with you now?    Ǐ Yes  Ǐ No 

 

Now I am going to ask you some questions about your experiences as a provider in this facility. 

 

Domain Topic and Probes 

Aware of 

need to 

change? 

What is your current practice with diagnosing malaria and prescribing antimalarials?  

Probes: what steps go into your usual diagnostic process and what factors affect whether 

each of these steps is completed? How do you decide which patients to give antimalarials 

to and how does this relate to what you know about district/MoH strategies for malaria 

control?  

Are you aware of any weaknesses in your current strategy for prescribing antimalarials?  

Probes: Do you think antimalarials should be prescribed any differently now that ACTs are 

becoming available? Have you tried to change your practice in antimalarial prescribing? 

Perception 

of tests / 

culture 

What tests do you have available for diagnosing malaria and other conditions?  

Probes: What are the strengths and limitations of these? What is your experience of 

working in facilities where microscopy (and other tests) are available? What do you think is 

the role of your clinical judgement when tests are available? Have you heard of RDTs 

(perceived strengths, limitations)? 

If RDTs were available to you, how might they fit with consultation and diagnostic process in 

practice? 

Probes: what problems could you foresee and what ways do you think these might be 

solved? (e.g. timing ς who should conduct the test and what should happen whilst waiting 

for the result?) 

Knowledge Are you aware of guideline changes for antimalarial prescribing and malaria diagnosis?  

Prompt: Where did you receive this information? Do you trust the source of information 

and why/why not? 

What has been your experience of training in malaria diagnoses before you started working 

and during your career? 
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Prompt: what do you think about what you have been taught at different stages? How 

does it relate to what you know now? 

Supervision / 
Physical 
environment 

What is your experience with supervision at this health facility?  

Prompt: Does anyone supervise how diagnoses are made at this health facility? What 

usually happens with routine supervision from the district: how frequent, who is 

supervisor, relationship with supervisor, what they ask, do they give any feedback?  

What is your experience with the logistics of supplies work at the health facility? 

Prompt: what roles do different people play, is there an established system for: supply 

procurement, storage, monitoring?  

How do you think RDTs might fit with your current systems of logistics and supervision?  

Prompt: can you suggest any ways that RDTs could be integrated with your work without 

creating extra work for you and your colleagues? 

Social 
environment 

In your opinion, what do patients (adults and children) expect from consultations when they 

attend here with fever? 

Prompt:  expectations for drugs, clinical or test-based diagnoses? Can you give examples of 

your own experiences of patient preferences?  

Do you think you would find it easier to change your practice (types of drugs or diagnostic 

methods) if patients had different demands?  

Prompt: How do you think patient demands or expectations might be changed? What 

strategies might be effective? 

What do you perceive are the expectations of your peers for the pattern of diagnoses and 

prescriptions from here? 

Prompt: What are their perceptions of the risk of malaria, risk of misdiagnosing malaria 

and other diseases? Do you agree with the opinions of your peers? How is your 

relationship with colleagues at this health facility- does this create any support/barriers if 

you wanted to change your diagnostic/treatment practice? 

Do you perceive there to be any rule-enforcers in your practice?  

Prompt: If something goes wrong (wrong diagnosis, treatment, dosage), who holds health 

workers responsible here? Is it patients, community leaders or supervisors?  

Promoting 
RDTs 

What suggestions can you give for how to promote the use of RDTs for malaria diagnosis 

amongst prescribers like you and amongst community members? 

Prompt: Prescribers? Community? In some places where RDTs have been introduced, and 

the provider has been trained and understands a lot about when to use the RDT and what 

prescriptions to give based on the results, the provider sometimes still gives antimalarial 

drugs when the results of the RDT are negative. Can you comment why this might happen 

and how we can help to enable providers to follow the guidelines? 

 

Closing 

Is there anything else you think is important in diagnosing malaria that we have not talked about?  

V Summarise 

V Thank participant 

V Provide extra information and contacts to participants 
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Box 21. In-depth interview contact summary form 

Participant IDNO |__|__|__|__|           Gender     Male / Female                 Researcher Initials |__|__|__| 

Health facility number |__|__|              CD5 5ŀǘŜ μψψμψψκψψμψψκψψμψψμ   ¢ƻŘŀȅΩǎ ŘŀǘŜ μψψμψψκψψμψψκψψμψψμ 

 

1.    What were the main issues or themes that struck you during this interview? 

 

 

2. What new information did you gain through this interview compared to previous interviews? 

 

 

3. What new questions or inconsistencies emerged for you as a result of this interview? 

 

 

4. Was there anything that struck you as salient, interesting, illuminating or important in this interview? 

 

 

5. How would you describe the atmosphere of the interview? 

 

 

6. What else was important about this interview? 

 

 

7. Were there any problems with the topic guide (e.g. wording, order of topics, missing topics) you 

experienced in this interview? 

 

 

Adapted from Miles & Huberman (1994) and OMNI 

 

 

4.3.  Training of field staff  
Key aspects for training of field staff are similar for interviews and focus group discussions, although 

the content may differ. Field staff need to be trained in the research objectives; the protocol; 

qualitative techniques; recording data & data management and ethical code of conduct (see page 

74).   

Box 22. Training components for qualitative fieldwork 

Protocol training should include: 

Sensitisation 

Invitation 

Planning time, place 

Setting up 

Giving information and gaining consent 

Carrying out interview/FGD: topics, prompts 

and techniques 

Taking notes 

Post-interview/FGD fieldnotes 

Data management 
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Qualitative technique training: 

Building rapport 

Active listening skills 

Asking good questions and probes 

Reflection 

[Participatory methods] 

 

An excellent course in qualitative field methods, particularly emphasising communication skills and 

so very useful training for fieldworkers involved in qualitative data collection as well as participatory 

research, has been published as a manual by TDR, following a course in Kilifi, Kenya (Haaland et al., 

2006). This course is designed to have a lasting impact on the quality of fieldworker practices and 

involves an awareness raising period of three months, an intensive 7-day training course and a 

ŦǳǊǘƘŜǊ ǘƘǊŜŜ ƳƻƴǘƘǎΩ ƛƴǘŜƎǊŀǘƛƻƴ ƻŦ ƴŜǿ ǎƪƛƭƭǎ ƛƴǘƻ ǇǊŀŎǘƛŎŜΦ  

 

More typically, training involves familiarisation with the aspects of the protocol, as listed above, the 

content and purpose of the topic guide, and some training in qualitative techniques, as listed above. 

It is recommended that all members of the team, however experienced individually, undergo 

refresher training prior to the collection of qualitative data. Training is likely to be most effective 

ǿƘŜƴ ǘǊŀƛƴŜŜǎΩ ƻǿƴ ŜȄǇŜǊƛŜƴŎŜǎ ŀǊŜ ǎƘŀǊŜŘΣ ŀƴŘ ǊƻƭŜ-play and small group activities around each 

aspect of the fieldwork are conducted, including approaching potential respondents, components of 

giving an introduction and gaining consent, reasons and methods for confidentiality and anonymity, 

how to use topic guides, how to take notes and how to deal with difficult situations or respondents.  

4.4.  Piloting  
It is important to spend a period of time piloting any data collection tool. For in-depth interviews, a 

pilot of 2-4 interviews may suffice to establish whether further topics should be included in the topic 

guide, and further topics are likely to arise in each individual interview due to the flexible nature of 

the data collection method, prioritising respondent experiences rather than researcher-defined 

questions. Piloting is often part of the fieldworker training period, when each fieldworker can feed 

back problems with the contents of the data collection tool, or further topics for consideration in the 

guide. This is also an opportunity for fieldworkers to observe each other to ensure interview 

methods are as consistent as possible between fieldworkers. At the final stage of piloting, a 

comprehensive standard operating procedure should be produced, with which all fieldworkers are 

familiar and which will enable the collection and management of data in a high quality and efficient 

manner. 

4.5.  Preparation for the data collection  
Preparation before data collection begins is essential. This involves sensitisation, invitation of 

participants, planning a time and place for interviews and setting up the interview, and setting up a 

data management system for recording the data. The extent to which each of these steps is needed 

will depend upon the objective and scale of the research. However, consideration should be given to 

each before beginning data collection. 

Sensitisation. The sensitisation process involves giving information and gaining permission for the 

study, often with a consultation approach (when the study protocol is adjusted in the light of results 

of interactions during sensitisation). Three or more stages of sensitisation are required. Initially, the 
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research team seeks permission from relevant local and national representatives and bodies, such as 

district medical officers and national research boards. Secondly, communities or providers where the 

research is to take place need to be informed about the study and to give their permission and input. 

This entails meetings with community leaders and different groups of providers who may be 

affected or involved with the study. Detail of the study is likely to be provided subsequent to initial 

meetings, and these subsequent meetings require thorough preparation in how best to 

communicate the aims and objectives of the study in ways that are locally relevant (Smith & 

Morrow, 1996). These leaders may then inform and mediate with potential study participants prior 

to the third stage of sensitisation by researchers: with member of the groups who may participate in 

the research (community members, drug vendors, health facility staff). A series of meetings may be 

held with different communities or participant groups. During these meetings, the objectives and 

methods of research proposed should be described and potential participants should be told what is 

asked of them and what potential benefits they may receive, or risks to which they may be exposed, 

during the study. This is clearly most important in the case of intervention research, but is also 

important during observational research in order that appropriate expectations are set. 

Invitation. It is important to develop rapport with research participants and invitations to participate 

are one way to help establish this. Invitations may be individualised and written in letter format, for 

example if inviting health workers at a particular facility. Alternatively, participants may be invited to 

participate when they attend a particular provider and in this case it is useful to have information 

about ǘƘŜ Ǉƻǎǎƛōƛƭƛǘȅ ƻŦ ōŜƛƴƎ ƛƴǾƛǘŜŘ ŎƭŜŀǊƭȅ ŘƛǎǇƭŀȅŜŘ ŀǊƻǳƴŘ ǘƘŜ ǇǊƻǾƛŘŜǊΩǎ ǿƻǊƪǇƭŀŎŜΦ At invitation, 

the participant should be informed of the general topic of the research and how long the interview is 

likely to take (typically 30-60 minutes) and it is useful to align the study with the research group or 

institution if it is well known and trusted locally. 

