@w World Health
&3/ Organization

European Region

THE TAP
MANUAL

An in-depth guide for planning and implementing
Tailoring Antimicrobial Resistance Programmes







¢
&% Organization

——

LS

‘@ World Health

European Region

THE TAP
MANUAL

An in-depth guide for planning and implementing
Tailoring Antimicrobial Resistance Programmes



Abstract

Therise and spread of antimicrobial resistance (AMR) is affected by multiple factors, making it a difficultand complicated
issue to address locally and globally. The WHO Regional Office for Europe has developed this Tailoring Antimicrobial
Resistance Programmes (TAP) Manual to assist Member States with using a behavioural insights approach to identify
appropriate and feasible interventions to begin tackling AMR in their contexts. Readers are first provided with guidance
on using the Manual and information on the background and theoretical basis of the TAP process. The second part
of the Manual leads readers through the five stages of the TAP process, from inception to intervention delivery and
evaluation, providing instructive examples and exercises.

Two separate publications, a TAP Quick Guide and Toolbox, have also been developed on the basis of this Manual.
These documents distil information in the TAP Manual, the former acting as a user-friendly reference on the five
stages of the TAP process and the latter providing exercises and tools to assist with each stage of the process. The TAP
Manual, Quick Guide and Toolbox have been inspired by the WHO Regional Office for Europe Tailoring Immunization
Programmes (TIP) approach, which supports countries in achieving high and equitable vaccination uptake.
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.Introduction

About the TAP Manual

This Tailoring Antimicrobial Resistance Programmes (TAP) Manual is intended to be used by public health
professionals working on antimicrobial resistance (AMR) and anyone involved in designing and planning a
health promotion activity or health intervention to reduce AMR. The Manual will also be useful to policy-
makers and decision-makers.

This Manual has two parts. The first introduces readers to the behaviour-related drivers of AMR and
provides an overview of the TAP model, defining the values and principles on which the TAP model is built
and describing its theoretical foundation. The second part provides a detailed step-by-step walkthrough
of the TAP process, from capacity assessment (Stage 1) to the implementation and evaluation of the TAP
behaviour change intervention (Stage 5).

It is recommended that the Manual be read and used from beginning to end, but specific elements can
also be used as a reference source depending on needs and how far individual projects have progressed.
ATAP Quick Guide and TAP Toolbox that build on the Manual have also been developed. These documents
serve as a quick reference to information presented here and provide additional guidance. Corresponding
exercises and tools in the Quick Guide and Toolbox are referenced throughout the Manual.

In addition to the figures and tables in the TAP Manual, two types of boxes appear throughout, each
providing readers with relevant information:

inspiration boxes: these provide inspiration on how to carry out a suggested activity or suggest what
to consider in planning and implementing steps in the process; and

example boxes: these gives concrete examples of how other TAP projects have approached a given
step or activity.

TAP is a work in progress. As it is implemented in more countries and contexts, feedback on how this
Manual and the process as a whole can be made more effective, more efficient and easier to implement
is welcome.

Feedback and comments can be supplied directly to: euantimicrobials@who.int; or eupress@who.int

Background

The Manual is based on a shared behavioural insights approach called Tailoring Immunization Programmes
(TIP). This approach was developed by the WHO Regional Office for Europe to support countries in
achieving high and equitable vaccination uptake through understanding the barriers to vaccination among
population groups with suboptimal coverage. The TIP inspired the development of the Manual.

The TAP approach is based on the belief that people's health behaviours can change, and that health
goals can be reached only if health programmes achieve a genuine understanding of people’s needs,
perspectives and the reasons why they do not always engage in recommended behaviours. It further
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assumes that health authorities will use these insights to change the way services are delivered and the
means through which healthy behaviours are enabled, supported and promoted.

With regard to AMR, guidelines, restrictive measures and best practice advice are not always implemented
effectively in practice. This is a key policy challenge that requires re-thinking on how AMR interventions
are tailored to specific contexts. This Manual is a tool to assist researchers, policy-makers and others
in bridging the practice-behaviour gap and effectively change behaviours contributing to AMR in their
national and local contexts.

What is TAP?

TAP is a stepwise guide on how to design and implement a behaviour change intervention for specific
target groups to contain drivers of AMR.

TAP is structured as a five-stage approach built on a set of core values and principles and supported
by a peer-reviewed theoretical model. The approach has been developed as part of an overall vision of
integrating people-centred research and social science methods into health programme planning and

policy.

The five TAP stages are outlined in subsequent sections. While it is recommended that they be followed
in order, the TAP approach is flexible and can be adjusted to contextual needs and available resources.

TAP is coordinated by WHO Regional Office for Europe in close collaboration with countries and national
AMR experts. The TAP model currently is being piloted in multiple countries worldwide.

TAP values and principles

The interrelated set of values and principles that guide the TAP project planning and implementation
process are explained in Fig. 1.



Fig. 1. TAP values and principles

focused on equity

All people should be able to achieve
their full health potential regardless
of their social position or other
socially determined

circumstance. underpinned by
people-centred health goals
End-user needs and perspectives TAP process helps public health
are valuable and guide action. Public authorities with enabling, supporting

health authorities must be able to and motivating recommended
engage, listen to and understand health behaviours among

the communities and different groups, in order to

individuals they serve. reach national health goals.

participatory

Stakeholders are engaged from
project conception, promoting
ownership and shared

responsibility. evidence-based
comprehensive The TAP approach is rooted
in evidence from behavioural
TAP offers a comprehensive and psychological science and
approach to project development ) literature. National processes draw
which is broad at the outset and on national, subnational and global
becomes increasingly focused at data and evidence as well as
each step of the process to proven social science research
result in a targeted methods to obtain
intervention context-specific data and
insights.

Source: WHO Regional Office for Europe (7).

TAP theoretical model

The TAP process provides a systematic approach to understanding and addressing drivers of, and barriers
to, AMR-related health behaviour. It is based in part on the Behaviour Change Wheel (BCW) model for
understanding health behaviours in complex interventions (2). The BCW is designed to help a range of
users, including practitioners and researchers, apply behaviour change theory to their work. At the core of
the BCW model is the Capability, Opportunity and Motivation for Behaviour change (COM-B) framework.

The BCW/COM-B model was chosen for TAP because it takes a comprehensive approach to identifying and
addressing individual and contextual drivers and barriers to AMR-related behaviours. The BCW links the
COM-B factors to nine common intervention functions and seven policy categories to enable intervention
development. COM-B factors, intervention design and policy categories therefore are interlinked and
support and influence each other (2).



Employing the BCW model and systematically exploring the COM-B factors at different stages of the
process:

ensures a systematic and comprehensive approach to understanding public health behaviours and
designing targeted interventions;

helps avoid blind spots in the process;

provides a structure for discussions, studies, analyses and prioritization; and

helps establish hypothesized causal pathways that describe how specific components of an
intervention will affect health behaviour and help identify effective interventions.

COM-B: the key factors influencing behaviour

COM-B highlights three factors affecting behaviour change, as illustrated in Fig. 2. Health behaviour is
understood to be constituted through factors related to individual performance (capability and motivation)
and factors related to contextual influences (opportunity).

Fig. 2. The COM-B factors

Opportunity

Contextual factors affecting the
performance of a desired behaviour
- both physical (e.g. time, resources,
locations, legal frameworks) and
social environments (e.g. cultural
norms, social cues, language).

Capability

Individuals’ ability to perform a
desired behaviour - both physical
(e.g. skills needed to carry out a
behaviour) and psychological (e.g.
requisite knowledge and
information to engage in the
behaviour as well as knowing
how to perform it).

Source: WHO Regional Office for Europe (7).

BEHAVIOUR

Motivation

Factors influencing individuals’
willingness to perform a behaviour
- both reflective (conscious beliefs
and intentions) and automatic
(emotions, needs, wants, drives).



Each of the three factors can be broken down into specific aspects to help target analysis and intervention
development, as shown in Table 1.

Table 1. Aspects of COM-B factors

N
Physical capability Individuals’ skills, strengths, stamina

Psychological capability Individuals’ knowledge, efficacy, psychological skill, mental
ability

Physical opportunity Contextual factors of access, costs, rights, affordability,
regulations, environment, resources etc.

Social opportunity Sociocultural norms, values and interpersonal dynamics

Reflective motivation Individuals’ planning, evaluations, beliefs, intentions and
decision-making processes

Automatic motivation Individuals’ emotional reactions, desires, impulses, inhibitions,
drives and reflex responses

COM-Bfactors can be barriers to, as well as drivers of, performance of a health behaviour. As you go through
the stages of the TAP process, you will identify which COM-B factors are relevant to the behaviour(s) and
context(s) you have selected. Fig. 3 presents some considerations when thinking through practitioners’
antibiotic prescribing practices and behaviour. This is just an example, and other considerations could be
added related to aspects in Table 1.




Capability

Knowledge: Practitioner and consumer knowledge of ABR
and AMR

Efficacy: Individual belief of practitioner or consumer that
they have the capability to influence AMR and ABR

Skills: Practitioner skills, and trust in their own skills,
including interpersonal communications with consumer on
prescribing practices

Fig. 3. Example considerations in thinking through COM-B factors for AMR

Opportunity

Access: Practitioner access to infection control
supplies, such as soap and hand gel; consumer access
to information, such as knowledge materials;
consumer access to safe and quality medicines and
vaccines; convenience of antibiotic consumption
practices for consumers

Regulations: Implementation of infection control
interventions; implementation of antimicrobial

stewardship practices
m Resilience: Practitioner stamina and willpower to
follow-though on intentions to address AMR m Culture: Open culture to report health care-associated
infections; a ‘hygiene’ culture; social practices around
= Understanding: Individual understanding of how the use of traditional versus conventional medicines
to reduce the spread of AMR in a hospital, clinic or

other setting, or understanding of the individual PRACTITIONERS m Social norms and values: Peer pressure for

role in reducing AMR and its implications ANTIBIOTIC practitioners to influence or adapt infection
PRESCRIBING control practices
PRACTICES AND
BEHAVOUR
Motivation

m Beliefs: Practitioner belief in prudent prescribing practices;
consumer belief in practitioner recommendations on the safe
use of antibiotics

® Values: Practitioner individual values for prescribing habits;
individual values for patient safety and service delivery quality

B Intentions: Practitioner motivation to improve prescribing
practices and learn more about AMR; interpersonal
communications between the practitioner and consumer
impacting how the practitioner’'s recommendations are received

B Inhibitions: Factors that may affect the practitioner in
decision-making for antibiotic prescription practices

ABR: antibiotic resistance.
Source: WHO Regional Office for Europe (7).
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. The TAP process

TAP is a five-stage systematic approach to designing and implementing a behaviour change intervention
(Table 2 and Fig. 4). This section presents objectives, methods and outputs for each stage. Remember,
the stages can be conducted in order, but consider your contextual needs and available resources when
deciding where you might need to start, which stages to include, or if stages may need to be repeated.

Table 2. The TAP five-stage systematic approach

Stage 1. Engage The initial stage involves undertaking a capacity assessment to
determine the feasibility, scope and scale of a proposed TAP project. In
this stage, a TAP working group is established. The TAP working group is
responsible for project oversight, engaging stakeholders and preparing a
project plan.

Stage 2. Analyse A situation analysis that explores a proposed AMR topic in depth
by drawing on available literature, reports, input from stakeholder
discussions and other relevant data is conducted. This stage is
integral to the process even when TAP working group members or
advisors have a deep understanding of the context.

Stage 3. Prioritize To bridge gaps in evidence and further prioritize and plan an
intervention, additional qualitative/quantitative research is conducted
with a target population(s). This research is focused on understanding
drivers and barriers to performing a specific behaviour(s) within a
target population(s).

Stage 5. Do it After designing the intervention, it is now time for it to be
implemented, monitored and evaluated. Depending on needs and
capacity, the intervention is adjusted and sometimes scaled-up.




Fig. 4 . TAP process
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The TAP process




Stage 1. Engage: are
you ready?

The objectives of Stage 1 are to:

bring people together to discuss whether TAP is the right approach for the behavioural challenge
you wish to explore;

build support among stakeholders, confirming the timing is right and that necessary human and
financial resources are available to move forward; and

build the programme structures, teams and momentum for undertaking the TAP process.

The working methods for Stage 1 are:

meetings and internal discussions.

The key output from Stage 1 is:

the development of a TAP assessment report and process plan.

Before the initiation of a TAP project, you will need to consider its focus and whether the necessary
financial and human resources are available. If undertaking a TAP project is considered feasible, the next
step is to prepare a TAP process plan, including details on the proposed scope, timeline and budget of
the TAP project.

These steps can be taken through meetings and internal discussions between the host organization, such
as the ministry of health, the WHO country office, the WHO Regional Office for Europe and other relevant
stakeholders expected to take part in TAP coordination.

