
 

Introduction
What is provider behavior?
Provider behavior defines a range of actions that include 
but are not limited to facility management, adherence to 
clinical protocols, supervision, and client-provider inter-
action. Provider behavior is the outcome of a complex set 
of factors that are both internal (e.g., attitudes, values, 
and beliefs) and external (e.g., supervisor support, access 
to professional development, and supportive workplace 
environment) to the provider.1

Why focus on provider behavior?
Understanding what drives providers’ behaviors and how 
they impact client-level outcomes is key to improving 
health services. Providers’ behaviors can significantly 
influence patients’ experiences of the service and their 

likelihood to adhere to treatment or recommendations, 
and to re-engage with health services for improved health 
outcomes.2

Increasingly, experts are recognizing that adequate health 
worker training and structural support (e.g., availability of 
commodities, consultation room privacy) are insufficient 
on their own for providing quality health services. Social 
and behavior change (SBC) programs have introduced 
strategies to improve health worker performance. How-
ever, current understanding of how to measure provider 
behavior and provider behavior change (PBC) is limited. 

How to Measure Provider Behavior  
Change Impact

Developed by Breakthrough RESEARCH, this 
guide is intended to help program planners 
and designers better understand provider 
behavior change (PBC) initiatives and their 
impact on service delivery and quality. The 
guide is also meant to advance measurement 
of PBC by providing frameworks and 
illustrative examples of how PBC 
measurement can inform program planning 
and design. Finally, the guide offers ways to 
continue building the evidence base for PBC 
approaches and impact. 

This guide is one of a series of Compass SBC 
how-to guides that provide step-by-step 
instructions on how to perform core SBC 
tasks. From formative research through 
monitoring and evaluation, these guides 
cover steps of the SBC process, offer useful 
hints, and include important resources and 
references. This guide will be available on the 
Compass website in early 2023.
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What is the Provider Behavior 
Ecosystem?
Several frameworks can help public health professionals 
understand provider behavior within a larger context.

Health and development programs are introducing strat-
egies and tools, such as Breakthrough ACTION’s Provider 
Behavior Ecosystem Map,3 that reflect on the entire 
ecosystem of influencers that can impact provider behav-
ior and ensures that they are considered in intervention 
strategies (Figure 1). Understanding the content and 
organization of the map can help program planners and 
researchers consider diverse factors that influence pro-
vider behavior and how they interact with one another as 
they design or modify PBC initiatives. 

The World Health Organization (WHO) offers another 
conceptual framework depicting the main influences 
on provider attitudes and practices, and how they can 
affect client utilization of sexual and reproductive health 
services (Figure 2).4 Although not explicitly stated in 
this framework, clients’ perceptions of services will also 
impact continued use of these services.

Illustrative examples of PBC approaches
Approaches to PBC range from those implemented at 
the health systems’ policy, infrastructural, facility, and 
individual levels. Table 1 provides examples of types of 
PBC approaches. Although some of these approaches 

FIGURE 1  PROVIDER BEHAVIOR ECOSYSTEM

FIGURE 2  CONCEPTUAL FRAMEWORK OF PROVIDERS' INFLUENCE ON CLIENT UTILIZATION OF  
                  SEXUAL AND REPRODUCTIVE HEALTH SERVICES 
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(particularly approaches within the category of infra-
structure, supplies, and workload) are typically within 
the purview of service delivery partners, they can also be 
considered PBC approaches when they are implemented 
in conjunction with other approaches with the goal of 
influencing or changing provider behavior. Many of these 
approaches can be implemented in combination for a 
potentially greater effect. 

Why is It Hard to Measure PBC?
There are few validated measures of provider behaviors 
and factors influencing them. Assessing the impact of PBC 
interventions also requires linking provider behaviors to 
client- and population-level outcomes, which is costly and 
methodologically difficult. Methodological approaches are 
limited, and challenges arise in:

• Establishing a sufficiently large provider sample, requir-
ing inclusion of many facilities.

• Linking client-provider observations to facility-level 
influences.