Planning time and place. For interview research, both timing and situation need to be considered in 

the planning stages. Time of day may affect the availability and level of engagement of participants, 

for example household interviews may be best held during the daytime for women or during the 

evening for men, and health worker interviews may be best held at the beginning or end of a shift. 

Time of year may also be important: if malaria is seasonal, perceptions may change depending upon 

the season; and patterns of behaviour may change according to the season if participants are 

involved in agriculture. Where interviews take place is important: participants may be more free or 

restricted in different settings, particularly if they may be within earshot of others when discussing 

sensitive topics. Information from potential participants during the sensitisation process, together 

with a consideration of the objectives of the research, may help to identify the best times and places 

for interviews. The duration of the interview should have been established during piloting, but this 

may vary, and the fieldworker must allow sufficient time for the interview to run on, and to review 

the interview and make detailed notes (e.g. contact summary form) immediately afterwards before 

subsequent interviews or commitments. Thus time and space must be planned for preparation, the 

interview itself and post-interview review. 

Setting up the interview. Once participants have agreed to be interviewed, the interview may need 

to be confirmed prior to the date and this can be done with a phone call or message. Once 

confirmed, or for participants recruited on the spot, the area for the interview needs to be set up. 

The most appropriate place for the interview should have been identified, and on the day of the 

interview, the fieldworker needs to ensure the place is available, that there are comfortable seating 

arrangements and that any external noise will be kept to a minimum, particularly if a tape recorder 
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is being used. Any refreshments to be provided for the participant should be prepared. The 

Fieldworker must ensure they have bought all materials and equipment necessary, including the 

topic guide, consent form, pens, notebook, tape recorder and spare batteries.  

4.6.  Collecting the data  
Giving information and gaining consent. Information sheets and consent forms should be prepared 

in advance. The fieldworker should have been trained to give the information and ask for any 

questions from participants in an open manner and to explain what the participant is consenting to.  

Carrying out the interview. For in-depth interviews, the topic guide can be quite flexible. The 

fieldworker should attempt to cover all topics on the guide but the experiences of participants 

should be sought, which may lead to deviation from the expected content. The fieldworker needs to 

judge whether the conversation has deviated to topics irrelevant to the interview objective and 

guide the participant back to the topics in the guide. Prompts may be provided in the topic guide, or 

this may simply be a list of topics. Some suggested techniques for prompting are given in Box 23. 

Box 23. Prompts for qualitative fieldwork 

Ask for clarification Ψ²Ƙŀǘ Řƻ ȅƻǳ ƳŜŀƴ ōȅΦΦΚΩΣ  

Ψ/ŀƴ ȅƻǳ ǎŀȅ ŀ ƭƛǘǘƭŜ ƳƻǊŜ ŀōƻǳǘΦΦΚΩ  

ΨLƴ ǿƘŀǘ ǿŀȅΚΩ 

Search for opinions Ψ²Ƙŀǘ Řƻ ȅƻǳ ǘƘƛƴƪ ƻŦ ǘƘŀǘΚΩ 

Ψ5ƻ ȅƻǳ ōŜƭƛŜǾŜ ǘƘŀǘΚΩ 

Pursue the logic of an argument Ψ5ƻŜǎ ƛǘ ŦƻƭƭƻǿΣ ǘƘŜƴΣ ǘƘŀǘΦΦΚΩ 

ΨtǊŜǎǳƳŀōƭȅΣΦΦΦΚΩ 

Seek comparisons ΨIƻǿ ŘƻŜǎ ǘƘŀǘ ǊŜƭŀǘŜ ǘƻΦΦΚΩ 

Ψ{ƻƳŜ ƻǘƘŜǊǎ ƘŀǾŜ ǎŀƛŘ ǘƘŀǘΦΦΩ 

Check on apparent contradictions, 

implausibility, exaggerations or 

inconsistencies 

Ψ¸ŜǎΣ ōǳǘ ŘƛŘƴΩǘ ȅƻǳ ǎŀȅ ŀ ƳƻƳŜƴǘ ŀƎƻΦΦΚΩ 

ΨIƻǿ Ŏŀƴ ǘƘŀǘ ōŜ ǎƻ ƛŦΦΦΚΩ 

Ψ5ƻŜǎ ƛǘ ƴŜŎŜǎǎŀǊƛƭȅ Ŧƻƭƭƻǿ ǘƘŀǘΦΦΚΩ 

ΨIƻǿ Ŏŀƴ ǘƘŀǘ ōŜ ǎƻ ƛŦΦΦΚΩ 

Express incredulity or astonishment Ψ!ŦǘŜǊ ƻƴƭȅ six ƳƻƴǘƘǎΚΩ 

ΨL ŘƻƴΩǘ ōŜƭƛŜǾŜ ƛǘΗΩ 

ΨwŜŀƭƭȅΚΗΩ 

Ask hypothetical questions Ψ¸ŜǎΣ ōǳǘ ǿƘŀǘ ƛŦΦΦΚΩ 

Ψ{ǳǇǇƻǎƛƴƎΦΦΚΩ 

Aim for comprehensiveness ΨIŀǾŜ ȅƻǳ ŀƴȅ ƻǘƘŜǊΦΦΚΩ 

Ψ5ƻ ȅƻǳ ŀƭƭ ŦŜŜƭ ƭƛƪŜ ǘƘŀǘΚΩ 

ΨIŀǾŜ ȅƻǳ ŀƴȅǘƘƛƴƎ ƳƻǊŜ ǘƻ ǎŀȅ ƻƴ ǘƘŀǘΚΩ 

Summarise occasionally and ask for 

corroboration 

Ψ{ƻΦΦΚΩ 

Ψ²Ƙŀǘ ȅƻǳΩǊŜ ǎŀȅƛƴƎ ƛǎΦΦΚΩ 

Ψ²ƻǳƭŘ ƛǘ ōŜ ŎƻǊǊŜŎǘ ǘƻ ǎŀȅΦΦΚΩ 

Adapted from Woods (2006) 

Note-taking. Interviewers should take notes both during and directly after interviews. The 
interviewer may choose to have the topic guide (and prompts) typed with spaces between each 
ǉǳŜǎǘƛƻƴ ǘƻ Ƴŀƴǳŀƭƭȅ ǿǊƛǘŜ ǘƘŜ ǇŀǊǘƛŎƛǇŀƴǘΩǎ ŎƻƳƳŜƴǘǎ ǿƘƛƭŜ ŎƻƴŘǳŎǘƛƴƎ ǘƘŜ ƛƴǘŜǊǾƛŜǿΣ ƻǊ ǘƘŜȅ Ƴŀȅ 
choose to note responses in a separate notebook. The detail of these notes depends upon whether a 
tape recorder is being used. If not, note-taking should attempt to capture exact όΨǾŜǊōŀǘƛƳΩύ phrases 
spoken by the participant as far as possible. Detailed notes are useful even if a tape recorder is used, 
particularly if the recording fails. The usefulness of taking detailed notes is offset, however, by the 
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risk of disrupting the flow of the conversation. The interviewer therefore needs to balance taking 
notes (as short-hand as possible) with engaging in conversation. Field notes may also be taken, in 
addition to recording participant responses, and these include notes on the setting and surroundings 
of the interview, interaction between interviewer and respondent or unease about particular topics. 
Immediately after each interview it is important that the fieldworker reviews these notes, expanding 
their short-hand and adding important comments or points made. ¢ƘŜ ΨŎƻƴǘŀŎǘ ǎǳƳƳŀǊȅ ŦƻǊƳΩ Ƴŀȅ 
be completed. Delay in making these notes may mean the loss of valuable information. 

Tape recording. It is now usual to tape-record interviews, which enables that capture of detail and 
nuance of what is being said. This allows the interviewer to engage more freely with the respondent, 
knowing they can fill in gaps in their notes with the recording. Interviewees usually get used to the 
tape-recording equipment, but it is important to show them the device, if necessary giving a test 
run, explaining that it is recording when the light is on, and to gain their informed consent to tape 
the interview. It is important to emphasise that the respondent can opt-out of being recorded, or 
ask for the tape to be switched off at any time, and that their recording will not be labelled with 
their name and will be kept in a secure location. It is important that the fieldworker makes a note of 
the digital file name, or location on a tape, for each interview in their notes. 

4.7.  Managing the data  
A protocol for data management should be set up at the start of the study. This needs to consider 

who is responsible for storing and transcribing notes and recordings, including what happens 

immediately after return from the field. For example, if fieldworkers stay overnight or return home 

late from the field, a protocol for data storage must be implemented. Once the paper and audio data 

arrives at the research institution, transcription into digital documents should be carried out either 

by the fieldworkers or a trained data entry team who are familiar with the terminology of the study. 

It is useful to save each transcript and set of notes from each interview as a separate document, 

labelled with the ID number of the participant if to be imported to Nvivo for analysis. If the data are 

to be managed in Nvivo, but entered into Microsoft Word, the use of Headings settings should be 

considered for each item in the topic guide for easier integration into Nvivo (the heading settings 

ōŜŎƻƳŜ ΨƴƻŘŜΩ ǘƛǘƭŜǎ ǿƛǘƘ ǘƘŜ ŦƻƭƭƻǿƛƴƎ ōƻŘȅ ǘŜȄǘ ŎƻŘŜŘ ǳƴŘŜǊ ǘƘŀǘ ƴƻŘŜΣ ǿƘƛŎƘ ƛǎ ŀ ǳǎŜŦǳƭ ǇƭŀŎŜ ǘƻ 

start with coding the document). If there are quantitative data from demographic and work history 

questions, these can be entered using standard quantitative packages such as Microsoft Access, and 

imported into Nvivo and linked by participant ID number to the document containing that 

ǇŀǊǘƛŎƛǇŀƴǘΩǎ ƛƴǘŜǊǾƛŜǿ ǘǊŀƴǎŎǊƛǇǘ ŀƴŘ ƴƻǘŜǎΦ 

4.8.  Data analysis  
Unlike quantitative methods, qualitative data analysis is often ongoing during the data collection 

process. This is useful to focus the data collection progressively, to identify when data collection 

should cease and to begin to define concepts or themes emerging from the data ς and qualitative 

methods usually produce vast amounts of data.  