Thinking about AMR context

You may have an idea already of the detailed behavioural challenges you want to address, or you may not
know where to start. Either way, a thorough review of the current AMR situation will help set the scene
for the entire TAP process. Depending on your country’s needs as a Member State, this review can be
conducted:
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at national and subnational levels, to generate a general understanding of trends in AMR; or
within a particular area of the country or in a subpopulation with a high AMR risk or priority, to
examine issues as they relate to that population.

Based on this review, you can:

conduct a preliminary analysis based on identified challenges around AMR;

consider the strengths, weaknesses, opportunities and threats (SWOT) in current practices on AMR
at national or subnational levels;

identify important stakeholders and potential interventions;

determine key challenges in reducing the spread and pace of AMR and converting these challenges
into strategic priorities; and

recognize where the gaps in information about the problem or issue lie and plan for additional
research that can be applied to the intervention.

Further guidance on considering the most important AMR challenges to address is provided in tools 1.1
and 1.2 of the TAP Toolbox (3).

Considering available resources

A complete TAP process requires investment in time, human resources and funds. It therefore is
essential to plan well in advance and complete a thorough assessment of implementation context and
available resources. Inspiration Box 1 provides some suggestions for issues to consider in a capacity
assessment, and further guidance is available in tools 1.2 and 1.3 of the TAP Toolbox.

The more comprehensive the capacity assessment and planning before the TAP project starts, the
less time will be lost later, when resources and expectations might need readjustment.

Inspiration Box 1. Things to consider in a TAP capacity assessment

Context

» |Is the topic relevant or urgent to the context in which it is proposed?

» What is the expected scope of TAP before/after potential scale-up?

» Who are the stakeholders? Have they been identified, or do they need to be mapped?
» s there political momentum and support? How will it be maintained/created?

Resources required
When thinking about resources, consider the availability of human, financial, physical or material,

and intellectual resources. You could ask yourself about the following.

People: who is needed for day-to-day management, specialized expertise (for instance, on the
topic, social and behavioural science, policy or health promotion) and conducting research?

Financial: what are the estimated costs? Is funding available? Are additional funds needed?

Time: how many hours are available for support from the WHO country office, the Regional
Office, the TAP working group, specialized consultants and national stakeholders?



Developing a plan

Once it is agreed to initiate a TAP project, the process has to be planned in detail by producing a TAP
process plan. The plan includes the estimated scope of the TAP project, a timeline, a budget, funding
options available and key roles and responsibilities. Monitoring and evaluation (M&E), especially what
process indicators will be used as milestones for stages 2-4, should also be considered in the planning.
In addition to writing out the process plan, a TAP working group should be formed before moving on to
Stage 2.

Remember, it is better to use available resources and capacity efficiently rather than plan something that
is not feasible, replicable or able to be scaled up. Awell planned TAP project is targeted with a well defined
scope. Starting small and then scaling-up is the recommended approach.

Organization — key stakeholders and working group

The TAP process usually is coordinated by a TAP working group consisting of representatives from
the ministry of health, leading universities and/or think-tanks, public health organizations and a WHO
consultant. The TAP working group leads the planning and implementation of the TAP project from
start to finish and appoints a lead from within the group who is responsible for overall coordination and
communication with WHO and key stakeholders.

A TAP advisory group can also be established to support and inform the TAP process through providing
expert consultation and offering valuable insights and perspectives on a given health behaviour. This
group can consist of health worker representatives, community leaders, opinion leaders or other relevant
national experts. Once a target population is confirmed, the advisory group can be expanded to include
representatives from this group.

Expectations for the TAP working group and advisory groups should be clarified by establishing
terms of reference and getting ministerial approval if needed.

Higher-level decision-makers and managers can be engaged throughout the TAP process where relevant

and feasible. This group should be kept informed on the TAP progress and expected next steps. Fig. 5
provides a suggested model of TAP organization and governance.
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Fig. 5. Suggested TAP governance structure and stakeholder engagement

TAP working group
(3-5 persons)

For example:
representatives of the national AMR programme
Ministry of Health
implementing partner, such as WHO
researcher
consultant

One person is appointed as project lead

Leads and implements TAP
process through active
participation

Steering committee
(3-5 persons)

For example:
community leader(s)
organization(s) (national/international)
expert(s)
other Ministry of Health department(s)
other ministries

Offers technical guidance
Meets with working group
Holds working group accountable

Managers and

Stakeholders with L
decision-makers

expertise and experience

For example:
other Ministry of Health department(s)
Ministry of Finance
other ministries from the One Health
perspective (Ministry of Education/Poverty/

Children/Social Affairs)

units that organize service provision or
contract health facilities

For example:
health workers
medical faculties, professional associations
and/or civil society organizations
the targeted community
(such as community representatives and
leaders)
opinion leaders
social science researchers
Engaged through workshops and
individual interviews
Offers inputs, perspectives and
insights

Source: WHO Regional Office for Europe (3).

Participation of all relevant stakeholders is a core value of TAP and is ensured primarily through
stakeholder workshops, discussions and group work. The relevant stakeholders and how best to engage
them depends on the context. Some will actively be engaged in the core planning group, while others
will be consulted only once or twice. Inspiration Box 2 provides some ideas about which stakeholders to
consult and engage. Additional guidance on identifying stakeholders and planning their involvement is

given in tools 1.3-1.5 of the TAP Toolbox.

Are kept informed or are
engaged where relevant
and feasible



Inspiration Box 2. Suggested stakeholders to consult

Relevant stakeholders include those with expertise and experience within relevant areas (Table 3).

Table 3. Potential stakeholders to involve in the TAP process

Area of expertise

Targeted health behaviour

National health programme

Service provision within health area

The targeted community

Social science research

Stakeholders in other relevant areas

Source: WHO Regional Office for Europe (3).

Timeline

The total time it will take to design and implement a TAP project will vary across contexts. Exactly how much
time you need will depend on the issue selected, your context, and available resources and evidence. While
the initial TAP phases can be fairly quick to plan and conduct, both the initial planning and implementation
phases can take longer if research is required. You might also choose not to do each stage depending
on the type of project or information available. Remember, the TAP is a flexible process, so it may make
sense to start with a shorter, smaller, targeted project that could then be scaled-up into something bigger.

With dedicated staff, available data and funding, an intensive TAP project can be planned in a matter of
weeks. It is important to be realistic about the timeline, as implementing a TAP project can take
longer than expected. Table 4 provides estimated timeframes for planning and implementing different

stages of a TAP project.
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Potential stakeholders

Experts

Researchers

Opinion leaders

Ministry of health

National health institutes/institutions
Health workers

Medical faculties

Professional associations

Community representatives and leaders

Local organizations (such as community organizations
or nongovernmental organizations)

Local institutions

Local health workers

Researchers

Private or university-based research institutes
Ministry of health or health promotion unit staff
Ministry of education/poverty/children/social affairs

National and international organizations



Table 4. Estimate planning and implementation timeframe for each TAP stage
Stage Estimated time (months)

Engage 2-6
- are you ready?

Analyse 3-12
- what do you know already?

Prioritize 3-12
- what is the priority behaviour and the drivers and barriers we need
to address?

Design 1-6
- build your strategy and interventions

Do it 6-18
- implement and evaluate

Source: WHO Regional Office for Europe (7).

Budget
The cost of a TAP project also depends on context. When assessing whether necessary financial resources
are available, the TAP working group should consider the overall TAP process from Stage 1 to Stage 5.

At the beginning of the TAP process, it might not be possible to know precise costs of expected research
andinterventions. Itis advised that an estimate be provided or a ceiling for expenditure set, and discussions
on how requisite financial support will be attained should be taken forward. Inspiration Box 3 offers an
overview of potential budget items to use for TAP planning. Further resources are available in the TAP
Toolbox under the exercise “Budgetary considerations for the TAP process” and Tool 1.6. It is important
to be realistic when making a budget, as costs can be higher than anticipated. Further exercises on
budget development are provided in the TAP Toolbox.



Inspiration Box 3. Cost items related to a TAP project

Table 5 lists items you might include in your TAP budget. Also consider what additional items should
be included in your context.

Table 5. Example of TAP process costs

Item

TAP working group fees
(3-5 persons)

TAP working group
meetings

(5-10 meetings, 3-6
people)

Stakeholder workshops
(2-3 workshops, 10-30
people)

Research
(one or more studies)

Advocacy

Implementation of the
intervention - activities,
evaluation and scale-up

Evaluation

Costs

If appropriate/necessary, part-time for one year or more

Venue and catering, or virtual meeting platform costs
Transportation

Printing

Venue and catering. or virtual meeting platform costs
Transportation

Printing

Researcher or research company fees

Costs related to implementation of studies (venue, catering, virtual
meetings, transportation, participant fees or incentives, printing,
distribution, and collection of questionnaires, software for data
analysis and more)

Printing and distribution of materials
Dissemination of results

Costs related to activities (such as change of health services,
development of new training curricula, development of materials,
education of health workers)

Costs related to undertaking an evaluation of the behaviour
change intervention

Process indicators for M&E

Process indicators describe the milestones in your TAP project and help ensure that desired outcomes
are reached. Indicators for the TAP intervention itself are set during the design stage, but it is also highly
recommended that indicators are agreed for the whole TAP process before it starts. These would include
indicators for important milestones in preparation, research and post-intervention follow-up.

Exact indicators will depend on the context and the timeline, budget and scope agreed by the TAP working

group. Inspiration Box 4 provides an example of some TAP process indicators. Further guidance is available
in Tool 1.7 of the TAP Toolbox.
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Inspiration Box 4. Setting up TAP process indicators

Table 6 is an example TAP process monitoring framework. In an actual framework, the activities
described would be targeted and subactivities would be included, along with specific dates. An
actual framework should also include columns for “input” before “output’, and “expected impact”
after “outcome”. Information on the timeline in the example below is in the format of “quarters” (Q)
and "years” (Y) - for example, “Q1, Y1" is the first quarter of year one. The process indicators in this

case are the “outputs”.

Table 6. Example of a long-term TAP plan with indicators

Activity Timeline Output Outcome

Stage 1

Do capacity Q1,Y1 TAP capacity Informed decision

assessment assessment made on TAP initiation
report

Establish TAP Q1, Y1 Working Working group

working group group set up starts coordination
and terms responsibilities
of reference
signed

Prepare process Q2, Y1 TAP process TAP process planned

plan plan (report) and ready to begin

Stage 2

Review data and Q2-3,Y1 Analysis for Baseline

existing studies situational understanding of
report problem area

Engage Q3-4, Y1 Analysis for Input from

stakeholders situational stakeholders on
report problem identified

Situational analysis  Q4, Y1 Develop Comprehensive
situational understanding of
report problem area

Stage 3

Prioritize and plan  Q4, Y1 Research Research planned and

research protocol approved

Conduct research  Q1-2,Y2 Interviews and ~ Comprehensive
focus group understanding of
discussions problem behaviours
completed

Report findings Q2-3,Y2 Research Analysis of research
report for intervention

planning

Responsible

WHO

Ministry of
health

TAP working
group

TAP working
group,

consultants
TAP working
group,

consultants
TAP working

group,
consultants

TAP working
group,

consultants
TAP working

group,
consultants

TAP working

group,
consultants



Table 6 contd

Activity Timeline Output Outcome Responsible
Stage 4
Design Q3,Y2 Intervention Tailored intervention TAP working
intervention design on basis of group,
behavioural insights consultants
Plan intervention Q3,Y2 Intervention Intervention planned TAP working
plan with M&E  and ready to group,
framework implement consultants
Q4,Y2 Intervention Intervention is tested TAP working
pilot and adjusted group
Stage 5
Implement Q3,Y2-Q3, Monitoring Intervention TAP working
intervention Y3 data implemented group
Evaluate Q4,Y3 Evaluation Summary of TAP working
intervention report key results and group, WHO
recommendations for
scale-up
Scale-up Q1,Y4 Plan for - TAP working
adjustment group, ministry
and/or scale-up of health

Output: TAP assesment report

The main output of Stage 1 is the TAP assessment report. This can be completed by a WHO consultant
or a member of the TAP working group. The report should include a summary of each of the above items
of consideration (context, available resources, milestones, people, budget and process indicators) and
provide clear recommendations on whether to initiate a TAP project.

If it is decided that currently there is no capacity to undertake a TAP project, the assessment report should
include recommendations on which steps could be taken to improve capacity so that a TAP project can
be done at a later stage.

The decision to do a TAP project always lies with the country and/or host organization, and a TAP project
can be done independently of the Regional Office. If the Regional Office is expected to assist by, for
example, providing expert consultants or helping coordinate at country level through the WHO country
office, then it will take part more actively in the assessment.

Please note you may need to revisit this TAP assessment report after gathering data to better define
your target behaviour, target group or other factors relating to the TAP process. The next stage, Analyse,
may also reveal gaps in your knowledge for framing adequately the research purpose and objectives.
Don't be concerned. Evidence (or a lack of it) can help frame analysis and sharpen problem definition in
subsequent phases.
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Stage 2. Analyse:
what do we know
already?