• Recognizing the need to capture the behavioral influ-
ence domains through different methodologies such 

as observations, client-exit interviews, facility assess-
ments, and provider interviews, which are not always 
feasible.

Methodological approaches to measure provider behavior 
vary but are best used as part of a multi-method strategy.

What are Some Strategies to 
Overcome These Challenges?
Table 2 outlines some pros and cons of various strate-
gies that can be used to overcome PBC measurement 
challenges. 

How Do We Measure the Factors 
that Influence Provider Behavior?
Provider behavior has traditionally been viewed through 
the lens of health systems strengthening and quality- 
of-care frameworks. However, these frameworks do not 
reflect factors that influence provider behavioral such as 
attitudes, self-efficacy, and perceived norms. As there is no 

TABLE 1  PBC APPROACH GROUPINGS

Supervision, training, and values clarification
• Training and education reinforce or supplement providers’ existing knowledge and address biases.

• Managerial approaches include supportive supervision, provider detailing, mentorship, peer support, audits, monitoring, and 
feedback. 

• Individual process improvements are tools such as job aids and reminders.

• Supplementary patient-facing materials assist providers in counseling patients.

• Values-clarification exercises help a provider become aware of any values they have that may be influencing the care they 
provide to clients.

Regulations, policies, and updates
• Organizational changes for systems-wide change.

• Institutional process improvements, such as checklists and case sheets.

Incentives
• Financial and non-financial incentives reward providers for desired behavior. 

Infrastructure, supplies, and workload
• Infrastructure improvements to facilities.

Social accountability approaches
• Social accountability approaches involve community members or clients in dialogue with facility representatives with the goal 

of holding providers accountable.
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singular framework for assessing PBC, leveraging frame-
works from multiple disciplines to capture both the  
system- and individual-level influences is necessary to 
achieve a comprehensive understanding of provider 
behavior.

The PRECEDE-PROCEED model is useful to help in devel-
oping measures for PBC.5 This model highlights individu-
al-level influences and their interactions with system-level 
ones. The model illustrates factors beyond health worker 
ability (i.e., competency and skills) that influence provider 
behavior (e.g., service provision or specifically, client- 
provider interactions).

The model groups factors into three categories that can be 
used to facilitate measurement approaches: 

• Predisposing factors: an individual’s attitudes, beliefs, 
and perceptions.

• Reinforcing factors: factors that follow a behavior 
and determine whether, for example, a health worker 
receives positive (or negative) feedback from their 
supervisors.

• Enabling factors: resources and skills required to make 
desired behavioral and environmental changes (e.g., 
availability of medical supplies).

Identifying these three categories of factors, when com-
bined with measures of ability (the competency and skills 

of the provider) can help explain what influences provider 
behavior such as client-provider interaction (client recep-
tion or person-centered care) and where best to target 
interventions. Multiple study methods including provider 
interviews, client-provider observations, and health facility 
assessments may be required to provide a comprehen-
sive understanding of provider behavior and factors that 
influence it. Importantly, as the factors described above 
are latent constructs (i.e., a construct that cannot be mea-
sured directly but can be estimated by related variables), 
measures may require multiple items to develop indices 
and scores to capture the concept being measured.

Examples of identifying and measuring factors
For example, providers may apply restrictions to con-
traceptive provision based on personal attitudes toward 
clients or beliefs rather than medical eligibility that limits 
use.6,7  It may be necessary to conduct formative research 
to identify personal attitudes, beliefs, or social and organi-
zational norms influencing provider behaviors to identify 
appropriate factors to measure.

The following are examples of ways to measure predis-
posing factors related to attitudes toward clients seeking 
intrauterine devices (IUDs) through provider interviews. 

• What should be the minimum age of people you offer 
this method to (e.g., IUD)?