(i) Immediately following each interview, notes are reviewed and expanded and respondent 

ideas and initial themes emerging in each interview can be noted, for example in the contact 

summary form. 

(ii) Each interview can then be compared with previous interviews (or this can be done 

periodically, through a de-briefing session of the fieldworkers with the study coordinator) for 

common emerging themes which can direct future data gathering, identify if key themes are 

saturated (no new ideas emerging) ŀǎ ǿŜƭƭ ŀǎ ŀŘŘƛƴƎ ǘƻ ŀ ΨǊǳƴƴƛƴƎ ŀƴŀƭȅǎƛǎΩΦ 
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(iii) On cessation of data collection, or periodically during data collection, analysis is undertaken 

on completed transcripts. Analysis methods vary in the extent to which analysis is guided by 

pre-defined concepts, which in turn depends upon the research objective. 

In the final stage, two types of analysis are likely to be undertaken in ACT Consortium research 

projects: Thematic Content Analysis, and Grounded Theory Approach, although other forms of 

analysis may also be applicable. For either approach, data management and coding can be assisted 

ōȅ ŎƻƳǇǳǘŜǊ ǎƻŦǘǿŀǊŜΣ ǎǳŎƘ ŀǎ v{wΩǎ bǾƛǾƻΦ  

Thematic content analysis 

Thematic content analysis is common in qualitative research in public health and essentially 

ŎŀǘŜƎƻǊƛǎŜǎ ǊŜǎǇƻƴŘŜƴǘǎΩ ŀŎŎƻǳƴǘǎ ǎƻ ǘƘŀǘ ǘƘŜȅ Ŏŀƴ ōŜ ǎǳƳƳŀǊƛǎŜŘΦ It is usually conducted on two 

levels: the first is coding ideas into categories (often pre-defined) and the second is interpretation 

through comparative methods.  

Coding and categorising. This is the first level of analysis, and for some research questions is 

sufficient in itself. The way the data are summarised may follow a pre-determined coding scheme or 

a scheme developed from the data. If a topic guide has been used, this can act as an initial basis for 

coding the data, providing overarching topics in which different themes can be structured. Themes 

are patterns, formed from fragments of ideas or experiences, and may relate to conversation topics, 

vocabulary, recurring activities, meanings or feelings . If themes are determined prior to detailed 

analysis, this is often done through a group discussion with fieldworkers and research coordinators, 

when sub-themes of interest are defined. The data are then coded and slotted into these, with 

consensus over allocation of data to themes achieved through duplicate coding or research group 

discussions. An example of part of a pre-defined coding scheme is presented in Box 24.  
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Box 24. Pre-defined coding scheme 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Alternatively, coding can be more flexible, allowing the development of themes during the coding 

process. In this case, the topic guide may be used initially to categorise data but themes may apply 

to data collected under different topic headings. For flexible coding, new labels are created for each 

line of text according to the content, (unless a previous label sufficient captures the concept, when 

the ǎŜŎǘƛƻƴ ƻŦ ǘŜȄǘ ƛǎ ŀƭƭƻǘǘŜŘ ǘƻ ǘƘŜ ŜȄƛǎǘƛƴƎ ƭŀōŜƭύΦ Lƴ ǘƘŜ ŎŀǎŜ ƻŦ ŦƭŜȄƛōƭŜ ŎƻŘƛƴƎΣ ŀ ŎƻŘƛƴƎ ΨǘǊŜŜΩ ƛǎ 

built from the data. For example, a statement such as ΨǿŜ ǊƻǳǘƛƴŜƭȅ ƎƛǾŜ ŀƴǘƛƳŀƭŀǊƛŀƭǎ ōŜŎŀǳǎŜ ǿƛǘƘ ŀ 

fever we have to rule out malaria but with so many ǇŀǘƛŜƴǘǎ ǘƘŜ ƭŀō ŎƻǳƭŘƴΩǘ ǘŜǎǘ ǘƘŜƳ ŀƭƭ ǎƻ ǿŜ Ƨǳǎǘ 

ƎƛǾŜ ŀƴǘƛƳŀƭŀǊƛŀƭǎ ǘƻ ŎƻǾŜǊ ƛǘΩ might be labelled Ψƪƴƻǿ ƻǾŜǊǳǎŜ ŀƴǘƛƳŀƭŀǊƛŀƭǎΩΣ ǿƛǘƘ ŦǳǊǘƘŜǊ ŎƻŘŜǎ 

labelled Ψƭŀō ŎƻƴǎǘǊŀƛƴǘǎΩ ŀƴŘ ΨƛƳǇƻǊǘŀƴŎŜ ƻŦ ǊǳƭƛƴƎ ƻǳǘ ƳŀƭŀǊƛŀΩ situated as child codes under this 

parent code. ΨLƴ ǾƛǾƻΩ ŎƻŘƛƴƎ can also be used, when words or phrases taken verbatim from 

Perception of tests 

Positive 

Negative 

RDT 

Microscopy 

Other lab tests 

RDT 

Microscopy 

Other lab tests 

Aware of need to change 

Yes 

No 

Antimalarial drug type 

Which patients to give antimalarials to 

Diagnostic method 

Current system ok 

Against new diagnostic tools 
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transcripts capture a concept described by the participant that he or she uses to conceptualise the 

world. An example is the conceptualisation of responsibility for funding of ACTs in the statement, 

Ψȅƻǳ ŎƻǳƭŘƴΩǘ ǇǊŜǎŎǊƛōŜ ǘƘŀǘ ǘƻ ǎƻƳŜƻƴŜ ŀƴŘ ŜȄǇŜŎǘ ǘƘŜƳ ǘƻ ǇŀȅΣ ƛǘ ǿƻǳƭŘ ƪƛƭƭ ǘƘŜƳΗ .ǳǘ aǊ .ǳǎƘ Ŏŀƴ 

ǇŀȅΦ IŜ ƭƛƪŜǎ ǳǎ ƘŜǊŜ ƛƴ ¢ŀƴȊŀƴƛŀΗΩΣ ŀƴ in vivo code might be used hereΣ ΨaǊ .ǳǎƘ Ŏŀƴ ǇŀȅΩΦ  The 

coding scheme is likely to change through the analysis period, as codes are added and labelled and 

the tree structure adapted to encompass emerging concepts in the data. Box 25 shows part of a 

coding scheme in the early stages of coding. Sections of text coded earlier in the process should be 

revisited periodically and re-coding conducted based on new codes. This process can be repeated 

ƻƴŎŜ ŀ ΨŎƻƳǇƭŜǘŜΩ ŎƻŘƛƴƎ ǎǘǊǳŎǘǳǊŜ Ƙŀǎ ōŜŜƴ ŘŜǾŜƭƻǇŜŘ ƛƴ ƻǊŘŜǊ ǘƘŀǘ ŀƭƭ Řŀǘŀ ŀǊŜ ǊŜǇǊŜǎŜƴǘŜŘ ƛƴ ǘƘŜ 

coding scheme.  

Box 25. Development of a coding scheme generated during analysis 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

This first level of analysis, labelling text with codes, may be sufficient if the objective is to list 

participant issues around a particǳƭŀǊ ǘƻǇƛŎΣ ŦƻǊ ŜȄŀƳǇƭŜ ΨǿƘŜǊŜ Řo community members seek 

treatment for fever and what practical constraints do they have to accessing care at health 

ŦŀŎƛƭƛǘƛŜǎΚΩ /ƻŘƛƴƎ ŀƴŘ ŎŀǘŜƎƻǊƛǎƛƴƎ ǘƘŜ Řŀǘŀ Ƴŀȅ ōŜ ǎǳŦŦƛŎƛŜƴǘ ǘƻ ŘŜǎŎǊƛōŜ ǘǊŜŀǘƳŜƴǘ ǎŜŜƪƛƴg patterns 

and practical barriers to access. 

Aware of need to change 

Know overuse antimalarials 

Heard messages about change to ACT 

We were told we overdiagnose by DMO 

We use more antimalarials than malaria cases 

We give antimalarials just in case 

Missing malaria is worse than overdiagnosing 

Tests are expensive 

Tests require trained staff 

Tests take too long 

5ƻƴΩǘ ǎŜŜ Ƙƻǿ Ŏŀƴ ŎƘŀƴƎŜ 

Facilities unfeasible to confirm diagnoses 
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Comparative interpretation. The analysis can be taken further in thematic analysis to look at 

relationships between themes that have emerged and the context of particular codes. This requires 

the analyst to take a comparative approach to the data ς how do different themes, or concepts, 

identified in the coding relate? For example, how does the perception of the high cost of new 

antimalarials and new tests relate to perceptions of patient demand, or do opinions vary between 

different groups of respondents such as male and female health workers? Taking this approach to 

analysis enables a more interpretive approach, and is useful in understanding the breadth of 

perceptions in the study group as well as potential points of contradiction that may provide insight 

into processes to target for behaviour change strategies. Comparisons may also be made between 

data collected from the same groups of participants over time, or between different groups of 

participants who have received different interventions. In this case, themes (usually attitudes, 

perceptions and reported behaviour) can be generated from data collected from each group 

separately, followed by a comparison of the content of themes between groups. Alternatively, all 

data can be analysed together, followed by indexing of codes or concepts against the group the 

respondents belonged to.  