The objectives of Stage 2 are to:
® gain an in-depth understanding of the problem to be addressed by obtaining:
» an overview of evidence regarding AMR in the country and in specific population groups; and
» stakeholder input and support to inform the situation analysis and strengthen stakeholder
ownership and support for the TAP process.
The working methods for Stage 2 are:
® TAP working group meetings
® data review and analysis
® stakeholder workshop(s) and/or interviews.

The key output from Stage 2 is:

® 3 situation analysis.

Gaining an in-depth understanding of a given AMR problem in a country through a thorough examination
of data and literature is necessary before designing and implementing a behaviour change intervention.
At the end of Stage 2, the TAP working group will have produced a situation analysis report that gives a
preliminarily outline and identifies key issues to guide the development of the TAP project.

Stakeholders can play an important role in Stage 2 by contributing their expertise and experience to
develop a more targeted and informed analysis. Including stakeholders at this stage can strengthen their
overall involvement and ownership of the TAP project.

Situation analysis: review of data and existing studies

Developing a situation analysis is encouraged: it is a crucial part of the TAP process. This can be done
through data review via desk research and literature reviews, and by engaging relevant stakeholders
through meetings, discussions or interviews to shape the research scope and identify relevant sources
of information (further information on research methods that can be used is provided in the section on
Stage 3).
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While members of the TAP working group and advisors might have a deep understanding of their country
context, taking time to undertake Stage 2 thoroughly ensures:

® the TAP project will be grounded in global evidence
® the knowledge of the TAP working group is confirmed and any gaps filled
® the focus explored in subsequent TAP stages is appropriate to the context.

The TAP working group is responsible for coordinating the review and developing the report but might
choose to outsource activities to a consultant(s) with specific expertise.

Scope of the review

Before starting the review, the scope of the research should be considered. It is recommended that a
TAP project begins with a focused topic rather than addressing AMR broadly. It will be possible
to undertake future TAP projects to explore further aspects of AMR. This will be a decision the
TAP working group will need to make, taking country context into account. Examples of focus areas are:

® surveillance activities

® infection prevention and control

® antibiotic prescribing at primary-, secondary- or tertiary-care level
® antibiotic dispensing practices (through pharmacies or online sale)
® antibiotic consumption practices among high-risk groups

® antibiotic susceptibility testing

® population-level awareness and perceptions of AMR.

The choice of focus area might depend on policy priorities, funding, available evidence, stakeholder
priorities and engagement, or TAP working group and advisory group preferences. Prioritization of factors
should be relevant to the country context. It is possible to change the focus area of a TAP project during
stages 2 and 3 or adjust the scope depending on research findings. In contexts in which there are few
resources or available data, the focus should be on what is easily explorable and is as evidence-based as
possible. Inspiration Box 5 lists suggested questions to guide the initial data gathering and review.

Inspiration Box 5. Questions to guide the data review

Status of AMR

® What is the prevalence or burden of AMR in the country?
® What are the trends and patterns of consumption in the country?

Guidelines and regulations on AMR

® What national legislation, strategies and guidelines on AMR are in place?

® How do these address the current challenges of AMR?

® Are guidelines being followed or not, and is it possible to verify this?

® What is the political climate regarding AMR? Is there support to address the issue?

® What international strategies and guidelines are available on AMR? How do these relate to the
national context?




Inspiration Box 5 contd

Stakeholders and partnerships

® Who are the most important stakeholders and what are the potential partnerships?
® Who potentially can influence a project?

® Which individuals, groups or agencies should be involved?

® What role can these stakeholders play in containing AMR?

® Whose capacity needs to be built to participate in the intervention and how?

Social and environmental dynamics

® What changes in population, demographic or economic profiles and lifestyle factors affect AMR-
related behaviours?

® What are the prevailing methods of communication regarding AMR?

® What types of communication channels to improve rational use of antibiotics are available most
readily? Which ones are most trusted, and which ones are least trusted?

® What is known of the target group’s knowledge, attitudes and practices with regard to AMR?

Resources

® What internal resources are available for promoting rational use of antibiotics and related AMR
drivers in terms of budget, funding sources, procurement, people, time, infrastructure and access
to target groups?

® What expertise is available at the ministry of health and potential intervention sites to implement
and/or manage the process and any programmatic and communications activities recommended
as a result of the process?

® What external resources are available?

® Do any donors currently provide funding for AMR-related interventions? Could they be
approached to support the TAP intervention?

Data and information sources

The review of data can be based on a variety of sources, including research databases, documents
published by international and national institutions, or national/international datasets. Some examples
are given in Inspiration Box 6. Not all sources mentioned in Inspiration Box 6 might be relevant in each
context, and sources selected will depend on the identified topic and scope.

Before starting the review, the TAP working group should discuss what information is available and what
additional information might be needed. There may not always be national or regional data on a specific
topic, the TAP working group might not have access to specific peer-reviewed journals, certain information
may not be publicly available, or some information might only be available in a language not used by the
TAP working group. Gathering sufficient, relevant information is important to ensuring the development of
a robust plan and avoiding any duplication of existing research. Questions that might help guide the data
review can be found in Tool 2.2 of the TAP Toolbox.
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Inspiration Box 6. Data and information sources

The data and information sources listed below can be reviewed as part of the situation analysis.
Note that there might be additional relevant sources in your context.

Surveillance data and surveys

® AMR surveillance data: the European Antimicrobial Resistance Surveillance Network (EARS-NET)
and Central Asian and European Surveillance of Antimicrobial Resistance (CAESAR) data

® Surveillance data on health-care-acquired infections (HAIs)

® National-, regional- and district-level AMR data

® Disease surveillance data

® Data on the sale of antibiotics and antimicrobial medicines

® Health service utilization data

® Population health data

® |ifestyle data and reports

Surveys

® Population health surveys, analyses and studies

® Data from the Global Health Observatory

® United Nations Children’s Fund Multiple Indicators Cluster Surveys

® United States Agency for International Development demographic and health surveys

® Surveys, strategies and action plans related to the health area or relevant population groups

Strategy and analysis documents

® Equity analyses

® Strategies and action plans for health behaviour and relevant population groups

® Legislation related to the health area and relevant population groups

® Reports and evaluations of previous projects or initiatives conducted for the health behaviour or
relevant population groups

® Reports, recommendations and assessments from national and international organizations
related to the health area or relevant population groups

Media coverage

® Media coverage related to the health behaviour or relevant population groups
® Social media coverage related to the health behaviour or relevant population groups

Academic research

® Peer-reviewed academic publications related to the health area, the country or relevant
population groups; it would be worth conducting a literature search using Pub Med (4) and also
looking at the Cochrane Library for systematic reviews (5).

Analysis

Since the review is the basis for further research and intervention focus, it is very important to ensure
it is comprehensive and based on data of the highest quality. A systematic method of analysis should
be followed to collect and analyse the data. The specific method used will depend on the context and
resources available. If there are multiple sources or contradictory evidence, data should be triangulated




and results considered critically. An example of how a review was conducted in Hungary is provided in
Example Box 1.

To focus on equity and allow for later segmentation of population groups, it is recommended that data
are broken down by characteristics like socioeconomic factors (such as income and education), cultural
factors (like ethnicity, nationality and religion) and location (urban, rural and geographical area).

In 2017, the Ministry of Human Capacities in Hungary published an evidence-based policy brief (6)
that brought together global and local research evidence on antibiotic use in Hungary and presented
three policy options. The policy brief served as the situational analysis report, and a TAP project was
initiated with the Regional Office to guide and plan implementation of one policy option: to increase
public knowledge and awareness on prudent antibiotics use and risks of antibiotic resistance.

Review steps
The following steps were taken in preparing the evidence brief:

the Ministry of Human Capacities selected the topic;

aworking group of representatives from the clinical field, pharmacology, public health and health-
care management was convened;

terms of reference for the evidence brief, particularly the framing of the problem and the options
for addressing it, were specified;

research evidence on the problem, options and implementation considerations were identified
and synthesized;

key informants were interviewed about local implementation considerations;

a text and presentation on the global and local research evidence was drafted in concise and
accessible language; and

the evidence brief for policy was finalized, based on inputs from several stakeholders.

Review method

Afull-text review of published literature (English and Hungarian) was conducted of sources found on
research databases. Documents included systematic reviews, meta-analyses, economic evaluations
and studies published between 2010 and 2016. Certain key publications outside these dates were
included on expert advice.

The search strategy was stratified by three dimensions (problem, policy options and implementation
considerations) and guided by 19 keywords (including antibiotic, overuse and strategy). Research
published recently or conducted in-country was prioritized.

Grey literature from websites of leading international and national organizations (such as WHO
and the Centers for Disease Control and Prevention in the United States of America) was searched.
Data on the specific AMR problem were obtained from national and international datasets and from
surveillance reports.

More information on the method is available in the policy brief (6).
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Engaging stakeholders

Stakeholders can be engaged in different ways depending on the purpose and expected results
determined by the TAP working group. Examples of consultations include assisting in determining the
review scope, identifying relevant sources, informing stakeholders of the TAP process and inviting them
for future engagement.

Activities to engage stakeholders could include:

® meetings in smaller groups with higher-level decision-makers (advocacy);

® workshops on competency-building, especially for people taking more active part in the TAP
coordination process;

® group work and exercises during workshops to reach consensus on a topic;

® presentations on TAP methodology, findings from situational analyses and behaviour change/AMR to
share information with a wider audience; and

® panel discussions for dialogue and decision-making.

Additional guidance on stakeholder mapping and engagement is provided in tools 2.3 and 2.4 of the TAP
Toolbox.

TAP working group members should agree beforehand on reasons for, and expectations of,
engaging stakeholders and what the potential outputs could be. These expectations should also
be communicated to stakeholders so they understand their role and how their contributions will
inform the process (see Example Box 2).

Example Box 2. TAP pilot project in North Macedonia

A TAP project on infection prevention and control was initiated in North Macedonia in 2017. After
completing the situational analysis report, the TAP working group organized a meeting to inform
stakeholders about the current national infection prevention and control and AMR contexts, share
the main findings of the report and get their input on selecting a key topic area and target group
for further research.

Twenty-five people took part in the meeting, representing the Ministry of Health, public health
research institutes, think tanks, university faculties, doctors' unions, private sector associations and
others. Participants were split into groups to do a SWOT analysis of research findings, through which
they identified key problem areas and potential target groups for research. Each group presented
their findings and a discussion was held in joint plenary.

At the end of the meeting, all input was summarized and participants were informed of the next
steps in the TAP process. The data gathered were used to update the situation analysis report and
TAP process plan.
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Output: situation analysis report

The situation analysis report should present key findings in a coherent and structured way. If the Regional
Office is expected to take part in TAP project coordination, it is preferred that the report is also made
available in English.

The specific format of a situation analysis report will depend on the country context and area identified.
The situational analysis could include:

® an introduction to the problem area

® country context

® summary of key findings from the review

® 3 detailed stakeholder map

® a3 SWOT analysis of findings

® recommendations on areas for further research
® references.

The report can be shared among the TAP working group members and advisory group and be presented
to relevant decision-makers and managers.
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Stage 3. Prioritize:
what 1s the priority
behaviour to
address?

The objectives of Stage 3 are to:

® consolidate and use the information from the situation analysis and stakeholder consultations
to:
» define the problem, target behaviour(s) and population group(s) to be addressed by the TAP
project;
» identify if further research is required to better understand the problem; and
® conduct further research (if required) to more closely define the problem.

The working methods for Stage 3 are:

® TAP working group meetings
® stakeholder engagement
@ qualitative and quantitative research.

The key outputs from Stage 3 are:

® specification of the parameters of the TAP project;

® presentation of findings, identifying the priority behaviour(s) and target population(s) and
considering further research needs;

® research to understand and prioritize the target behaviour is planned as required; and

® research is conducted and findings summarized.

At the end of this stage, you will have a summary of findings that presents the COM-B barriers/drivers
to the selected target group's performance of the identified behaviour.
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Presenting findings and identifying target
behaviour(s)/population(s)

Thereis no set way to prioritize a focus area or behaviour for a TAP project. Ultimately, it is the responsibility
of the TAP working group to select a focus. It is important that this decision be grounded in the evidence
base and be appropriate to the context and resources available. You therefore will need first of all to
present your findings from the situation analysis, including a summary of the data and any preliminary
conclusions on target behaviours, knowledge gaps or research priorities, to the TAP working group.

Following a situation analysis, and based on the knowledge and data it generates, you should work with
the TAP working group to define the problem to be addressed in the TAP project. To do this, work through
exercises 1-3 at the end of this section. These exercises will assist you in:

® defining problems in behavioural terms (Exercise 1);

® mapping behaviours (Exercise 2);

® prioritizing a target behaviour and population (Exercise 3); and

® developing COM-B-based research objectives for a research protocol (Exercise 4).