TABLE 2  DATA COLLECTION APPROACHES

Strategies Pros Cons

Mystery clients • Reduces observation bias 

• Captures provider behavior

• Requires high level of training and strict  
protocols

• Higher cost

• Can be disruptive of services

Client-provider  
observations

• Avoids self-report

• Eliminates recall bias

• Captures provider behavior

• Prone to observation bias

• Requires high volume of clients to be  
cost-effective

Client exit interviews • Can be combined with observations for  
data triangulation

• Allows for analysis linking PBC approaches  
with client outcomes

• Prone to social desirability bias

• Requires high volume of clients to be  
cost-effective

Provider interviews • Lower cost

• Able to identify individual behavioral  
influences that cannot be observed

• Prone to recall and social desirability bias

• Can be disruptive of services

Facility assessments • Captures support, access to professional  
development, and workplace environment

• Primarily assess drivers of provider behavior 
but not the actual behavior
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• What should be the maximum age? 

• Do you believe there should be a minimum number of 
children?

• Do you require partner consent?

• Would you offer this method to an unmarried person?

• Do you feel comfortable placing an IUD in a woman 
with prior pelvic inflammatory disease?

• Do you think the IUD is a safe method?

• Do you think the IUD is an effective method?

Reinforcing factors, such as job satisfaction, may also 
be identified through provider interviews. Examples of 
questions include “How satisfied are you with the follow-
ing aspects of your work?” (with response options ranging 
from very satisfied to very dissatisfied):

• Relationship with your supervisor

• Relationship with colleagues

• Management of the health facility

• Number of staff working in the facility

• Availability of medicines in the health facility

• Availability of equipment in the health facility

• Your workload

• Your training opportunities 

Enabling factors, for example amenities, equipment, or 
infection control measures, can be measured through 
health facility assessments. Figure 3 gives a sample of 
enabling factors. 

Provider ability might be measured through provider inter-
views or provider-client observation. Examples include 
assessments of health worker ability to provide counsel-
ing and administer a range of contraceptive methods8 or 
provider knowledge and ability to counsel and administer 
specific methods (e.g., emergency contraception pills, 
IUDs, vasectomy).9

Finally, measures of provider-client interaction10 can be 
collected through observations or mystery client inter-
views and can include: 

• Provider welcomed client

• Client given adequate answers to all questions

FIGURE 3  EXAMPLES OF ENABLING FACTOR MEASURES
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Source: World Health Organization. Service Availability and Readiness Assessment (SARA) An annual monitoring system for service delivery. Geneva,  
Switzerland; 2013. 
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• Provider explained what was going to be done to obtain 
client’s consent

• Provider treated the client in a friendly manner

• Client shown respect for privacy

• Client received care in a clean environment

• Provider asked whether client understood

• Provider listened to client’s concerns

• Provider gave client opportunity to co-develop solu-
tions together

How Can We Continue to Improve 
and Measure the Evidence for 
Effective PBC?
The PBC evidence base is growing, but to have the best 
evidence available to guide implementation, we must 
improve measurement of provider behavior and behav-
ioral drivers.

• To better understand what makes PBC interventions 
work and to what extent they achieve the desired out-
come, program planners need to develop and monitor 
program theories of change that incorporate behav-
ioral theory to facilitate systematic measurement of 
the pathways within theories of change.  

• To assess barriers to provision of high-quality fam-
ily planning services, PBC programs should continue 
to conduct and document formative work to better 
understand the social and gender attitudes and norms 
(e.g., women should be married before they use con-
traception) that influence provider behavior in addition 
to provider knowledge, competency, and structural and 
contextual barriers. 

• Provider-level behavioral measures and client-level 
health outcomes should be captured in addition to 
more intermediate factors, such as changes in provider 
knowledge, attitudes, beliefs, and context. This will 
allow understanding of the strength of the relationship 
between PBC interventions, intermediate outcomes, 
and family planning utilization.

• A persistent need exists for more rigorous evidence on 
and measurement of what works for PBC. To increase 
the confidence in conclusions, approaches using multi-
ple data collection approaches (such as those in table 
1), randomized designs, comparison groups, and/or 
triangulation with routine or program monitoring data 
should be considered when feasible. 
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