Grounded Theory Approach 

The emphasis of grounded theory is on theory generated from data, so from the ground upwards 

rather than imposing theory on the data by forcing data into a defined structure based on a pre-

determined theory. This approach builds upon the flexible coding and comparative analysis 

described above. The objective is to go beyond the description and categorisation ƻŦ ŘŀǘŀΣ ǘƘŜ ΨǿƘŀǘΩ 

ŀƴŘ ΨƘƻǿΩ ƻŦ ǘƘŜƳŀǘƛŎ ŎƻƴǘŜƴǘ ŀƴŀƭȅǎƛǎΣ ǘƻ ǉǳŜǎǘƛƻƴƛƴƎ ΨǿƘȅΩΣ ŎƻƴŎŜƴǘǊŀǘƛƴƎ ƻƴ ǇƘŜƴƻƳŜƴŀ ƛƴ ǘƘŜ 

data as examples of more generalisable concepts. Coding therefore moves from descriptive labelling 

to conceptual labels, identifying what general phenomenon is represented in the section of data, or 

descriptive codes, being analysed. Theory is built from these concepts through movement between 

emerging theory and the data, with emphasis on the inclusion of deviant cases in the development 

of theory, creating a rich comprehensiveness account that is grounded in the empirical data. 

The grounded theory approach is very useful for formative research to enable a comprehensive 

understanding of why target groups behave in a certain way which can help to identify mechanisms 

for change that will be acceptable and effective. This approach is inevitably more intensive and time-

consuming but can give a better understanding of how participants see the world in a conceptual 

rather than simply practical sense.   

 

A manual for qualitative data analysis, based on grounded theory, has been prepared and is 

available at www.actconsortium.org. Additional qualitative data analysis resources include Aubach & 

Silverstein (2003), Wood (2006, available online with useful examples) and Green & Thorogood, 

(2004). Details of qualitative analysis with Nvivo is clearly described in a book by Pat Bazeley (2007).  

 

A useful checklist of criteria for reporting in qualitative research, termed COREQ, has been prepared 

by Allison Tong et al. (2007). 

 

 

 

http://www.actconsortium.org/
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5. Focus Group Discussions 

Focus group discussions (FGDs) are useful for collecting data about attitudes, feelings, beliefs, 

experiences and reactions that may not be revealed in one-to-one interviews but may be elicited 

through participation in a social gathering and through interaction with others in debating issues and 

exchanging views. As with in-depth interviews, FGDs produce data about perceptions and how the 

world is classified by participants, although the group context means a multiplicity of views and 

emotional processes can be elicited which is useful in determining points of contention, group 

norms and potential issues for intervention design. Methodologically, there are similarities with in-

depth interviews, including for fieldworker skills, collecting data and for data analysis. 

 

5.1.  Sampling  
As with in-depth interviews, several there are several considerations in sampling for FGDs. 

Inclusion and exclusion criteria for the overall study population for a particular research objective 

should be specified. Depending upon the research objective, the list of potential participants may be 

quite heterogeneous, for example if the objective is to understand perceptions of illness and malaria 

in a community those included may be adult women, adult men and community leaders.  

Identification of sub-groups within these participants is necessary in order to form suitable focus 

groups that will represent the range of opinions in the wider study population. The composition of 

focus groups needs to be carefully considered in the light of the topics to discuss and prior 

knowledge about social groupings in relation to the topics. If differences in perceptions or opinions 

are already known between certain sub-groups of the study population, for example between men 

and women or rural and urban areas, separate focus groups should be held for each sub-group with 

the aim of collecting the range of data that represent the study group overall. In addition to 

selection of sub-groups based on representativeness, the membership of groups should be 

considered in terms of the potential success of discussion between those included in each sub-

group. In a successful discussion, participants are open about their opinions and able to debate. 

Therefore, members of the group should be others with whom they feel comfortable discussing the 

topic. They are therefore likely to possess similar characteristics (for example gender or class) or 

levels of understanding about a given topic όŦƻǊ ŜȄŀƳǇƭŜ ǇǊƻŦŜǎǎƛƻƴŀƭ ƻǊ ΨƭŀȅΩ ǇŜǊǎǇŜŎǘƛǾŜǎύ, although 

too homogeneous a sub-group may limit the diversity of opinions and experiences revealed 

(Morgan, 1997).  

Sample size for the number of participants in each focus group is usually six to twelve. The number 

of focus groups will depend upon the number of sub-groups identified: if FGDs are to be held with 

adult women, adult men and community leaders and these groups are expected to produce 

different data, sufficient focus groups to answer the research question for each sub-group are 

needed. The exact number of focus group discussions will depend upon the variation in the data 

collected between each FGD, but typically 2-3 per sub-group is sufficient.  

Sampling strategy ŦƻǊ CD5ǎ ƛǎ Ƴƻǎǘ ŎƻƳƳƻƴƭȅ ŎƻƴǾŜƴƛŜƴŎŜ ǎŀƳǇƭƛƴƎΣ ǿƘŜƴ ƪŜȅ ΨƎŀǘŜƪŜŜǇŜǊǎΩ ŀǊŜ 

asked to recruit the sample or an announcement is made to invite participants at a certain time and 
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place. Depending on the situation, this may lead to smaller numbers than needed if the topic or 

incentive is not of interest to the potential research group. 25% over-recruitment has been 

recommended, inviting 15 rather than the target of 12 participants (Green & Thorogood, 2004). The 

opposite may also occur if a general invitation is issued, and in this case potential participants can be 

chosen on a first-arrival basis until the group is full. The main limitation with the convenience 

sampling method is that the participants are unlikely to be representative of the target group. An 

alternative strategy is to systematically invite people from a sampling frame. This may be simpler in 

a formal setting such as a health facility, to recruit staff or patients and less straight forward in a 

community setting and is likely to result in low response rates. If the inclusion criteria for specific 

focus groups is strict (e.g. marital status, number of young children and duration of residence in the 

area), it may be necessary to use a screening questionnaire to identify suitable participants.  

Time and place are important, as with interviews and this should be considered and planned in 

advance for time of year; time of day; and location. In terms of location, clearly more space is 

needed than for one-to-one interviews. Established local meeting places may be used, for example 

the meeting place for village elders or staff meetings in a clinic or hospital. For some topics, 

researchers attempt to find a neutral setting, such as renting out a hall, with the advantage of 

reducing either negative or positive associations with a particular site or building (Powell & Single, 

1996). However, certain groups, such as women, may feel more open in more familiar surroundings 

and focus groups are often held in the homes of one of the participants. 

 

5.2.  Development of data collection instrument  
As with in-depth interviews, focus group discussions are typically conducted with a topic guide. This 

is likely to be typed together with introductory information and probes for each topic. In addition to 

the topic guide, the moderator and note-taker will need consent forms, data collection forms for 

demographics of participants and potentially a participant information sheet. 

Introduction. As with in-depth interviews, the moderator must introduce themselves and the note-

taker and the topic and purpose of the research.  

 Establish credibility as the interviewer 

 Establish the general purpose of the study 

 Establish the aims of the interview and expected duration 

 Explain who is involved in the process (other participants) 

 9ȄǇƭŀƛƴ ǿƘȅ ǘƘŜ ǇŀǊǘƛŎƛǇŀƴǘΩǎ ŎƻƻǇŜǊŀǘƛƻƴ ƛǎ ƛƳǇƻǊǘŀƴǘ ƛƴ ŎƻƭƭŜŎǘƛƴƎ ǘƘŜ ƛƴŦƻǊƳŀǘƛƻƴ ƴŜŜded 

 Explain what will happen with the collected information and how the participant/target 

group will benefit 

In addition, some information about the focus group must be provided ς often participants do not 

know what to expect during an FGD. The moderator can outline the format of the discussion during 

the introduction: the discussion is informal, everyone is expected to participate and divergent views 

are welcome. It is useful to outline a set of ground rules for the discussion with the participants at 

the start. These may be pre-written on a flip chart which is hung in a clearly visible location during 

the focus group. An example of ground rules is in the box below, and participants should be asked if 

they have any further rules they would like to add to the list. 
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Box 26. Ground rules for focus group discussions 

 

 

 

 

 

 

Information and consent. Once the above information has been given and discussed, oral or written 

consent can then be asked of participants. 

Warm up. As with interviews, it is useful to start with some straight forward questions to put the 

group at ease. Participants may be asked for demographic information at this point, which gives the 

note-taker a chance to develop a room map of the participants. Ice-breaking exercises may also be 

used, to generate discussion between participants early on, and giving everyone a chance to speak. 

Topic guide. Topics and prompts designed to cover topics relevant to the overall research questions 

are listed, usually in a less structured format than for interviews in order to elicit a flexible response. 

The language used in the guide must be understood by all group members; it is therefore important 

to keep it simple and to avoid long and complex statements. The number of topics is usually less 

than a dozen, although the addition of new topics (by the moderator or participant) is possible in the 

course of the discussion.  

Closing. As with interviews, the last five to ten minutes of the discussion will consist mainly of 

summarising and recapping the topics and responses from the group. Prior to the summary, the 

moderator should ask each participant in turn if there is anything they want to add but participants 

should also be given the opportunity to alter or clarify their responses as summarised by the 

moderator. After the summary, all participants should be thanked for their time and at this point 

demographic details may be collected.  

An example of a guide for a focus group discussion is given in Box 27. 

Note-taking. Whilst note-taking will follow the direction of the conversation, it may be useful for the 

note-taker to have a structured form for detailing particular elements of interest in addition to the 

content of the discussion. An example is give in Box 28. 

Debriefing. The moderator and note-taker should meet immediately after the session to complete 

their notes and go over broad themes of the discussion. A contact summary form may be used 

following each session, as with in-depth interviews, although here more attention is given to the 

atmosphere and interaction of participants in the focus group. Full debriefing sessions then take 

place with the entire study team and can be used to discuss themes emerging from the FGDs and 

whether new topics or questions should be included. Overall, these debriefings should aim to assess 

whether the discussions are generating the information required to meet the study objectives. 

 Only one person talks at a time. 