The exercises can be conducted by the TAP working group and with other stakeholders, adjusted to
context as relevant, and supplemented with other exercises and group work if needed. Input to Exercise 3
should be based on evidence and expert opinion, and the exercise can be revisited after research to
reassess the TAP focus. Further guidance can be found in section 3.A of the TAP Quick Guide and tools
3.1-3.3 in the TAP Toolbox.

Please note: engaging stakeholders at this stage can assist in prioritizing behaviours or problems
to explore through further research (see Example Box 3). Stakeholders from potential target groups
(such as health workers, hospital cleaners and carers) can be particularly helpful in offering a more detailed
understanding of AMR-related problems or behaviours.

There can be many challenges to deciding on a focus area for the TAP project. A situation analysis and
stakeholder consultation might highlight multiple focus areas and behaviours, literature on the problem
area might be limited, or consensus might not be reached on research. It is also possible that stakeholders
at different levels have differing views, opinions or understandings of problems and behaviours relating
to AMR.

Example Box 3. TAP pilot project in Kazakhstan, prioritizing research behaviour

In 2017, a TAP working group in Kazakhstan identified that the sale of antibiotics over the counter
was a problem on which the country initially could focus a TAP project. A workshop was convened
with stakeholders to define the behaviour to be addressed and to prioritize and select a focus
and target group for further research. Exercises 1 and 3 were conducted (see Tables 7 and 8). It is
important to note that input in these exercises represents stakeholders' perceptions, not evidence.
The working group took this input and considered it against the evidence collected in Stage 2, and
ultimately it was decided to focus the TAP project on exploring pharmacist behaviour on selling
antibiotics to patients without prescriptions.
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Example Box 3 contd

Table 7. Kazakhstan TAP pilot results of Exercise 1 on defining the behaviour

What is the behaviour?

Who performs the
behaviour?

Where does the
behaviour take place?

When is the behaviour
performed?

Sales of antibiotics without a prescription

Pharmacists

Non-trained/non-educated pharmacy staff
Drug-store staff

Community doctors

Online vendors

(Patients/consumers on the receiving end)

Pharmacies

Drug stores
Non-licensed drug stores
Health clinics
Online/websites

Specific patients (parents or older people) might demand antibiotics
during particular seasons

Training or readily available guidelines at the counter on dealing with
such requests might help address the practitioners’ behaviour

Table 8. Kazakhstan TAP pilot results of Exercise 3 on assessing target behaviours

Patient perceptions on Very high Unlikely Very likely Not easy
antibiotics

Pharmacist/patient Very high Likely Likely Not easy
communication about

treatment

Pharmacist/doctor High Unlikely Very likely Not easy
communication about

treatment

Pharmacists seeking High Unlikely Likely Not easy
information about antibiotics

Pharmacist decision-making  Very high Likely Very likely Easy

(individual)

Selected target behaviour(s)  Pharmacists' decision-making in selling antibiotics to patients

without prescriptions

2 Impact: how much impact could addressing this behaviour have on reducing AMR?

® Changeable: how likely is it that the behaviour can be changed?

< Spillover: how likely is it that the behaviour will positively/negatively impact related behaviours?
9 Measurable: how easy will it be to measure the behaviour?
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Planning research

Research requires thorough planning. If it is determined after identifying a research area and behaviour
that further researchis needed, the TAP working group should develop a research protocol. This subsection
addresses developing the protocol and getting ethical approval. The following subsection on “Conducting
research” provides information on data collection and analysis that should also be considered when
developing the research protocol.

Stakeholders (including those from potential target populations) can be involved at this stage (as
appropriate to context) to strengthen the research planning by, for instance, participating in protocol
development workshops or commenting on a developed protocol.

Developing a research protocol

A research protocol is a detailed plan that includes a research rationale, clear aims and objectives, a step-
by-step plan for data collection and analysis, and an explanation of what will happen after the research is
finished (dissemination of results, for example) (7). Inspiration Box 7 provides guidance on the contents
of a research protocol.

To facilitate intervention development in Stage 4, it is important to begin framing the selected behaviours
within the COM-B framework when developing the research protocol. Exercise 4 at the end of this section
can be used to guide the development of research objectives using the COM-B framework.

Questions that can help guide the TAP working group in developing a protocol are as follows.

® What are the overall questions to which answers are required?

® Will a quantitative, qualitative or mixed-methods study be conducted, and if so, why?

® Which members of the target group will be targeted, how many, and where? How will they be recruited?
® \Where will the research be conducted?

® Who will be in the research team and what will be their roles and responsibilities?

® Who will develop data-collection tools (surveys, guides, questionnaires)?

® How will data be analysed?

® What is the timeline?

® What is the budget?

® Where should ethical approval be sought?

Inspiration Box 7. Contents of a research protocol

The following sections should be included in a research protocol. The detail in each section will vary
depending on the type of research:

® general information - title of the research project, version and date of protocol, name and
contact details of funder, sponsor and lead researcher;

® background and rationale - a statement of the problem that is the basis for the TIP process,
existing knowledge, gaps in knowledge and reasons for doing the research;

® research questions, aims and objectives - the overall questions or aims of the research, and
specific objectives for addressing these;

® study design - the overall study design (for example, a longitudinal, qualitative, face-to-face
interview study) and the theoretical model being used (TIP adaptation of COM-B);

® study setting, participants and recruitment - where the study will be conducted, where and
how research participants will be recruited, inclusion and exclusion criteria, how participants will
be informed about the study, and how informed consent will be collected (participant information
sheet and consent form to be included as appendices);




Inspiration Box 7 contd

@ data collection - the content of the data-collection tools (such as the interview topic guide or
postal questionnaire), how they will be developed or if existing validated tools will be used, pilot
testing and final administration (data-collection tools to be included as appendices);

® data analysis - the planned quantitative (statistical) or qualitative analysis; for a mixed-methods
study, a description of how guantitative and qualitative data will be synthesized;

® data management - where the data will be stored, who will see the data, how data will be
transferred, how confidentiality will be ensured and how national regulations on data management
will be met;

® ethical and other approvals - which ethics committee will review the research and other
necessary approvals;

® dissemination -reports, papers thatwill be produced, including a short summary for participants;

® timeline - clear deadlines for each step of the research project;

® references; and

® appendices (participant information sheet, consent from and data-collection tools).

Ethical approval

Depending on the kind of study and the regulations of the country in which the research takes place,
further research should be approved by an independent ethical committee. Ethical approval usually is
also required for publishing study findings in a peer-reviewed journal. Inspiration Box 8 offers guidance
on obtaining ethical approval.

Inspiration Box 8. Ethical approval
Research should be conducted according to the standards outlined in two key documents:

® the Declaration of Helsinki: ethical principles developed by the World Medical Association to
guide physicians and other participants in medical research involving human subjects (8); and

® the European Union General Data Protection Regulation (GDPR) 2016/679 on the processing
and free movement of personal data (9).

Ethical approvalis initiated to ensure the dignity, rights, safety and well-being of research participants
are adequately considered and secured. The contents of an ethical approval application depends
on individual ethical committee requirements.

The following types of information often feature:

® research rationale, aims and objectives

® study design and methods (including data collection and analysis)

® participant recruitment (how they will be identified and approached)

@ participant consent methods and possible incentives or reimbursement of expenses
® processes to ensure anonymity and confidentiality

® data use, transfer and storage

® dissemination plans for research findings

® details on all stakeholders involved in the study and their roles.
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Inspiration Box 8 contd
Usually, ethical approval cannot be granted retrospectively.

In some countries, an ethical committee does not exist for social science research. In such cases, an
ad hoc committee should be established for the purpose of reviewing and approving the TIP study
proposal.

' The GDPRis applicable only to European Union countries; it may not be a valid regulation in your country context, but can serve as
an example of best practice.

Conducting additional research

Conducting research includes both collecting and analysing the data. The objective of research in Stage 3
is to obtain more insight into what enables or prevents an identified behaviour among a specified
target population. The information provided in this subsection should be taken into consideration when
developing the research protocol discussed above.

Once data have been collected and analysed in Stage 3, research findings should be summarized in a
report. Research findings will guide the next steps in intervention development. Depending on findings, it
is possible that the TAP scope and process plan may have to be re-assessed.

Aside from further research in Stage 3, the methods described below can also be used in the
situation analysis as part of stakeholder consultation and/or if available data are limited.

Data collection

Data can be collected using qualitative, quantitative or mixed-study designs. The choice depends on:
the type of information needed to answer the research questions; and what research already exists
on the topic (see Example Box 4 for how research methods were determined in Georgia). Qualitative
and quantitative research methods are used for a range of reasons and have different strengths and
limitations, as summarized in Table 9. Below are descriptions of some tools that can be used in qualitative
and quantitative research.

Table 9. Using qualitative and quantitative research methods

- Qualitative methods Quantitative methods

Strengths ® Can provide in-depth understanding ® Useful to examine behaviour

of people’s concerns/needs, personal frequency and influencing factors
experiences, and how/why they ® (Can test hypotheses and assess
behave in certain ways cause-and-effect relationships

® Valuable for describing complex ® Can give generalizable findings if
phenomena well designed with a representative

® Data can be rich in detail sample population

® Useful for generating hypothesis to be  ® Can allow comparison of baseline and
tested in quantitative studies endline data to assess intervention

effects

O




Table 9 contd

- Qualitative methods Quantitative methods

Limitations @ Difficult to generalize results to a ® Not suitable to uncover complexity of

wider population people's experience, perceptions and
® The time required for data collection, knowledge

analysis and interpretation can be ® Needs larger number of participants

lengthy

When to ® Usually in formative stages ® Usually in later stages

use

Data, ® Smaller, usually purposive sampling ® |arger, usually random sampling

sampling ® Emergent design ® Design determined in advance

and design @ Data can be in many forms (words, ® Data are numerical
images, objects etc.)

Tools ® The researchers are the tools; they ® Specific tools or instruments (such
use a method to make meaning from as tests and equations) are used to
data collected, such as interviews, generate meaning from numerical
focus groups and observation data collected

Qualitative research

Qualitative methods provide rich, in-depth information on the barriers and drivers to a behaviour.
Qualitative research is conducted to understand a target group’s points of view and experiences.
In the TAP context, it explores reasons why people make certain choices and adopt specific
behaviours and gives insights into what a target group knows (or does not know), their fears and
worries, hopes and desires, and more complex issues, such as their access to health services
and social norms. Popular qualitative research methods include focus group discussions (FGDs),
individual in-depth interviews and observation studies.

FGDs

An FGD is a moderated conversation with a group of people sampled to represent a particular social
grouping. FGDs are especially useful for identifying social norms and can reveal both agreement and
differences of opinion about a relevant topic. Participants may be stimulated by the presence of others to
share and exchange opinions and concerns, including myths, rumours or stories that may be circulating
in the community.

About 5-8 participants usually are involved in an FGD. Discussions are moderated according to a guide,
but it is important to follow emerging dynamics in the discussion and attend to information or directions
of research that might not have been considered when developing the discussion guide. Focus groups
must be moderated to ensure all participants are engaged and feel able to express themselves.

Individual in-depth interviews

In an individual in-depth interview, a moderator has a one-on-one conversation with one person, usually
face to face. Individual interviews are useful where the participant has special knowledge or a unique
point of view. They can also be used with sensitive topics, where a participant might feel uncomfortable
speaking in a group, or if it is difficult to bring a larger group together.

Observation

Observation research is a social research technique in which a researcher observes ongoing behaviour.
This involves watching and recording people in a natural setting. Observation designs are particularly
relevant when it is important to understand how people talk and act in an everyday context. Observation
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data are often combined with interviews or FGDs in which participants can discuss the observed behaviours.
Observation enriches data collected in interviews and overcomes potential limitations of participants’ poor
recall and desire to present themselves well. To increase objectivity, it is better to conduct observation
multiple times over a longer period of time. Researchers must be trained in observation and have clear
guidelines for recording their observations.

Example Box 4. Determining research methods in Georgia

In 2021, a TAP working group in Georgia developed a protocol for research on uptake of a planned
three-year antimicrobial stewardship programme on surgical antibiotic prophylaxis in 10 hospitals.

The TAP working group identified research questions exploring each COM-B factor using Exercise 4.
They then considered whom they would need to involve in research to answer each question (see
“Research participants” column in Table 10), what method of research to use with each group, and
why. Considering that quantitative information on antibiotic use would be available at each hospital
but little information was available on why decisions on antibiotics were being made, qualitative
methods were selected to understand the dynamics behind research participants' behaviour.

Considering available resources, the working group determined the minimum number of research
activities to conduct with each group (additional activities could be conducted if needed). This

information was included in their research protocol and is presented in Table10.