 It is important for us to hear everyonŜΩǎ ƛŘŜŀǎ ŀƴŘ ƻǇƛƴƛƻƴǎΦ 

There are no right or wrong answers to questions ς just ideas, 

experiences and opinions, which are all valuable. 

 It is important for us to hear all sides of an issue ς the positive 

and the negative. 

 /ƻƴŦƛŘŜƴǘƛŀƭƛǘȅ ƛǎ ŀǎǎǳǊŜŘΦ ά²Ƙŀǘ is shared in the room stays in 

ǘƘŜ ǊƻƻƳΦέ 
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Box 27. Example focus group discussion guide for community participants as formative research 
for intervention to introduce RDTs at health facilities 

FGD IDNO |__|__|__|__|           Moderator Initials |__|__|__|             Note-taker Initials |__|__|__|  

Participant sub-group type (circle):  Adult men/ Adult women/ community leaders                 

Community number |__|__|      Date |__|__/__|__/__|__|     

 

Introduction 

I am ______________________________ from ______________________ (moderator) 

I am ______________________________ from ______________________ (note-taker) 

 

V General purpose of the study 

V Aims of the interview and expected duration 

V Who is involved in the process (other participants) 

V ²Ƙȅ ǘƘŜ ǇŀǊǘƛŎƛǇŀƴǘΩǎ ŎƻƻǇŜǊŀǘƛƻƴ ƛǎ ƛƳǇƻǊǘŀƴǘ 

V What will happen with the collected information and how the participant/target group will benefit 

V Ground rules: 

 Only one person talks at a time. 

 Lǘ ƛǎ ƛƳǇƻǊǘŀƴǘ ŦƻǊ ǳǎ ǘƻ ƘŜŀǊ ŜǾŜǊȅƻƴŜΩǎ ƛŘŜŀǎ ŀƴŘ ƻǇƛƴƛƻƴǎΦ ¢ƘŜǊŜ ŀǊŜ ƴƻ ǊƛƎƘǘ ƻǊ ǿǊƻƴƎ 

answers to questions ς just ideas, experiences and opinions, which are all valuable. 

 It is important for us to hear all sides of an issue ς the positive and the negative. 

 /ƻƴŦƛŘŜƴǘƛŀƭƛǘȅ ƛǎ ŀǎǎǳǊŜŘΦ ά²Ƙŀǘ ƛǎ ǎƘŀǊŜŘ ƛƴ ǘƘŜ ǊƻƻƳ ǎǘŀȅǎ ƛƴ ǘƘŜ ǊƻƻƳΦέ 

V Any questions? 

V Consent 

 

Warm up  

Can we go around the room and say how long each of you have lived in this village and the age of your eldest 

and youngest child, or if you have no children then your eldest and youngest sibling? 

 

Now I am going to introduce some topics I hope you can discuss together, about your experiences when 

your are unwell. 

 

Domain Topic and Probes 

Knowledge 

& practice 

Can we talk about what kinds of illnesses you experience most commonly? 

Probe: Perception of malaria risk relative to other diseases 

What you do when you are ill with these conditions? 

Probe: Can you relate any recent experiences when you have had a fever: Where did you 

seek treatment (home, drug store, HF)? Is this similar to experiences in the rest of the 

group? What are the reasons for taking these steps? 

When you are ill, what are the methods that you can use to find out the cause? 

Probe: What do healers/health workers do when they make a diagnosis? What are the 

common reasons for fever? Do health workers rely on tests (list tests)?   

Perception 

of tests 

Can you describe different tests for detecting illnesses? 

Probe: Can you explain how the different tests work, and how good they are? What are 

the good and bad things about different tests? What is the process for getting a test 

(timing, when receive treatment) 

When is it good to have tests, and when are tests not needed? 

Perception 

of health 

workers 

When you come to the health facility [CHW/health centre/hospital] have you ever had 

experiences when the health worker does not give you what you want? 

Probe: examinations, tests (and results), diagnosis, treatment type? What do you do if 

ǘƘŜ ƘŜŀƭǘƘ ǿƻǊƪŜǊ ŘƻŜǎƴΩǘ ƎƛǾŜ ȅƻǳ ǿƘŀǘ ȅƻǳ ǿŀƴǘŜŘΚ ²Ƙƻ ŀǊŜ ƘŜŀƭǘƘ ǿƻǊƪŜǊǎ 
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responsible to (community, government, their families)?  

Perception 

of 

antimalarials 

Have you heard of Coartem? What do you use Coartem for? 

Probe: symtoms/disease? Is it effective? Why do you think these new antimalarials are 

here (probe: source of antimalarials, trust in new/old antimalarials)? Are there any 

problems with using new or old antimalarial drugs (probe: adverse events, cost)? 

Perception 

of IEC 

How have you found out about changes in the recommended drug for malaria? 

Probe: Radio, health workers, NGOs. What sources are trust-worthy and why? Any 

contradictions? 

If health workers started using different kinds of tests for diagnosis, what sort of information 

should you in the community receive? 

Probe: Any at all, or trust doctors? Info about the test mechanism, effectiveness? What 

sources can be trusted to give accurate information about new medical technologies?  

If there was a new test for malaria (fever with parasites in the blood) and the test was always 

ǊƛƎƘǘΣ ǿƘŀǘ ǿƻǳƭŘ ȅƻǳ ǘƘƛƴƪ ƛŦ ȅƻǳ ŦŜƭǘ ȅƻǳ ƘŀŘ ƳŀƭŀǊƛŀ ōǳǘ ǘƘŜ ǘŜǎǘ ǎŀƛŘ ΨƴŜƎŀǘƛǾŜΩ ς no 

parasites? 

 

Closing 

We are now approaching the end of our discussion. Is there anything else anyone would like to add about the 

kind of diagnosis and treatment you get from health facilities that we have not talked about?  

V Summarise 

V Thank participants 

V Provide extra information and contacts to participants 

V Collect participant demographic details 

 

Box 28. Example note-taker form 

FGD IDNO |__|__|__|__|           Moderator Initials |__|__|__|            Note-taker Initials |__|__|__|  

Participant sub-group type (circle):  Adult men/ Adult women/ community leaders                 

Community number |__|__|      Date |__|__/__|__/__|__|                 Time start ___:___ end ___:___ 

Meeting place description: detail and description, e.g. size and accessibility, and how this could affect the 

discussion; interruptions during the discussion 

Participants: how many of those invited participated, description of demographics if not formally collecting 

this data 

Seating diagram:  

 

 

 

 

Group dynamics: general description ς level of participation, dominant and passive participants, interest level, 

boredom, anxiety ς and how these relate to the different topics discussed 

Impressions and observations: 

Running notes (following the discussion): 

Allocate an ID number to each 

participant around the table and 

attempt to identify responses 

with IDNOs in running notes 

7 8 

6 

5 

4 
3 2 

1 

N 

M 
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Box 29. Focus group discussion contact summary form 

FGD IDNO |__|__|__|__|           Moderator Initials |__|__|__|            Note-taker Initials |__|__|__|  

Participant sub-group type (circle):  Adult men/ Adult women/ community leaders                 

/ƻƳƳǳƴƛǘȅ ƴǳƳōŜǊ μψψμψψμ      5ŀǘŜ μψψμψψκψψμψψκψψμψψμ                 ¢ƻŘŀȅΩǎ ŘŀǘŜ μψψμψψκψψμψψκψ_|__|  

 

1. What were the main issues or themes that struck you during this focus group? 

 

 

 

2. What new information did you gain through this focus group? 

 

 

 

3. What new questions or inconsistencies emerged for you as a result of this focus group? 

 

 

 

4. Was there anything that struck you as salient, interesting, illuminating or important in this focus group? 

 

 

 

5. How would you describe the general atmosphere and engagement of the focus group? 

 

 

 

6. How would you describe the group dynamics? For example, were there dominant individuals (what was 

the result and what were their IDNOs)? Did all participants contribute? Did you feel there was pressure to 

adhere to dominant viewpoints (what topics)? 

 

 

 

7. What else was important about this focus group? 

 

 

 

8. Were there any problems with the topic guide (e.g. wording, order of topics, missing topics) you 

experienced in this focus group? 

 

 

 

Adapted from Miles & Huberman (1994) and OMNI 
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5.3.  Training of f ield staff  

Training should include the detail of the protocol for the FGD and techniques, as for in-depth 

interviews. Additional training may include techniques for opening and facilitating group discussions. 

Box 30. Tips for FGD moderators 

 To make participants feel comfortable, maintain a friendly and warm attitude 

 During the warm-ǳǇΣ ǎƘƻǿ ƛƴǘŜǊŜǎǘ ƛƴ ŜŀŎƘ ǇŀǊǘƛŎƛǇŀƴǘΩǎ ƛƴǘǊƻŘǳŎǘƛƻƴ ōȅ 

making eye contact and active listening (whilst discouraging digressions) 

 Build rapport by showing sensitivity to the needs and feelings of participants 

 Encourage participants to communicate amongst themselves 

 Minimise pressure to conform to a dominant point of view: if an idea is 

adopted without any general discussion it is likely participants are feeling 

pressure to conform to a dominant viewpoint. To reduce this, the moderator 

Ŏŀƴ ǇǊƻōŜ ŦƻǊ ŀƭǘŜǊƴŀǘƛǾŜ ǾƛŜǿǎΣ Ψ²Ŝ ƘŀǾŜ ƘŀŘ ŀƴ ƛƴǘŜǊŜǎǘƛƴƎ ŘƛǎŎǳǎǎƛƻƴΣ ōǳǘ 

ƭŜǘΩǎ ŜȄǇƭƻǊŜ ƻǘƘŜǊ ƛŘŜŀǎ ƻǊ Ǉƻƛƴǘǎ ƻŦ ǾƛŜǿΦ Iŀǎ ŀƴȅƻƴŜ ƘŀŘ ŀ ŘƛŦŦŜǊŜƴǘ 

experience that they wish ǘƻ ǎƘŀǊŜΚΩ 

 5ƻ ƴƻǘ ǎƘƻǿ ǘƻƻ ƳǳŎƘ ŀǇǇǊƻǾŀƭ ŦƻǊ ŎŜǊǘŀƛƴ ǇŀǊǘƛŎƛǇŀƴǘǎΩ ǊŜǎǇƻƴǎŜǎΣ ŀƴŘ 

avoid giving personal opinions 

 Do not behave like an expert 

 If participants feel everyone already understands a topic it can be difficult to 

elicit further information ς one method to reduce this is for the moderator to 

convey ŀ ƭŀŎƪ ƻŦ ŎƻƳǇƭŜǘŜ ǳƴŘŜǊǎǘŀƴŘƛƴƎΣ ΨL ŘƛŘƴΩǘ ƪƴƻǿ ǘƘŀǘΣ Ŏŀƴ ȅƻǳ ǘŜƭƭ ƳŜ 

ƳƻǊŜ ŀōƻǳǘ ƛǘΚΩ 

 If participants are slow to respond or provide additional information, pause 

ǘƻ ƎƛǾŜ ǘƘŜƳ ǘƛƳŜ ǘƻ ǊŜŦƭŜŎǘΦ 5ƻƴΩt be afraid of silence.  

 LŦ ǘǊȅƛƴƎ ǘƻ ŜƭƛŎƛǘ ŦǳǊǘƘŜǊ ƛƴŦƻǊƳŀǘƛƻƴΣ ƛƴŎƻƳǇƭŜǘŜ ǎǘŀǘŜƳŜƴǘǎ Ŏŀƴ ōŜ ǳǎŜŦǳƭΣ ΨL 

ŘƻƴΩǘ ƪƴƻǿΣ ƳŀȅōŜ ƛƴ ǎƻƳŜ ŎŀǎŜǎΧΩ ώǿŀƛǘ ŦƻǊ ǊŜǎǇƻƴǎŜϐ 

  Adapted from Arhinful et al (1996), Kreuger (1988) and OMNI  

 

5.4.  Piloting  
Piloting is particularly important for focus group discussion methods, enabling the identification of 

problems in the topic guide regarding wording and interpretation of specific questions as well as 

areas for further training in field team techniques. The study guide can be adapted during the actual 

study, to reflect on-going findings, and the pilot is also useful for practicing making these revisions. 

The protocol should therefore include how to identify when potential changes are needed and 

criteria and methods (discussion with full study team and pre-testing of items) for including these 

into future topic guides. 

 

5.5.  Preparation for the data collection  
The preparation for FGDs follows that for in-depth interviews ς see sections on sensitisation, 

invitation, planning time & place and setting up on page 52. Additional items may be needed for 

setting-up in advance of a focus group discussion and the following checklist may be useful. 
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Box 31. Checklist to bring to focus group discussions 

 Focus group topic guide 

 Introduction sheet 

 Information sheets and consent forms (enough for all 

participants) 

 Note-taker form 

 Writing utensils for note-taker and moderator 

 Notepads for note-taker and moderator 

 A flip chart [with ground rules pre-written] 

 Markers for the flip chart 

 Tape for affixing flip chart pages to the wall [if needed] 

 Recording equipment 

o Tape recorder 
o Spare batteries 
o [Extension cord*]  
o [Extra tapes*]  

 Debriefing form 

 *These items are only necessary with conventional tape 

recorders. Digital recorders may be preferred with their higher 

quality and easier data management capabilities 

In addition to physical preparation, planning for the focus group must include agreement on the 

exact roles of each member of the field team, for example in how much input or direction each will 

give, particularly if a translator is to be used during the focus group. It is recommended that one of 

the field team is the moderator, facilitating the discussion, and the other takes notes and checks the 

recording equipment during the meeting. There also needs to be consistency across focus groups, so 

careful preparation with regard to role and responsibilities is required in the development of the 

protocol. 

 

5.6.  Collecting the data  
On the day of the focus group, the role of moderator becomes critical, especially in terms of 

providing clear explanations of the purpose of the group, helping people feel at ease, and facilitating 

interaction between group members. The role of the note-taker is as important, with the need for 

good quality notes critical to the interpretation of the data collected at the discussion. Typically, 

focus groups will be tape recorded. If, for whatever reason, the discussion is not taped, extensive 

notes are required, to accurately reflect the content of the discussion as well as any observations of 

non-verbal behaviour and group dynamics. If a tape recorder is used, this needs to be sensitive 

enough to capture low levels of speech at a distance of several metres. It is usually the responsibility 

of the note-taker to operate this, and to continue to take extensive notes, although these need not 

be verbatim, allowing more time fƻǊ ƴƻǘƛƴƎ ƻōǎŜǊǾŀǘƛƻƴǎ ƻŦ ǘƘŜ ƎǊƻǳǇΦ ¢ƘŜ ǎŜŎǘƛƻƴ ƻƴ ΨŎƻƭƭŜŎǘƛƴƎ ǘƘŜ 

ŘŀǘŀΩ ŦƻǊ ƛƴǘŜǊǾƛŜǿǎΣ ƻƴ ǇŀƎŜ 54, describes note-taking and the use of tape recorders in more detail, 

as well as some qualitative data techniques for facilitating discussion. 

The data produced from the FGD should include: the audio recording; any notes made by the 

moderator; the note-ǘŀƪŜǊΩǎ ŘŜǘŀƛƭŜŘ ƴƻǘŜǎΤ ǘƘŜ ŎƻƴǘŀŎǘ ǎǳƳƳŀǊȅ ŦƻǊƳΤ ǘƘŜ ŘŜƳƻƎǊŀǇƘƛŎ ŘŜǘŀƛƭǎ ƻŦ 

participants. Each of these must be kept confidential and a protocol developed for the handling and 

management of the data. ID numbers for each FGD should be used to link associated documents. 
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5.7.  Data analysis  

Methods for analysing focus group discussions are similar to any qualitative data. The section on 

data analysis for in-depth interviews gives an outline of approaches for this. There are two key 

differences for analysis of focus groups: (1) group dynamics and (2) quantification of responses.  

The group dynamic of focus groups is an important source of understanding how topics are 

discussed between members of the target population (useful for identifying culturally acceptable 

terminologies and approaches to topics) and in understanding shared knowledge and dominant 

cultural values (useful for identifying a starting point for potential interventions). The way members 

of the group communicate may include jokes, anecdotes, teasing, arguing and different types of 

narrative (Kitzinger, 1995), and these can be analysed in conjunction with the specific topics being 

discussed to gain insight into what approaches may best be used in designing behaviour change 

interventions such as radio, television or cartoon strip sketches. These different methods of 

communication also provide insight into consensus and dissent within the group over different 

topics: dominant cultural values and knowledge that is common to all members may be identified as 

well as points of controversy which appear to be acceptable to debate within the group. These 

details provide important information for the design of interventions and are likely to form a 

ǎŜǇŀǊŀǘŜ ΨǘǊŜŜΩ ƛƴ ǘƘŜ Řŀǘŀ ŀƴŀƭȅǎƛǎ ǎǘǊǳŎǘǳǊŜΣ ƭƻƻƪƛƴƎ ŀǘ how topics were discussed, which can be 

linked to the content of discussion through matrices of codes using qualitative data analysis 

software. 

It is possible to count the number of interviewees who give certain responses to a set question, 

through categorising their responses either before or after reviewing the data. For focus groups, this 

is not possible on the level of individual participants; the unit of analysis is the focus group, because 

the data were generated from the interaction of this particular group (with the moderator and note-

taker) at this point in time. It is possible, however, to quantify particular responses by the number of 

focus groups ς for example, those that perceived certain antimalarial drugs as ineffective. This can 

be done manually through the use of a log book, or can be constructed using computer assisted 

coding. The responses of interest can either simply be quantified, or patterns of responses, or 

attitudes, may be identified, for example the perception of malaria risk may be found to be greater 

by groups formed of women with young children than groups formed of older men, or the 

importance of adhering to test results in prescribing may be given different weight by different 

groups of providers, such as community health workers versus hospital doctors. Such findings may 

ōŜ ΨǘǊƛŀƴƎǳƭŀǘŜŘΩ ǿƛǘƘ ŦƛƴŘƛƴƎǎ ŦǊƻƳ ƛƴŘƛǾƛŘǳŀƭ ƛƴǘŜǊviews or questionnaires to validate or expand on 

the interpretation. 
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6. Direct  Observations  

Direct observation of behaviour, for example what actually happens in a consultation, is central 

to social studies (Silverman, 2005) and is of interest in itself as well as in conjunction with 

peopleΩǎ ŀŎŎƻǳƴǘǎ ƻŦ ǘƘŜƛǊ ƛƴǘŜǊŀŎǘƛƻƴǎ and behaviour, reported in interviews or focus group 

discussions. Direct observation can produce qualitative and/or quantitative data about the 

practices of those observed. The observer may be a participant in the activities of those they are 

observing, for example as a member of staff at a health facility or as a patient amongst a group 

of other patients, or the observer may be non-participatory, simply recording observations of 

interactions and circumstances in which others are acting. Researchers may decide that to 

reduce observer bias (when participants change their behaviour because they are aware they 

are being observed, or are aware of the specific aspects of their behaviour is being observed) 

the observer may not inform those being observed that they are subject to study, for example 

when ǳǎƛƴƎ ŀ ΨƳȅǎǘŜǊȅ ǎƘƻǇǇŜǊΩ ǎǘǊŀǘŜƎȅ, or the observer may not provide full information 

about the purpose of the study if this may cause a change to behaviour, for example when 

observing whether guidelines and wall charts are  used during consultations with patients 

(providing this information may increase use, leading to biased results). In addition to assessing 

the ethics of these latter approaches, the researcher must consider whether providing such 

reduced information will really improve the study. It has been found that even when 

ǇŀǊǘƛŎƛǇŀƴǘǎ ŀǊŜ ƛƴŦƻǊƳŜŘ ŀōƻǳǘ ǘƘŜ ƴŀǘǳǊŜ ƻŦ ǎǘǳŘƛŜǎΣ ōŜƘŀǾƛƻǳǊ ǊŜǾŜǊǘǎ ōŀŎƪ ǘƻ ΨƴƻǊƳŀƭΩ ŀŦǘŜǊ ŀ 

period of time, once the participant has become used to the observer (Leonard & Masatu, 

2006). 