Table 10. Research methods selected for TAP research in Georgia

Hospital Interview  Individual in-depth view, At least 1 activity in 5 hospitals

administrator sensitive topics inyears 1,2, 3

Hospital AMR Interview  Individual in-depth view, At least 1 activity in 5 hospitals

champion sensitive topics inyears1,2,3

Surgeons FGD Need broader input across At least 1 activity in 5 hospitals
group to triangulate data inyears1,2,3

Epidemiologist Interview  Few available, need to get At least 1 activity in 5 hospitals
in-depth views inyears 1,2, 3

Study nurse Interview  Few available, need to get At least 1 activity in 5 hospitals
in-depth views inyears 1,2, 3

Hospital Interview  Few available, need to get At least 1 activity in 5 hospitals

pharmacists in-depth views inyears 1,2, 3

Physicians FGD Need broader input across At least 1 activity in 5 hospitals
group to triangulate data inyears 1,2, 3

Professional Interview  Need in-depth overview of At least 2 activities with

association activities different associations in years

representatives 1,23

Pharmaceutical Interview  Few available, need to get At least 2 activities with

company in-depth views different companies in years

representatives

1,2,3




Quantitative research

Quantitative research is based on structured collection and analysis of numerical data. Quantitative
methods can provide information on the frequency of certain behaviours, beliefs and knowledge. Using
statistical tests, quantitative research methods can determine if the findings are likely to be real or due to
chance. If data are collected from a representative sample, it is possible to generalize results to a larger
population.

Quantitative research is appropriate when:

® barriers or drivers to a health behaviour are clearly defined and measurable;

® research seeks to understand which barriers or drivers are most common or if they vary in different
population groups; or

® data need to be compared over time, such as to measure interventions' effectiveness.

Surveys

Surveys are a common gquantitative method of gathering data on barriers to, and drivers of, health
behaviours. They allow relatively easy data collection from a large population. Data are collected through
standardized questionnaires with predefined, usually closed-ended, questions. Questionnaires can be
administered face to face, by telephone or remotely, on paper or electronically. Self-completed written or
Internet/email-based questionnaires are cheaper than surveys administered face to face or by telephone.

Questionnaires must be pre-tested to identify problems that may lead to biased answers. If scales are
used in a survey, it is important that they are pre-tested for validity (do they accurately measure what they
need to and are they reliable?).

As it is not practical to collect information from the whole population of interest, surveys usually are
distributed to a sample of the population, the size of which will depend on available resources. To
generalize survey results, the sample should be representative of the population.

Mixed methods

When resources are available, it is useful to conduct qualitative and quantitative research together.
Combining different methods (triangulating) allows the capture of information breadth (quantitative) and
depth (qualitative) and increases confidence in research findings. Qualitative and quantitative research can
be carried out at the same time or in sequence. Examples of sequential studies include using qualitative
interview data to inform the development of a quantitative survey questionnaire and using qualitative
interviews to explore interesting or unexpected findings from a quantitative survey.

Action research

If the situation analysis provides sufficient information to allow design of interventions and is based on
research studies conducted before the TAP process, a TAP working group might decide to go straight
to designing and implementing an intervention. The testing and evaluation of the intervention then
becomes the research study. This is called action research. This type of study could deploy any of the
above-mentioned research methods, such as FGDs, to evaluate information products produced or use
observation to evaluate the impact of training.

Data analysis

Once data have been collected, they need to be analysed and findings summarized in a report. The
report should present findings related to the selected research target groups. For each target group,
the barriers and drivers should be summarized and structured by the COM-B factors. This will be
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important in Stage 4 of the TAP process. If possible, analysis should prioritize the barriers and drivers
identified in the research.

Data analysis methods will depend on the type of data collected and the research aims. All qualitative data
collected should be coded and analysed using a standard analysis framework and method defined ahead
of data collection. Under TAP, it is advised that the COM-B framework be used as the basis of the analytical
framework. Quantitative data analysis methods also need to be decided before data collection. Inspiration
Box 9 presents more information on approaches to data analysis.

Regardless of what kind of data are collected, the following should always be ensured:

® researchers analysing data are qualified and experienced;

® 3 standard data analysis process is defined prior to undertaking research and followed as described
in the protocol; and

® data analysis is recorded and documented so others can learn from the process and have confidence
in the results.

It is okay if the data-collection or analysis method needs to be changed at some point or does not go
as planned. This will not necessarily negate the research findings. A record should be kept, however, to
explain what was altered, why, and how it might impact the research findings.

Inspiration Box 9. Resources for planning data analysis

Qualitative data

Different qualitative data can be collected. Recording and analysis will depend on resources available
(including time, people and funding) (Table 11).

Table 11. Analysis of qualitative data

Audio recording All'interviews/discussions will need to be transcribed verbatim in
(interviews, FGDs) the original language before analysis and translation, if needed
A standard format should be used for all transcripts

Notes Notes can be typed or handwritten but should be prepared in a
(observation of context,  standardized format before analysis
interviews, FGDs)

Images or video It is unlikely these will be used in TAP research, but they often can
capture contextual information missed in notes/recordings
Image/video analysis will depend on the research aims and should
be specified in the research protocol
A standard method for naming and saving files should be followed

All qualitative data will need to be coded before analysis (10-72). Coding usually is done according
to themes; there are many ways to code data, some taking longer than others.




Inspiration Box 9 contd

Qualitative data can be analysed by hand or by using specialized qualitative data-analysis software.
Many kinds of software are available, differing in price and functions. NVivo (QRS International,
Burlington (MA), United States) and Atlas.ti (Scientific Software Development GmbH, Berlin,
Germany) are examples.

Quantitative data

Quantitative data usually are collected and organized in datasets. This can be done manually or
by using specialized scanning software. Before analysis, all data should be cleaned, which involves
looking at data to remove or amend errors (such as duplicates, misentered data and skipped
questions).

The choice of model to analyse qualitative data will depend on the research aims and information
collected. Two approaches that might be taken are:

® descriptive: data are described in a very accurate way to provide information about a dataset;
researchers usually include some descriptive statistics (such as frequency and range) before
further analysis; and

® inferential: data are analysed through complex mathematical calculations to identify trends and
relationships in the data and develop generalized observations.

Quantitative data analysis is often done using specialized software (712,713) such as R (The R
Foundation, Vienna, Austria), SPSS (IBM Corp., Armonk (NY), United States) and STATA (StataCorp
LLC, College Station (TX), United States).

Output: reporting research

Once research is completed, the TAP working group should prepare a report summarizing the findings.
The report could present the following:

® background to the research

® methods used to collect and analyse data and any changes/discrepancies
® results of research activities

® conclusion.

The conclusion should describe the barriers and drivers to the selected target group’s
performance of the selected behaviour for each COM-B objective (identified through Exercise 4
and stated in the protocol).
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Exercise 1. Defining the problem in behavioural
terms

Objective

The objective of this exercise is to:
® define the problem, as identified in the situation analysis, in behavioural terms.
Guidance
® This exercise can be done in the early stages of TAP to help guide the scope and planning of further
research and can be re-visited after the research has been completed.
® Responses can be specific or broad, depending on the amount/quality of data collected.
® The exercise can also be used as a behaviour mapping tool with target groups and repeated for
multiple behaviours if applicable.
The steps of the exercise
1. Identify the specific behaviour
® What behaviours are driving AMR in your country (for example, overuse or misuse of medication)?
What is influencing these behaviours?
® How do you think you need to address the behaviour? Would you need to stop or start a particular
behaviour, increase or decrease its frequency, duration and/or intensity, or change its form?
2. List the individuals and groups for consideration
® \Who or what group(s) is engaged in the behaviour? Who is helping to drive this problem?

3. Prioritize the groups for the intervention

® What is the role of health professionals, communities, families or patients in propagating this
behaviour? Are there any at-risk groups?

4. List the locations of venues where the behaviour takes place
® Where is this behaviour taking place? Are there other locations that can influence this behaviour?
5. List when the behaviour takes place
® \When is the behaviour taking place and for how long? Are there significant instances before or after

the behaviour that might also offer opportunities to influence change?

Table E1.1 provides an example of how to do this exercise. The example used here is on sale of antibiotics
without prescriptions.




Table E1.1. Identifying a behaviour - sale of antibiotics without prescription

What is the behaviour? Sales of antibiotics without a prescription

Who performs the behaviour? Pharmacists
Non-trained/non-educated pharmacy staff
Drug-store staff
Community doctors
Online vendors
(Patients/consumers on the receiving end)

Where does the behaviour take Pharmacies

place? Drug stores
Non-licensed drug stores
Health clinics

Online/websites
Rural/urban areas

When is the behaviour Specific patients (parents or older people) might demand
performed? antibiotics during particular seasons
Training or readily available guidelines at the counter on dealing
with such requests might help address the practitioners'
behaviour

O Exercise 2. Mapping of behaviours

Objectives
The objectives of this exercise are to:

® prepare a map of behaviours to help guide the scope and design of further research; and/or
® organize data collected to prepare for the intervention design.

Guidance
® When an overall behaviour has been identified (see Exercise 1), a more detailed map/brainstorm of
this behaviour can be prepared.
® This can include any associated or sub-behaviours related to the overarching behaviour.

® This exercise can be done with a group of stakeholders or target-group representatives based on
expert input, or through the TAP working group based on data collected from further research.

® The level of detail used in the exercise depends on context, evidence and the expected output. For
example, if this exercise is done to guide the scope of the research through consultations with target-
group representatives, it can be more informal and broader. If done in the TAP working group based
on data collected through interviews and FGDs, the mapping can be more detailed and will reference
the evidence collected.
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The steps of the exercise
1. Prepare a conceptual map of a behaviour

® \Write out a description of the behaviour you would like to explore in the centre of a large poster,
whiteboard, flipchart or other surface on which you can write easily.
® Within your group, brainstorm what is connected to this behaviour, what influences it, and how and
where it happens. Note down each item around the behaviour and connect it with a line. For each
item, write in as much detail as possible about where and what is done, who does it, who is involved
and how the item contributes to the behaviour.
® Do not be afraid to use new or additional sheets or recategorize items as you think of them.
® Once you are satisfied that you have thought through the behaviour and its context thoroughly, you
will have a map of the behaviour (see example in Fig. E2.1).
® | ooking at your behavioural map, you can now decide where in the map you wish to intervene.
This involves making a judgement about which behaviours are most likely to be influenced by an
intervention. To make your decision, ask yourself if an intervention will:
» be acceptable and appropriate for the selected target group and other stakeholders involved;
» be practical and easily delivered to the target group;
» be effective and work in a real-world context;
» be cost-effective;
» be affordable to deliver to the target group within budget;
» have any side-effects (positive or negative); and
» be equitable (or, in other words, will it increase or decrease differences between disadvantaged
sectors of society?).
The example in Fig. E2.1 shows results for a mapping exercise around general practitioners’ (GPs')
behaviour in antibiotic prescribing for viral infections. This example focuses on what influences the
behaviour.

2. Prepare a behavioural timeline (if applicable)

After you have selected where you would like to intervene, you can prepare a timeline or sequence of
events involved in the performance of the behaviour selected. This will be different for each behaviour,
and do not worry if it is not possible to do this for the behaviour you have selected.

® As a group, begin listing the steps leading up to the performance of the selected behaviour.

® Also list the steps or results that occur after the behaviour is performed.

® For each step (for before and after the performance), write down influences, emotions and lost
opportunities. You should highlight where interventions might encourage change.

® The more detailed you can be in making this timeline, the more information you will have to help
identify barriers and drivers of behaviour performance.

® By the end of the exercise, you will have a step-by-step description of how the behaviour takes place
and what happens after the behaviour is performed. You can use this information to identify the step
at which your intervention would be most appropriate, feasible and effective.

This is a different form of the conceptual map described above, but can be useful when mapping behaviours
that normally are associated with a strict sequence of events, such as diagnostic processes for GPs.




Fig. E2.1. Conceptual map of what influences a selected behaviour - example: prescribing
antibiotics for viral infections

Peers

* Habits of other colleagues in
clinics

* Peer-pressure on "best
practice”

* Junior/senior doctors

Guidelines
* Availability of and access to Other influencers
government-approved
gwdelp;gs on prudent + Seasonal variations; more in
FE)I’(:SCI’I ing £ ouideli winter months
nr;tgrcement OHECSINES JO) . Pr.\arma.ceutical industry
¥ L - incentives for sales
* GPs’' knowledge of guidelines
and motivation to follow
them
Problem behaviour
GP prescribing antibiotics for
viral infections
Patients
* Pressure and expectations
Resources » Working parents of sick
children needing to go back
* Time available to see each to work
patient: quick decisions * Patient-to-patient advice on
* Diagnostic tools and treatment
laboratory facilities available * Competition: "If | don't
prescribe what the patient
wants, the patient will go to

another GP”

Self

* Knowledge, attitude and
practices in prescribing
antibiotics

* Previous experiences

« Capability, opportunities and
motivational factors

Source: WHO Regional Office for Europe (3).
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Exercise 3. Prioritize target behaviours and
1dentify potential target groups

Objective

The objective of this exercise is to:
® assess and prioritize potential target behaviours.

Guidance
You should:

® work with the group to prioritize target behaviours and target groups, using Table E3.1;

® make sure you are focusing on behaviours and not on outcomes;

® not choose behaviours likely to have limited impact; and

® think broadly in terms of the intervention target group and consider others outside the target group
who are involved in (or influence) the behaviour.

The steps of the exercise
1. Assess your selected behaviours

® Use Table E3.1 to assess and rate each of the selected behaviours.

® Use the criteria and suggested scales for assessing behaviours in Table E3.2.

® You can score behaviours using the suggested scales above or simpler scales, such as using colours
(like red, yellow and green) or numbers.

® Ask each person in the group to score behaviours individually or in small groups and then discuss
together as a group.

® Agree as a group on the final rating for each criterion for each behaviour.

® The table can be completed based on various levels of evidence depending on needs: for instance,
it could be filled out on the basis of stakeholder discussions and expert opinions, or data presented
in the situational analysis, or according to a more extensive literature review of selected behaviours.

2. Prioritize potential target behaviours based on assessment

® Decide which of the following most applies to each target behaviour:
» the behaviour appears very promising as the target behaviour;
» the behaviour is quite promising as the target behaviour;
» the behaviour appears unpromising but is worth considering as a target behaviour; or
» the behaviour is not acceptable as the target behaviour.
® On the basis of this discussion, select the behaviour(s) you will focus on in your TAP project. Make a
written record of which behaviour(s) you have selected and why.




Table E3.1. Template for assessing potential target behaviors

Potential target behaviour Changeable® | Spillovert

Selected target behaviour(s)

2 Impact: how much impact could addressing this behaviour have on reducing AMR?
®Changeable: how likely is it that the behaviour can be changed?

<Spillover: how likely is it that the behaviour will positively/negatively impact related behaviours?
9Measurable: how easy will it be to measure the behaviour?

Table E3.2. Criteria and suggested scales for assessing behaviours

Impact How much of an impact could addressing this  None, Low, Medium, High, Very high
barrier/driver have?

Changeable How likely is it that the behaviour can be Not changeable, Not likely, Maybe,
changed? Likely, Very likely

Spillover How likely is it that the behaviour will have a None, Not likely, Maybe, Likely, Very
positive or negative impact on other related likely

behaviours?

Measurable How easy will it be to measure the behaviour?  Not measurable, Not easy, Easy

Source: WHO Regional Office for Europe (3).

O Exercise 4. Developing research objectives using
COM-B

Objective

The objective of this exercise is to:

® use the COM-B framework to develop research objectives for exploring drivers and barriers to
performance of a selected behaviour by a specific target group.

Guidance
® This is a group exercise that can be done with the TAP working group, TAP advisors or other
stakeholders as necessary.
® Before beginning the exercise, provide participants with an explanation of the COM-B framework and
how it relates to research.
® Present the COM-B framework as illustrated in Fig. 3 (page 6) either as a handout or as a projection
on a screen during the exercise.
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® Optional: a handout with example research questions based on COM-B factors can be prepared
ahead of time and shared with participants.

The steps of the exercise
1. Introducing the COM-B framework and selected behaviour/target group

® Briefly review the COM-B framework for all participants, present Fig. 3 (see guidance above) and
clarify any participant questions on the COM-B framework.

® Remind participants of the identified behaviour and selected target group.

® Briefly ask participants for examples of questions relating to COM-B factors for the identified
behaviour, giving 1-2 examples if they cannot identify any.

2. Group work 1. Developing research questions

® Explain to all participants, “Now we will think of what we need to know to understand [insert behaviour
identified]. We will use the three COM-B categories to consider the determinants of this behaviour”.

® Divide participants into 2-4 groups. Provide participants with a handout of example research
questions based on the COM-B factors (see guidance above).

® Give each group three flipchart sheets. They will write a different title for each sheet: “Capability” (“C"),
“Opportunity” (“O"), “Motivation” (“M").

® The groups should brainstorm on the flipchart sheets questions they want research to answer for
each COM-B factor to enable them to better understand the target group’s performance of the
behaviour.

® Every 15 minutes, groups should be encouraged to move to the next COM-B factor if they have not
already done so.

® Hold a plenary with all groups. One person from each group will present their flipcharts, so that first
all the “C" flipcharts are presented, then all “O" then all “M".

3. Group work 2. Turning questions into research objectives

® Collect the flipchart sheets into separate sets, so that all “C" sheets are in one set, all “O" sheets in a
second set and all “M” sheets in a third set.

® Divide participants into three groups. Assign each group one set of flipchart sheets: “C", “O" or “M".

® Give each group two blank flipchart sheets.

® |nstruct groups, “At the top of one flipchart sheet, write: ‘Research questions for [insert COM-B factor
assigned to the group]”.

® |nstruct groups, “Use the questions in the set flipchart sheets you received to identify a final set of
concrete questions you think research should answer”.

® Allow 30-40 minutes for brainstorming.

® |nstruct groups, “Now take the second flipchart sheet and at the top write: ‘After this research we will
know ...".

® |nstruct groups, ‘“Take each question you identified on the first sheet and turn it into a declarative
statement to complete the statement: ‘After this research we will know ... For example, ‘What are
sources of information for target group X on the behaviour’ will become ‘After this research, we will
know what are target group X's sources of information on the behaviour”.

® Hold a plenary with all groups:
» one by one, each group presents the identified objectives for the COM-B factor they were assigned
» participants who are not presenting give comments, ask questions or make suggestions
» all participants discuss and agree a final set of research objectives for each COM-B factor.

® One person is made responsible for recording the agreed objectives for inclusion in the research

protocol.




Stage 4. Design: build
your strategy and
Intervention

The objectives of Stage 4 are to:

design and plan a pilot behaviour change intervention

develop an M&E framework

engage stakeholders to obtain input and support throughout the process.
The working methods for Stage 4 are:

TAP working group meetings

stakeholder workshop.

The key output from Stage 4 is:

an intervention plan with an M&E framework.

The main output of Stage 4 is an intervention plan for a pilot behaviour change intervention (including
M&E). To develop this plan, the TAP working group undertakes a series of steps and exercises, with
active participation of relevant stakeholders, to consolidate findings from stages 2 and 3 and design an
intervention tailored to the selected target group.

Target group representatives should be involved closely in designing, adjusting and planning the
intervention to make sure it is applicable and feasible in the proposed context.

If feasible, it is recommended that a small-scale test of the intervention be done before launching, using
experiences gained to adjust the full-scale TAP intervention.

Designing an intervention

The BCW model provides a means to tailor intervention design to the needs and context of a selected
target group. This section includes a series of exercises based on the BCW model to assist in designing an
intervention plan.
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TAP working group members are advised to read through all information and exercises below
before beginning intervention development.

Intervention building blocks: intervention functions, activities and policy
actions

The intervention is an overall effort to address a specific behaviour among a target population. The
intervention can consist of a number of activities and policy actions that are identified based on the
specific intervention functions determined by the TAP working group.

Activities can be small- or large-scale. They are conducted to achieve the overall aim of the intervention.
Activities include training, service delivery improvements, changes in laws or guidance, information
products and many other things.

Policy actions, often initiated by authorities, are undertaken to support, enable or enact intervention
activities and support the intervention as a whole. For example, if a selected activity is to introduce a new
GP prescribing system, guidelines and oversight mechanisms might need to be introduced to make sure
all GPs are aware of, and adhere to, the new system.

Intervention functions are categories of activities that aim to change behaviour (Table 12). An
intervention type can be applied at individual, group or population levels. An intervention will use one
or more intervention types that the TAP working group will select based on relevance and context. A
description of the different intervention functions is provided below. More details on the intervention
functions and how they relate to COM-B factors is provided in Exercise 6 at the end of this section.

Table 12. COM-B intervention functions descriptions

Information/education Increasing knowledge or understanding

Persuasion Using communication to induce positive or negative feelings or
stimulate action

Incentivization Creating an expectation of a reward

Coercion Creating an expectation of punishment or costs

Training Imparting skills

Restriction Using rules to reduce the opportunity to engage in the target

behaviour (or to increase the target behaviour by reducing the
opportunity to engage in competing behaviours)

Environmental restructuring Changing the physical or social context

Modelling Providing an example for people to aspire to or imitate

Working methods and suggested exercises

There is no set way of designing a behaviour change intervention. The TAP working group'’s behavioural
insights from stages 2-3 are used to develop an appropriate intervention, considering contexts, needs
and available expertise.




Broadly, the TAP approach to intervention development is:

mapping the COM-B factor drivers and/or barriers related to the identified behaviour and selecting
specific drivers/barriers to address in the intervention;

developing activities to address these drivers/barriers;

determining what policy actions could support the intervention activities; and

documenting the process for transparency.

The first step initially will use the same process described in stages 2 and 3. Exercises 5-11 provided at
the end of this section will help complete the process. These steps can be carried out over a series of
meetings or workshops. Inspiration Box 10 provides an example of how a workshop might be planned.
Additional resources and support can be found in sections 4 and 5 of both the TAP Quick Guide and TAP
Toolbox.

Inspiration Box 10. Example plan for intervention development

An example plan for intervention development is shown in Table 13.

Table 13. Example plan for intervention development

Stage Activity

Day 1-3 TAP working group meeting to consolidate outcomes from stages 2-3 and
translate into a suggested intervention

Day 4 Stakeholder workshop to present outcomes of stages 2-3 and get feedback
on the suggested intervention

Day 5 TAP working group meeting to refine the intervention based on input obtained
from stakeholders

Day 6-7 TAP working group meeting to develop monitoring and evaluation framework

Weeks 2-4 Planning of intervention; the project lead or consultant:

writes final intervention plan, including activities and policy actions, timeline,
budget and details on roles and responsibilities

writes final M&E framework

documents outcome of meetings/workshops

Exercises 5-11 can assist the TAP working group to systematically develop stages 2 and 3 findings into
an intervention. The exercises are best carried out in sequence, but their order can also be adapted as
needed. They provide guidance on:

selecting drivers and barriers to address for selected behaviours and target groups (Exercise 5)
identifying intervention functions for selected barriers and drivers (Exercise 6)

considering activities to deliver within the intervention (Exercise 7)

prioritizing and selecting activities for the intervention (Exercise 8)

considering policy actions to support the intervention activities (Exercise 9)

summarizing and documenting the intervention development process (Exercise 10)

developing indicators for an M&E plan (Exercise 11).
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Making an intervention plan

Oncethe TAP working group has agreed on an intervention design, it should prepare a detailed intervention
plan. This plan will include an M&E framework with clear process and impact indicators for each proposed
activity. The plan should also include information on the sustainability of the intervention and how it could
be adjusted and scaled-up if successful.

It is important to invest time at this stage of developing an intervention plan. A good plan on
how to implement the intervention and assess its outcomes and impacts will support the implementation
process and could also help secure internal and external funding.

After developing the intervention plan, ethical approval from the relevant national body probably also will
be needed. For information on ethical approval, please refer to Stage 3.

Preparing a project plan for the intervention

The intervention plan is prepared by the TAP working group. It is recommended that the TAP advisory
group provides feedback on the plan and assists in adjusting and refining it based on the group's expert
experience.

The intervention plan should include details on the planned activities, policy actions, budget, timeline,
roles and responsibilities, and an M&E plan. Inspiration Box 11 provides a list of key elements to consider.

Inspiration Box 11. Project plan for the behaviour change intervention

The contents and format of the project plan depend on the context and the project. Some key
elements to include are:

© introduction;

© background (summary of findings from stages 2, 3 and 4);

© aims and objectives;

@ target group(s);

© overall presentation of the behaviour change intervention: intervention functions, activities and
policy actions;

© detailed description of each activity: scope, purpose, timing, location, roles and responsibilities
at all levels;

© detailed description of each policy activity: scope, purpose, timing, location, roles and
responsibilities at all levels;

© M&E framework (see step below);

© budget, broken down by activity; and

© timeline with milestones.

A summary table can be developed, an example of which is shown in Table 14.




Inspiration Box 11 contd

Table 14. Template for intervention project plan

Roles and

Scope Timing Location responsibilities

Intervention function 1:
Activity A

Activity B

Policy activity X
Intervention function 2:
Activity C

Activity D

Policy activity Y

Discussing sustainability early, even if the intervention is yet to be implemented, is very important.
Discussions with stakeholders can, for example, engage decision-makers and raise awareness,
which will make talks easier at later stages. Inspiration Box 12 presents questions to consider when
thinking about sustainability and scale-up.

Inspiration Box 12. Sustainability and scale-up

The following areas and questions are examples of what can be considered in a discussion on the
short- and long-term sustainability of the planned intervention and its activities and policy actions.