Ethnography involves unstructured direct observation, often participant observation, which 

enables the researcher to step into the shoes of those under study in order to develop a 

detailed understanding of their lives, values, beliefs, influences and constraints. This usually 

produces rich description of the culture of a particular group. The depth of this method means a 

relatively long period of fieldwork, usually a minimum of three months (Agar, 1980) but often 

several years, with a relatively small sample size, typically one village or organisation. Rapid 

ethnographic methods are sometimes used as an alternative but their use is controversial, with 

anthropologists reporting that findings have been superficial and even misleading and that in-

depth knowledge about ideas of health and illness in local world views may best be obtained 

through the employment of a local anthropologist. However, when the focus is on designing 

public health interventions rather than academic research, rapid methods, particularly in 

combination with participatory approaches, have been useful (Agyepong et al., 1995). Rapid 

methods involve the combination of direct observation with interviews, focus groups, 

visualisations (mapping, seasonal calendars) and document reviews (Annett & Rifkin, 1995). 

Direct observations for rapid methods are likely to be structured, to ensure all relevant data are 

collected for each setting or instance, rather than unstructured observations typical in 

ethnographic fieldwork, although some flexibility in categories of observations remains 

important. 

Structured observations are the focus of direct observation in this document. They are typically 

short, and conducted with a larger and broader sample of participants than ethnographic 

observations. Whilst data collected may be less deep, it can be argued that structured 
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ƻōǎŜǊǾŀǘƛƻƴ ǊŜŘǳŎŜǎ ǘƘŜ ǇƻǘŜƴǘƛŀƭ ŦƻǊ ōƛŀǎ ŦǊƻƳ ǘƘŜ ǊŜǎŜŀǊŎƘŜǊΩǎ ƻǿƴ ƻǇƛƴƛƻƴǎ ƻŦ ǘƘŜƛǊ 

observations. In structured observations, the same data are recorded from observations across 

different sites, and a representative sampling strategy can be used. With this approach, 

researchers may still be participants but their participation is likely to be more superficial and 

they will be less likely to build the relationships formed through more in-depth observational 

research.  

6.1. Sampling  
Sampling for structured observations is likely to follow standard epidemiological methods for 

obtaining a cross-section of the defined study group, such as a random selection of all drug 

vendors or specific cadres of health workers in a study area. Points to bear in mind in sampling 

selection are: to ensure that the units of study are observed under comparable settings, such as 

time of day and weekday versus weekends, or that any differences in settings are recorded 

(such as patient to health worker ratios); to ensure that comparable numbers of consultations 

with patients or customers are observed for each individual provider and that numbers are 

sufficient to reduce observer bias and to allow clustered analysis by individual provider (as a rule 

of thumb, a minimum of 15 patients per individual provider); and to ensure that a sufficient 

sample of individual providers are included within each provider establishment, again for the 

purposes of quantitative analysis. Direct observation of illness episodes is also possible, 

requiring convenience sampling of patients at specific stages of an illness within a defined 

population, such as the selection of villagers under five years of age reporting fever for less than 

24 hours within a specific set of villages. In this case, convenience sampling may be the best 

option, given that a sampling frame of all potential cases may be impossible and the researcher 

may rely on word of mouth.   

6.2.  Development of data collect ion instrument  
Structured observations require a data collection form to ensure observations are consistently 

recorded. The form is preferably a single sided sheet, or if necessary one two-sided sheet for ease of 

filling. A check-sheet format is useful, so that once the fieldworker is familiar with the format, the 

sheet can be filled quickly as different items are observed. Items should be unambiguous, but a key 

defining terms used on the check-ǎƘŜŜǘ όǎǳŎƘ ŀǎ ΨŜȄŀƳƛƴŜŘ ŦƻǊ ŘŜƘȅŘǊŀǘƛƻƴΩΣ ŘŜŦƛƴŜŘ ŀǎ Ψskin 

pinŎƘκŎŀǇƛƭƭŀǊȅ ǊŜŦƛƭƭκŘǊȅ ƳƻǳǘƘΩ) may be useful to include as an endnote on the form. The data 

collection form may include space for the fieldworker to draw sketches of situations, such as waiting, 

consulting, testing and prescribing areas. In this case, two different observation forms may be used: 

one for observing specific instances and another for observing general surroundings. 

As described above, there are various options for how observation takes place, and these will affect 

the type of data collection ŦƻǊƳ ŀǇǇǊƻǇǊƛŀǘŜ ŦƻǊ ǳǎŜΦ CƻǊ ΨƳȅǎǘŜǊȅ ǎƘƻǇǇŜǊΩ ƻǊ ƻǘƘŜǊ ŎƻǾŜǊǘ 

approaches, the observer cannot make notes during the observation and must commit observations 

to memory and note these details on a data collection form as soon as possible after the 

observation. Overt observation is easier from the perspective of recording data: the observer may be 

sat at the side of a consulting room, in a village meeting or in another setting where they can record 

observations as they occur. This increases the number of items the observer can reasonably be 

expected to fill, limits recall bias and the categories on the record form may also prompt the 

fieldworker to look for certain observations during the study period.  
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The main use of direct observation in ACT Consortium projects is likely to be to record provider 

diagnostic and prescribing practices. In the design of data collection forms, the researchers need to 

define the person and activities that will be the focus of the form. For example, in provider practices, 

the focus will be on what the provider does, says and records, but the interaction with the patient 

may also be of interest if it is hypothesised that this may be affecting provider practices, and details 

may therefore be recorded about the interaction and patient variables. The activities of interest may 

include whether the patient is greeted, what questions are asked of the patient, what examinations 

are undertaken, what tests requested, what treatment and advice are given, any questions that the 

patient asks and the time of day and duration of the consultation. These activities may require the 

recording of data from sources other than the consultation observation, for example patient-held 

records, laboratory records or health worker notes may need to be followed-up. A short pilot study 

should inform which, if any, of these records it will be necessary to pursue. The data collection form 

will then need to be designed so that these records can be added at another point in time (by the 

same or a separate fieldworker), or additional case report forms may need to be designed, in which 

case matching by identification number will be very important. If consultations are to be observed 

by one fieldworker, records to be pursued by another, it can sometimes be useful to have a third 

fieldworker co-ordinating data collection to ensure reliability of data. This is particularly true if 

providers or patients are to be interviewed in addition to the observations and the two findings 

combined in analysis. 

Box 5 on page 13 gave an example of a data collection form for structured observation of drug seller 

interactions with customers but data collection forms could also include broader environmental 

observations in a community or facility.   

6.3.  Training of field staff  
Training involves discussing with the field team about the objectives of the study and the role of 

structured observation in achieving this objective; discussing and practicing the conduct of the 

observations and how field data will be handled and summarised. It is essential that field workers 

are well trained in the data collection instrument, and the definition of each item on the form. A 

useful check both during training and during the study period is to duplicate a sample of 

observations and compare intra-observer findings.  

As with other qualitative methods, fieldworkers should be trained in techniques for direct 

observation. Of central importance is for fieldworkers to maintain a neutral and non-judgemental 

affect during observation, in order to reduce non-verbal cues from the observer which may give rise 

to biased results. Skills in picking up on non-verbal communications by those under study are 

essential, together with the ability to note down observations as quickly as possible without 

detracting from observing and without causing participants to feel uncomfortable. Fieldworkers 

should also be trained to write notes about observations that were not included in the items listed 

on the data collection form. For example, an observation that examinations did not occur when 

providers and patients were of the opposite sex may be important for an intervention but not 

included on the data collection form. Such observations should be discussed with other members of 

the research team and considered for inclusion in up-dated versions of the data collection form. 

6.4.  Piloting  
Several stages of piloting may be necessary in order to construct the most effective observation 

form. This should take place in sites outside of the proposed study area to reduce bias for future 
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observations with the finalised data collection form. Initially, the pilot may include the broad 

categories of activities to be observed and these may be refined through observation and discussion 

with participants. A more specific list of items may then be included and the logistics of collecting 

relevant data piloted in the next stage, for instance at what point consent will be sought from 

patients or customers. Other problems identified by fieldworkers can then be taken into account as 

the final data form is completed. It is useful to pilot the data entry and analysis strategy at this stage, 

in order that the most useful categories for each item and data entry process will be designed.  

6.5.  Preparation for the data coll ection  
As with in-depth interviews and focus group discussions, researchers should go through the stages of 

sensitisation, invitation, planning time & place and setting up, as outlined on page 52. The 

fieldworker should arrive early to meet and gain the trust of key people such as those in charge 

and those to be observed. In setting up, the fieldworker needs to identify the most appropriate 

place to situate themselves in order to be able to capture the proceedings but not be in the way 

of, or distracting to participants. 

On the day of each set of observations, the fieldworker needs to carry the data collection forms and 

any field guide that complements these, notebooks for extra notes, writing materials and a tape 

recorder (with spare batteries) if this is to be used. Fieldworkers need to be careful to dress 

appropriately, in an unobtrusive manner as possible for a given setting.  

6.6.  Collecting the data  
During data collection, the observer must remain neutral but be attentive to events and interactions. 

A protocol for gaining consent from participants must be established and after any questions are 

answered the observer should try to minimise any attention on themselves until the end of the 

encounter when they can thank the patient or customer. Observations may take place back-to-back 

for several hours and it is advisable that the fieldworker is well nourished before beginning in order 

to sustain attention to detail. At the end of the day or session of observations, the observer should 

thank the provider for their participation.  