Human resources

Are the necessary human resources available in the short and long terms?

Is the necessary expertise and capacity available in the short and long terms?

Are the roles and responsibilities clear? Are they clear if the project is scaled-up to additional
target groups or additional geographical areas?

Do any external support opportunities exist, such as volunteers or staff from local or
nongovernmental organizations?

Financial resources

Is sustainable funding of this activity realistic in the short and long terms?

What funding sources exist (internal and external donors)?

Could a budget increase be obtained through budget negotiations?

Could resources be reallocated, so that other activities are scaled down?

Are there opportunities for joint funding with other institutions/programmes/ministries?

52



Inspiration Box 12 contd

Supporting systems and processes
© Are there any existing health system structures or processes to support sustainability?

Content resources

© Can any existing tools (training programmes, information materials, guidelines, standard
operating procedures, project descriptions) be used, making it unnecessary to develop new
tools from scratch? Consider, for example, other countries or other health programmes.

© Do similar projects exist in other countries or other institutions that could be adapted for your
project, or through which resources could be available?

Political will

© |s the necessary political and management support in place to ensure long-term sustainability?

© How can advocacy activities ensure political and management support? How can partners
(international organizations, local opinion leaders, community leaders, others) help advocate for
the project?

Developing an M&E framework
The obijective of this step is to define how the implementation and impact of the intervention will be
monitored and evaluated. Having a strong M&E system in place allows you to:

© track and document lessons learned

© continuously refine and improve the intervention

© assess whether the intervention was a success

© explore reasons behind intervention outcomes

© highlight opportunities to adjust, improve and scale-up
© advocate for continued investment.

The M&E framework defines the data to be collected and describes when, where and how this is done.
The core of the framework is a set of indicators and targets:

© process M&E: analysis of the implementation of the intervention, its quality and acceptability
© impact M&E: analysis of the intermediate and long-term impact of the intervention.

It is suggested that a TAP working group meeting organized for Stage 4 should be used to agree on the
indicators and targets. Process and impact indicators are discussed further below, and Exercise 11 can be
used to guide discussion.

The M&E framework should include an overview of indicators and guidance on how the intervention
is monitored and how its impact will be evaluated. Inspiration Box 13 provides guidance on possible
components of an M&E framework.




Inspiration Box 13. Components of the M&E framework

The M&E framework can include the following:

an overview of indicators and targets:

» process indicators and targets (related to intervention functions, activities and policy actions)
» intermediate impact indicators and targets (related to COM-B factors)

» long-term impact indicators and targets (related to health goals)

guidance on how the process is monitored and measured, when and by whom;

guidance on how the impact is evaluated, when and by whom;

context, risks and possible confounding factors that need to be considered;

confounding factors and external factors outside of your control that may impact the success
of the intervention in a negative or positive way;

economic and value-for-money factors to help assess intervention cost-effectiveness;

special considerations for equity; and

special considerations for doing no harm (how can it be assessed whether the intervention has
had any unintended negative impacts?).

Process and impact indicators

Indicators are the type of data or information used to measure change. You will need to consider two

types of indicators: process and impact.

Process indicators help you understand how or why an intervention does or does not work, the quality
of intervention implementation and its acceptability among targeted stakeholders. Inspiration Box 14

provides information on process M&E.

Inspiration Box 14. Process M&E

Process monitoring may focus on the:

quantity of activities (how many activities);

extent of activities (how many people are engaged, how many are in the target group);
acceptability of activities (satisfaction among participants);

quality of activities (satisfaction among evaluations, objective quality criteria); and/or
successes and shortcomings in the process and implementation of activities or policy actions.

Data-collection methods can be quantitative or qualitative:
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registration list or form;

participant evaluation form;

observation with checklist, such as checking for quality, level of participation, participant
response and engagement;

stakeholder interviews, survey or workshop;

implementer interviews or reports; and/or

participant interviews.



Inspiration Box 14 contd

It is also relevant to monitor and document contextual factors that may affect implementation
and its impact. This will help you assess if any possible change, success or failure was due to the
intervention itself or to external factors. Contextual factors may include other activities implemented
in parallel. They may also feature legislative, political, societal, structural or other changes affecting
the implementation context.

Impact indicators help show you if an intervention has worked, and whether it has had the desired output
(intermediate impact) and outcome (long-term impact). Inspiration Box 15 provides information on impact
M&E.

Inspiration Box 15. Impact M&E
For impact evaluation, the data collected should document any change related to:

© the barriers identified, relating to the COM-B factors (intermediate impact)
© the overall goal set for the TAP project, relating to the wider AMR problem (long-term impact).

To do this, a baseline (documentation of the situation before the intervention) should be established
to compare with the situation during and/or after the intervention.

Data-collection methods are often quantitative but can also be qualitative.

To assess the intermediate impact (capability, opportunity, motivation), data may include, among
others:

@ participant surveys, questionnaires, tests
@ participant interviews.

To assess the long-term impact, data may include, among others:

© monitoring data
© surveillance data
© data reported from health facilities.

Exercise 11 will assist you to identify and select process and impact indicators for the M&E framewaork.

Engaging stakeholders
Using stakeholders’ experiences and expertise to inform intervention design and planning will strengthen
the intervention’s applicability and feasibility.

How stakeholders are engaged will depend on the type of stakeholder and the expected outputs of the
consultation. Engaging stakeholders throughout the intervention design process is advised. Stakeholders
that could be consulted (there might be more in your context) include:




the TAP advisory group, which is engaged to provide expert opinion on the overall design and M&E
plan of the intervention and to ensure that it is in alignment with the TAP process overall;
decision-makers and managers, engaged for advocacy purposes, to inform on the TAP process and
intended intervention and to discuss sustainability and scale-up;

target group representatives, engaged to critically reflect on the applicability and feasibility of the
proposed intervention; and

key persons involved in the day-to-day implementation of the intervention, engaged to
create ownership of the project, align expectations and ensure that the intervention is contextually
appropriate.

Suggestions on activities and ways to engage stakeholders are provided in the discussion on Stage 2.

Output: intervention plan with M&E framework

The activities described above and outlined in section 4 of the TAP Quick Guide will assist you in developing
a comprehensive intervention plan and M&E framework. After any requisite ethical approvals, it is time to
begin implementation!
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Exercise 5. Selecting barriers/drivers to target in
your behaviour change intervention

Objectives
The objectives of this exercise are to:

prioritize between identified barriers/drivers of a behaviour; and
agree on the barriers/drivers you wish to address with your behaviour change intervention.

The steps of the exercise
1. Prepare an overview of barriers and drivers

In your formative research report you will have identified the COM-B barriers and drivers to the

problem behaviour for your target group(s).

Use the research report to complete Table E5.1.

Remember:

» people often focus on reducing barriers to behaviours, but you can also focus on strengthening
drivers of behaviours; and

» if you have more than one target group (such as parents and health workers), a separate table will
be required for each group.

2. Do an initial screening of the identified barriers/drivers

This step is supposed to be a quick screening. In-depth discussions should be saved for the next step.
Go through Table E5.1 and select the barriers/drivers that you agree have an important impact on the
behaviour and can realistically be changed. You might consider using the criteria used in Tool 3.3 of
the TAP Toolbox to assess the different options.

If you do not agree as a group on a specific barrier/driver, it is better to keep it on the list at this stage.
However, it is recommended that you select no more than 10 barriers/drivers.

Any barriers or drivers you do not select at this stage will no longer be considered for the TAP project.
If you have more than one target group (such as parents and health workers), then repeat this step
for each group.

3. Discuss selected barriers/drivers in depth and rate them

Use Table E5.2 to rate each of the selected barriers/drivers. Take your time to discuss each of them

in depth.

Use the following criteria:

1. need/urgency - how important is it to address this barrier or driver?

2. feasibility - how realistic and practically possible is it to address this barrier/driver?

3. evidence - do you know enough about this barrier/driver to develop interventions (from formative
research, your situational analysis and other insights, for instance)?

You can use the scheme most convenient for you to rate barriers/drivers. Common schemes include

using colour-coding (red = low, amber = medium, green = high) or numbers (from 1 (low) to 5 (high)).

The important thing is to keep a record of your decisions and reasons for them.

You may want to work in small groups to do the exercise and then come together to discuss your

ratings and agree which barriers/drivers to select.

At this point, you may also decide that you need more information to complete this exercise (for

instance, you may need to talk to some key stakeholders about feasibility or do further research to

collect more evidence by speaking to a small number of people).



4. Use your rating to select which barriers/drivers to address

At the end of the exercise, create a final version of Table E5.1 including only the barriers/drivers you
have selected for your TAP project.

How many barriers/drivers you select will depend on the resources available for the intervention.

It is advised that you select up to three barriers or drivers. You might later decide this is too many/few
and can return to this exercise to reduce/increase the number.

Remember, some of the barriers or drivers can be addressed in the same intervention - for example,

training could target a lack of knowledge (psychological capability) and negative attitudes (reflective
motivation).

Table E5.1. Template: summary of formative research findings organized by COM-B
factors?

COM-B factor Barriers Drivers

Physical

capability

Psychological Health workers don't get enough Some individual health workers access

capability information on X, Y, Z via the university — information on X, Y, Z through the
curriculum Ministry of Health website

Physical opportunity

Social
opportunity

Reflective motivation

Automatic
motivation

2 This is a template with one example. More rows might need to be added under each COM-B factor.
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Table E5.2. Template: selecting barriers/drivers?

Lack of Psychological Important as X, Y, Feasible - International
information on X, capability Z information is the national studies in
Y, Z in curriculum crucial to fight AMR  curriculum can situation analysis
in country easily be amended  highlighted this
to include problem, as
information and did findings of
trainingon X, Y, Z  formative research
in Stage 3

Selected barriers/drivers and associated com factor(s):

2 This is a template with one example. More rows should be added as needed.




Exercise 6. Identify potential intervention
functions for selected barriers or drivers

Objectives
The objectives of this exercise are to:

get acquainted with possible overall intervention functions
identify the intervention functions relevant to selected barriers/drivers.

Tip: an intervention function is a broad category that may include several activities that aim to
change behaviour. An intervention function can be applied to an individual, group or population. It
can also address more than one COM-B factor. The behaviour change intervention will use one or

more intervention functions.

The steps of the exercise

1. Review possible intervention functions

Take alook at Table E6.1 and E6.2 to see the full range of possible intervention functions you can use,
and how intervention functions are linked to different COM-B factors.

Allow team members some time to read through descriptions and clarify any questions that arise.

In Table E6.2, the marked boxes represent the recommended intervention functions for each COM-B
factor. For example, if you have identified a “psychological capability” barrier, a relevant intervention

function would be “training”.

Table E6.1. List of intervention functions, with definitions and examples

Intervention Definition

function

Information/
education

Increasing knowledge or
understanding

Persuasion Using communication to
induce positive or negative

feelings or stimulate action
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Examples of activities

Poster campaign on the risks of HAIs

Facts on safety and effectiveness of hand hygiene
provided on employee payslips

Leaflets containing information on infection
control measures (such as the National Health
Service campaign in the United Kingdom on
avoiding spreading gems through coughing and
sneezing - “Catch it, Bin it, Kill it")

Poster campaign using loss-/gain-framing
messaging to influence feelings and action: for
instance, how would you feel if someone in your
family could not be treated with antibiotics when
critically ill?



Table E6.1. contd

Incentivization

Coercion

Training

Restriction

Environmental
restructuring

Modelling

Creating an expectation of
a reward

Creating an expectation of
punishment or cost

Imparting skills

Using rules to reduce the
opportunity to engage

in the target behaviour
(or to increase the target
behaviour by reducing the
opportunity to engage in
competing behaviours)

Changing the physical or
social context

Providing an example for
people to aspire to or
imitate

@ Incentives can be modest, such as free cinema
tickets or meal tokens

© Additional annual leave or small salary increments
(which could move into coercion depending on
the size of incentive)

© Strict regulations and enforcement of antibiotic
consumption at primary, secondary and tertiary
health-care levels

@ Training microbiologists in doing antimicrobial
susceptibility training

© Training nurses on taking blood samples for
culture

© Health staff who have not complied with hand-
hygiene guidelines will not be allowed in wards

© Provide messaging prompts and visible
information posters to indicate where soap and
hand gel are available

© |dentify key influencers among health workers
and use them as ambassadors to promote
behaviours that reduce AMR

Table E6.2. Matrix linking COM-B factors with intervention functions

Physical Psychological  Physical Social Automatic  Reflective
capability capability opportunity —opportunity —motivation  motivation
e x x
Persuasion X
Incentivization X
Coercion X
Training X X X
Restriction X X
Environmental X N X

restructuring

Modelling X X




2. Link your selected barriers/drivers with intervention functions

In Exercise 5, you identified barriers/drivers associated with specific COM-B factors. This step will help
you to start deciding how best to address them.