It is useful to review each set of observations on the day they were recorded, in order to fill in any 

gaps and to identify any problems emerging with the data collection form or the protocol. Regular 

meetings with the research team should also be conducted when fieldworkers should summarise 

findings and any problems which can then be collated and discussed.  

6.7.  Managing the data  
It is important to provide guidelines for data handling and management in the protocol. 

Fieldworkers should know how and where to store data whilst in the field, and who is responsible 

for the data at the research institute. Data managers should begin entry of data as soon as possible, 

providing early draft datasets for researchers to identify any problems with the data collection or 

entry processes. Quantitative data should be double entered, validated and checked. Qualitative 

data should be identified with the identification number of each observation incident (e.g. each 

consultation, using a patient ID number) so that this can be linked to quantitative findings.  

6.8.  Data analysis  
Analysis begins with the routine debriefing sessions with the field team, which may generate 

hypotheses to test with the quantitative data, and to explore with the qualitative data. Structured 
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observations may be analysed solely quantitatively, but a combination of quantitative and 

qualitative data is likely to be produced and these can be analysed together with the assistance of 

ŎƻƳǇǳǘŜǊ ǎƻŦǘǿŀǊŜ ǎǳŎƘ ŀǎ v{wΩǎ bǾivo. For example, quantitative data may identify that patients 

who asked questions were more likely to be prescribed a particular drug. Alternatively, qualitative 

analysis may identify that patients asked different types of questions, and these may be attributable 

to the type of interaction between the patient and provider, analysed qualitatively, or question 

types may be categorised and coded quantitatively, enabling analysis of associations with specific 

provider actions.  

A few points to consider in the analysis of structured observations: 

 Descriptive statistics of frequency of certain actions or interactions are useful, such as frequency 

examinations were conducted or antimalarials prescribed. However, unless the observations are 

truly representative of all potential instances of interest (e.g. a random sample taken from all 

consultations taking place at all times of day and all days of the week) then these statistics cannot 

be assumed to describe frequencies (e.g. of antimalarial prescriptions) in this overall population. 

Rather, the findings are likely to represent the population from which the sample was drawn, 

such as patients seen during the morning on weekdays, which may differ systematically from the 

total population of patients consulting at a particular provider. 

 Post-coding qualitative to quantitative data can be a useful method for providing statistics about 

qualitative data. Whilst some interactions may be easily coded on the spot (e.g. did the provider 

greet the patient?), for more complex interactions it may be more appropriate to note the detail 

of interactions and code these afterwards (e.g. a discussion about side-effects of certain 

antimalarials). Some of these categories may be predicted in advance, for example patients 

reporting positive or negative prior experiences with specific drugs, but the researchers may 

prefer to capture the full discussion, enabling the lines to be coded to the predicted categories 

whilst the option of the generation of new codes remains. New codes can then be systematically 

applied to all of the qualitative data, and, as long as the qualitative data were systematically 

noted, these codes can be exported to a statistical data analysis package alongside original 

quantitative items on the observation form. 

 Quantitative data analysis can be used to search for patterns in the data. Were certain activities 

associated with variables observed about the patient or provider (e.g. examinations less likely for 

female patients, or tests less likely with male providers)? Were certain types of question from the 

patient associated with treatment type? These patterns can be analysed using conventional 

statistical techniques such as regression, adjusting for multiple predictors using multiple 

regression and adjusting for clustering on individual providers or facilities using cluster-

adjustment methods or multi-level analysis. It is not the aim of this document to describe the 

detail of these methods: assistance can be sought from the Core Science team at the ACT 

Consortium. 

 Qualitative data analysis can be used to explore findings from quantitative analysis of the 

observations. For example, if the provider giving advice to the patient or customer was found to 

be associated with fewer drugs prescribed, qualitative analysis could explore the content and 

communication strategy of advice-giving and the interaction around this section of the 

consultation. Alternatively, qualitative data analysis can be conducted without the direction of 

quantitative findings. Here, analysis could follow the strategies outlined for in-depth interviews 

and focus group discussions, looking for concepts and themes within the original notes and 

transcripts and building a framework of the social interaction and behaviours of those observed. 
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7. Ethics 
This code of practice for qualitative research is adapted ŦǊƻƳ ǘƘŜ ΨPrinciples of Research EthicsΩ ǎŜǘ 

out by OMNI, a social science research institute based in Denver, Colorado (www.omni.org). 

 

7.1.  Code of ethics for social science researchers  
  

Voluntary Participation 

 Individuals must agree to participate in the research of their own free will. Written consent is 

preferred, but verbal consent that is recorded may be done instead. 

 It is essential that participants understand that their participation is voluntary and that there are no 

consequences for refusing to take part in the study or to answer specific questions. 

 Researchers must explain the nature of the study openly and honestly and in a way that is 

understandable to the participant. It is the responsibility of the researcher to ensure that the 

participant understands the nature of the research, the purposes of the research, the potential risks 

and benefits to the participant of participation, and the fact that they may withdraw from 

participation at any time. 

 It is helpful to make sure that there is adequate time to answer any questions that an individual may 

have before and during the interview/focus group/observation. 

 Should individuals look confused or withdrawn, it is a good idea to ask them if they have any 

questions before proceeding. If an individual does not want to talk further about a topic, the 

researcher must respect this. 

 Communicate how information obtained during the interview/focus group/observation will be used. 

 Confidentiality 

 Researchers must agree to keep personal information that is revealed to them confidential. This 

means that you cannot share the specific contents with anyone except another researcher on the 

project. This also means that you cannot share any information that would allow another researcher 

or outsider to know who participated in the study. 

 Researchers must explain how confidentiality will be protected. Only you will know their name and 

only other researchers will have access to their information. No information will be publicly reported 

that would identify them as a participant in the study. 

 When these conditions of confidentiality cannot be met, researchers must explain this to the 

individual. 

 Professional Competence 

 Researchers must not misrepresent or misuse their expertise as researchers. You should undertake 

only those tasks for which you have been trained. You should not act in any capacity other than as a 

researcher while conducting research. 

http://www.omni.org/
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 Researchers are expected to fulfil the highest standards in their work. You should ask for help when 

needed to ensure quality interactions with individuals and quality information is collected. 

 Respect for People's Rights, Dignity, and Diversity 

 Researchers and their work must respect the rights, dignity and worth of all people. 

 In their work, researchers must be respectful of the rights of others to hold values, attitudes, and 

opinions that differ from their own. 

 Researchers must strive to advance and protect the public good through their work. 

 YŜŜǇ ǇŀǊǘƛŎƛǇŀƴǘǎΩ ǊŜǎǇƻƴǎŜǎ ƛƴ ŀ ǎŜŎǳǊŜ ƭƻŎŀǘƛƻƴΣ ǎŜǇŀǊŀǘŜ ŦǊƻƳ ǘƘŜ ŎƻŘŜ ǎƘŜŜǘΣ ǘƻ ǇǊƻǘŜŎǘ ǘƘŜ 

identity of individuals participating in interviews/focus groups/observations. 

 All researchers on the project should be trained prior to conducting the interviews/focus 

groups/observations to discuss confidentiality issues and review procedures for maintaining 

confidentiality. 

7.2.  Anonymity and confidentiality  
One of the most critical principals of research ethics is maintaining confidentiality of research 

participants. Participants of research projects share valuable and sometimes sensitive information 

with the researcher, and they trust that the researcher will ensure that their identity is protected. It 

is imperative that no one but the researchers coordinating and conducting the focus groups knows 

the names of participants. Furthermore, people other than the researchers should not have access 

to the responses from individual participants, whether accidental or intentional. Finally, it is 

especially critical that no one but the necessary researchers have the ability to match the names of 

individuals to their responses. 

 5ŜǾŜƭƻǇ ŀ ŎƻŘŜ ǎƘŜŜǘΣ ƭƛǎǘƛƴƎ ǘƘŜ ǇŀǊǘƛŎƛǇŀƴǘǎΩ ƴŀƳŜǎ ǿƛǘƘ ŀ ŎƻŘŜ ƴŜȄǘ ǘƻ ŜŀŎƘ ƴŀƳŜΣ ŀǎǎƛƎƴŜŘ ōȅ ǘƘŜ 

researcher, which uniquely identifieǎ ŜŀŎƘ ǊŜǎǇƻƴŘŜƴǘΦ ¢Ƙƛǎ ŎƻŘŜΣ ƴƻǘ ǘƘŜ ǊŜǎǇƻƴŘŜƴǘΩǎ ƴŀƳŜΣ ǿƛƭƭ ōŜ 

written on the form for taking interview notes. 

 Keep the code sheet in a secure location so that people other than the researchers do not have access 

to it. 

 Do not write the names of respondents on the form for taking interview notes. Use the unique code 

assigned to the respondent to protect confidentiality. 

 YŜŜǇ ǇŀǊǘƛŎƛǇŀƴǘǎΩ ǊŜǎǇƻƴǎŜǎ ƛƴ ŀ ǎŜŎǳǊŜ ƭƻŎŀǘƛƻƴΣ ǎŜǇŀǊŀǘŜ ŦǊƻƳ ǘƘŜ ŎƻŘŜ ǎƘŜŜǘΣ ǘƻ ǇǊƻǘŜŎǘ ǘƘŜ 

identity of individuals participating in focus groups. 

 YŜŜǇ ǇŀǊǘƛŎƛǇŀƴǘǎΩ ǊŜǎǇƻƴŘǎ ŎƻƴŦƛŘŜƴǘƛŀƭ ōȅ ŜƴǎǳǊƛƴƎ ǘƘŀǘ Řŀǘŀ ŀǊŜ ƴƻǘ ǊŜǾŜŀƭŜŘ ŜƛǘƘŜǊ ǾŜǊōŀƭƭȅ ƻǊ ƻƴ 

paper in any public spaces. 

 All researchers on the project should be trained prior to conducting the interviews/focus 

groups/observations to discuss confidentiality issues and review procedures for maintaining 

confidentiality. 
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