Use Table E6.2 to identify which intervention functions are recommended for the COM-B factor(s)
associated with the selected barriers or drivers.

Complete Table E6.3 to link selected barriers/drivers with their COM-B factors and the relevant
intervention functions. This will provide an overview of the possible intervention functions for the
barriers/drivers identified in Exercise 5.

Table E6.3. Template: overview of barriers/drivers with COM-B factors and intervention

functions?
Barrier/driver COM-B factor Recommended intervention
functions
Lack of information on X, Y, Z in Psychological capability Information/education, training
curriculum

2 This is a template with one example. More rows should be added as needed.

Exercise 7. Consider possible activities within
your interventions

Objective

The

objective of this exercise is to:

initiate initial discussions about the possible activities related to your intervention functions to help
prioritize activities to be explored in Exercise 8.

The steps of the exercise

1. For each barrier/driver, consider what activities your intervention might include
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Think freely and expansively at this stage. Activities will be prioritized in Exercise 8. This exercise is just
for initial discussions and activities and can be revised and refined later.

Complete the first three columns of Table E7.1. Columns 1 and 2 can be transferred from Exercise 6.
For column 3, discuss what the possible activities might be.

These activities will be informed by the intervention functions selected in Exercise 6, but there may be
additional activities the group decides to include based on other insights. Table E6.1 provides some
examples for inspiration.



2. Decide on the content and delivery for each activity

© Here are some useful questions to prompt your thinking.
» What is the content of the activity?
» When will the activity be delivered?
» Where will the activity be delivered?
» Who will deliver the activity?
© Answer these questions for each activity and input them into the relevant column in Table E7.1.
© You may first want to work in small groups and then come together to discuss ideas and decide on
content and delivery.
© Table E7.1 has been provided as a template with some examples that you could use for this exercise.
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O Exercise 8. Prioritizing and selecting activities

Objective

The objective of this exercise is to:

discuss and prioritize activities using five key criteria.
The steps of the exercise
1. Rate each activity

Rate each activity from Exercise 7, using the following criteria (from low to high).
How acceptable is the activity? How appropriate is it for the selected target group and other
stakeholders involved?
How practicable is the activity? How easily can it be delivered to the target group?
How effective is the activity? How well does it work in a real-world context?
How cost-effective is the activity? How well does it work in a real-world setting in relation to the
activity cost?
How affordable is the activity? Can be it delivered to the target group within budget?
What side-effects might there be from the activity (positive and negative)?
How equitable is the activity? Will it increase or decrease differences between disadvantaged
sectors of society?
More information might be needed to address these criteria. A suggested approach includes the
following steps:
find out what scientific literature and case reports exist for similar interventions
set up a working group to review evidence and form a collective judgement, ensuring transparency
set up consultations with stakeholders
consider additional research or data needs.
Drop any interventions that do not meet, or rank too low on, any one criterion.
Remember, if there is more than one target group, this exercise should be repeated for each group.

2. Prioritize activities

Complete Table E8.1 with ratings.

You can colour-code the ratings (low = red, medium = amber, high = green) or score them (from 1
(low) to 5 (high)).

Discuss and agree on a few activities you consider to be affordable, practicable, effective, cost-
effective and acceptable.

Remember, one activity might be able to address more than one barrier/driver.

How many activities you select will depend on the resources available.

It is advised to select 1-2 activities. If later this is deemed to be too many/few, this exercise can be
repeated to reduce/increase the number of activities selected.



Table E8.1. Template for activity rating?

2 More rows should be added as needed.

PN
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Exercise 9. Considering how policy can support
activities
Objective
The objective of this exercise is to:
identify relevant policy actions to support selected activities.
The steps of the exercise
1. Review possible policy actions
A policy action is a measure, often initiated by authorities, that supports and enacts interventions.

Take alook at Table E9.1 to see the full range of possible policy actions available. Allow team members
time to read through and understand.

Table E9.1. Definitions of policy actions

Policy actions Definition

Guidelines Creating documents that recommend or mandate practice; this
includes all changes to service provision

Fiscal measures Using the tax system to reduce or increase the financial cost

Regulation Establishing rules or principles of behaviour or practice

Legislation Making or changing laws

Environmental/social Designing and/or controlling the physical or social environment

planning

Service provision Adding new services to existing service delivery

2. Link selected activities with policy actions

Using Table E9.1, go through the activities selected from Exercise 8 and discuss which of these policy
actions would be essential or helpful to support each activity (for example, guidelines, fiscal measures,
regulations or environmental measures).

Identify the stakeholders who need to be engaged to make this possible and how they will need to
be involved.

Complete Table E9.2 as an overview of the selected activities and related policy actions.



Table E9.2. Overview of activities and policy actions?
Activity Policy action(s) Details
(Why is it relevant?)

(Who to involve?)
(How to involve them?)

2This is a template. More rows should be added as needed.

Exercise 10. Documenting the intervention
development process

Objective
The objective of this exercise is to:

create an overview of the decisions made in exercises 5-9 for reporting and documentation.
This will also be used later for evaluation purposes.
The steps of the exercise
1. Complete Table E10.1, summarizing the outcome of each exercise.

2. You will need a separate table for each target group and each target behaviour.

Table E10.1. Summary of exercises 5-9

Target group

Behaviour

Selected Associated Selected Selected Selected policy
barriers/drivers COM-B factor intervention activities actions
(Exercise 5) (Exercise 5) functions (Exercise 7-8) (Exercise 9)

(Exercise 6)
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Exercise 11. Considering process and impact
targets/indicators

Objective
The objective of this exercise is to:

select process indicators/targets and impact indicators/targets (intermediate and long-term) for the
intervention.

The steps of the exercise

1. Select process indicators and targets (for activities and policy actions)

The indicators that are relevant for the selected activities/policy actions depend on the nature of each
activity and policy action.
At @ minimum, select indicators that will help to measure whether the activities and policy actions
were conducted at all.
If resources are available, it may be relevant to add more indicators (for some or all activities or policy
actions) that can help measure:

the quality of the activities;

the acceptability of the activities for those targeted; and

the contextual factors affecting implementation (such as the political situation, existing legislation,

organizational norms and pre-existing skill levels of staff).
After determining the indicators, targets must be set for each activity/policy action. Targets are the
change you wish to see for each measure.
Finally, discuss how data that will allow evaluation of the change will be collected, who will do it and
when (see Inspiration Box 14).
Table E11.1 provides an example of how this information can be recorded. It is a template with
an example for the activity - training of health workers - that has three indicators identified. You
might identify more or fewer indicators for activities you select. This table can be completed for each
activity/policy action you include.

Table E11.1. Example of recording process indicators and targets

Activity
Indicators

Number of
cascade training
sessions

Number of
facilities receiving
training

Number of
quality measures
approved per
training

Training of health workers

Targets

> 5 cascade
training sessions
conducted

> 50 training
sessions
conducted in
facilities

> 90% of quality
measures
approved for each
training observed

Data sources

Training
registration lists

Training
registration lists

Quality
observation
checklist,
conducted for
10% of training

Data collection

Registration lists
sent to project
coordinator

Registration lists
sent to project
coordinator

Quality checklists
sent to project
coordinator

Timing
At end of each
training

At end of each
training

At end of each
training



2. Select intermediate impact indicators

Intermediate indicators allow you to explore whether any change has occurred relating to the key
barriers/drivers identified.

They provide some information on the short-term impact of the intervention.

For example, if capability (such as knowledge of AMR) was identified as a key barrier, improving this
knowledge is an important intermediate target.

At a minimum, select one indicator for each of the selected barriers.

If feasible, a baseline should be included.

After identifying indicators, agree on targets.

Finally, discuss how data that will enable evaluation of the change will be collected, who will do it and

when (see Inspiration Box 15).
Table E11.2 provides an example of how this information can be recorded.

Table E11.2. Example of recording intermediate impact indicator and target?

Impact Intermediate
COM-B barrier/driver
Indicator
Baseline
Target
Data sources
Data collection
Timing
2 This is a template. More rows should be added as needed..

3. Select long-term impact and equity indicators

Long-term impact indicators allow you to see if you have achieved your overall intervention goal. Data
collected can document change related to:
the barriers identified, relating to the COM-B factors (intermediate impact)
the overall goal set for the TAP project, relating to the wider AMR problem (long-term impact).
It may take several years to see changes in the overall goal, and this will be influenced by other factors
outside the intervention.
It is important to build in an assessment of equity (to ensure that the intervention does not negatively
impact health equity). Discuss among the TAP working group and with other stakeholders which
social determinants of health could be measured in the intervention.
At a minimum, select one indicator for the long-term impact.
A baseline should also be included.
Agree on a target after selecting an indicator.
Finally, discuss how data that will enable evaluation of the change will be collected, who will do it and
when (see Inspiration Box 15). To assess the long-term impact, data may include, among others:
monitoring data
surveillance data
data reported from health facilities.
Table E11.3 provides an example of how this information can be recorded.
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Table E11.3. Template to record long-term impact and equity indicator and target?

Aim

Indicator
Baseline
Target

Data sources
Data collection
Timing

@ More rows should be added as needed.




Stage 5. Do 1t:
implement and
evaluate

The objectives of Stage 5 are to:
® implement the behaviour change intervention and monitor it
® evaluate the intervention
@ adjust and potentially scale-up the intervention.
The working methods for Stage 5 are:
® project implementation as outlined in project plan
® M&E as outlined in the M&E framework
® meetings and stakeholder workshops.

The key outputs from Stage 5 are:

@ monitoring of data
® the evaluation report.

Stage 5 is where the implementation of the planned intervention takes place with its activities and
policy actions. How this is done, and how long it takes, depends on the project plan and cannot
be described in full detail below. The process may take years and, if it proves successful, should be
continued for the future.

A suggested process could be:

YEAR 1: implementation with ongoing monitoring
YEAR 2: evaluation and adjustment
YEARS 3+: continued implementation, monitoring, evaluation and scale-up.

The sections below outline the process of implementation and M&E. The output of this process should
be an evaluation report outlining intervention results, conclusions and recommendations for adjustments
and scale-up.
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Implement planned activities and policy actions

The behaviour change intervention should be implemented as outlined in the project plan (see Stage 4).
The project plan will include details on all activities, budget, timeline, roles and responsibilities, and inputs
and expected outputs.

Monitor and evaluate

The intervention will be monitored and evaluated on the basis of the M&E framework set up during
intervention planning (see Stage 4). Monitoring will happen at different points in the implementation
process for different reasons (setting a baseline for data comparison, or conducting a mid-point or final
evaluation, for example). The objective of monitoring the intervention on an ongoing basis is to obtain
evidence on how the planned activities are implemented.

Depending on whether you are measuring short-term, mid-term or long-term indicators, you might be
collecting different information. Do not be afraid to rethink data collection if you face problems, but
remember to document the rationale and solutions.

The objective of a final evaluation is to assess if the intervention has had the intended impact, demonstrate
how and why it worked or didn't, and make recommendations on how to adjust the intervention and scale
it up.

Monitoring and adjustment

Monitoring can be done regularly throughout the implementation process. The project lead or a
consultant collects and analyses the data outlined in the M&E framework. Monitoring the implementation
and quality of activities is important to ensure that the intervention is implemented well and according
to budget, timeline and expectations. Monitoring data is also useful for the subsequent evaluation of the
intervention. Monitoring data can be used to understand the reasons activities were successful or not.

On the basis of monitoring data, a report that feeds into the evaluation report can be developed. This
report could include:

® an analysis of the data collected
® conclusions regarding the implementation of the intervention
® recommendations for improvements to the intervention.

You can use the M&E framework to monitor the intervention on an ongoing basis to understand how
activities are being implemented, their quality and whether they are going according to time, budget and
expectations. If you find the activities are not meeting these expectations, you should try to understand
why this is happening and adjust the intervention if needed. Do not worry if this happens. You can consider
returning to activities in stages 1-4 if needed. Whatever you do, make sure to document the process.

Final evaluation and scale-up

At the end of the intervention, you should develop a final report based on the analysis of the data that
have been collected during the implementation period. This report might explore, for example, changes
in the identified COM-B drivers/barriers, progress against the aim of the intervention and measures of
equity. The details of your report will be specific to your project.

Based on the data analysis, you will be able to consider the outcomes of the intervention and whether it
should be adjusted and scaled-up, if further research is required or if attention should be paid to another




issue or behaviour. Again, your decision will be based on the results of the intervention and should be
taken in discussion with the TAP working group.

Scale-up and adjustment decisions should be made through the TAP working group following a discussion
of the evaluation and M&E findings. Scale-up must be considered carefully given that interventions were
designed using a specific behavioural insights approach relevant to the group being targeted in a particular
context.

Output: intervention reporting

By the end of the project, you will be able to assemble a series of reports, or one final report, outlining:
® the results of the M&E process

® an analysis of intervention results and outcomes
® recommendations on how to proceed, whether to scale-up or adjust, or other activities or decisions.
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