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COMMENTARY

The Case for Using a Behavior Change Model to Design
Interventions to Promote Respectful Maternal Care
Nadia Diamond-Smith,a,b,* DilysWalker,b,c,* Patience A. Afulani,a,b France Donnay,d Sunny (Pei Yi) Lin,b

Emily Peca,e Mary Ellen Stantonf

Key Messages

n With increased evidence of the importance of
promoting respectful maternity care (RMC), and
more interventions being developed, implementers
and intervention developers could learn from
existing frameworks to guide the design of more
effective interventions.

n We argue that a behavior change framework,
such as the capability, opportunity, and motivation
behavior model, holds value for moving the
needle on RMC because respectful care relies
primarily on the behavior of the provider.

n We map existing interventions to this framework
to highlight opportunities for learning from existing
interventions and to guide future development.

INTRODUCTION

Respectful maternal or maternity care (RMC) refers
to care provided to women at the time of birth that

assures respect, trust, and communication, as well as
lacking any form of abuse or neglect. RMC ensures that
women giving birth are informed, supported, and feel
that they have a say in their birth experience.1 Broadly,
RMC extends beyond the event of childbirth itself to en-
compass a woman’s experience throughout the preg-
nancy, delivery, and postpartum period. A wide body of
literature documents disrespect and abuse of poor
women/person-centered care globally, and there is a
growing need to develop interventions that improve
RMC.2–4 Given this increased demand for interventions
to promote RMC, it is important to consider interven-
tions that are grounded in a theoretical framework,
such as behavior change or implementation science the-
ory, to clarify efforts, share lessons, and align the global
community. We use the term women (and “she,” “her”)
in this article to be consistent with the literature cited
and as a biological variable but recognize that this does
not include all people who give birth. Thus, it is inclusive
of the experiences of all people who are pregnant or
have given birth.

At the core of RMC is a woman’s experience, much
of which is determined by the interpersonal interactions
with those providing her care—in other words, a set of
behaviors of the providers. These behaviors are neces-
sarily influenced by facility characteristics and the sys-
tem with which she interacts, including the culture.
Implementation science frameworks have been sug-
gested to be useful for designing behavior change inter-
ventions because such frameworks can help establish a
structure to identify the targets for an intervention and
design and test interventions that specifically target em-
bedded constructs.5 Yet, most RMC interventions do not
use implementation science or behavior change frame-
works to inform intervention strategies. In fact, most
maternal health interventions do not use implementa-
tion science frameworks that may help facilitate the
spread of evidence-based practices.6 A recent scoping re-
view of implementation science in maternal care (not
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specifically related to respectful care) found that
only 14 of the 144 articles identified referred to a
framework and that 4 of these were implementa-
tion science frameworks (self-defined by the
authors as such).7 The most common theory used
in the 14 was determinant theory (5 articles), fol-
lowed by implementation science and then classic
theory.

In this article, we seek to provide an exam-
ple of how RMC interventions could be in-
formed by an implementation science framework
using the COM-B model (capability–opportunity–
motivation that leads to behavior change) and
related behavior change wheel (BCW).8 This is im-
portant because although the issue of RMC is in-
creasingly recognized and featured in policy, there
are gaps in terms ofwhatworks, how, and inwhich
contexts. Viewing interventions through a behav-
ior change lens can help intervention developers
analyze interventions in a systematic way linked
to a theoretical underpinning.

USING BEHAVIOR CHANGE
FRAMEWORKS TO IMPROVE RMC
INTERVENTIONS

There are a variety of theories, schemas, and
approaches that are used in implementation sci-
ence. Depending on the objectives in an implementa-
tion science approach, there are 6 broad categories:
(1) process models (Exploration, Preparation,
Implementation, Sustainment [EPIS] model;
Practical, Robust Implementation and Sustainability
Model [PRISM]); (2) determinant frameworks (ac-
tive implementation, consolidated framework for im-
plementation research [CFIR]), (3) implementation
theories (organizational readiness); (4) implemen-
tation climate (Reach, Effectiveness, Adoption,
Implementation, and Maintenance [RE-AIM], im-
plementationoutcomes); (5) classic theories (behav-
ioral and organizational theory); and (6) evaluation
frameworks.9 We selected a classic theory—
behavior change or COM-B—because our objec-
tive was to review implementation strategies while
keeping the experience of care central to the
framing.

The COM-Bmodel (Figure 1) is at the center of
the BCW framework (Figure 2), and together,
these help identify barriers and enablers to a tar-
geted behavior, in this case, RMC. The COM-B
model posits that people need a combination of ca-
pability, opportunity, and motivation to success-
fully change a behavior.8 For example, a provider
not only needs the knowledge of how to act (capa-
bility) but also requires an environment that

structurally and functionally supports the behav-
ior (opportunity) and whether there is a personal
or institutional incentive or code of conduct to
adopt the behavior (motivation). COM-B also
emphasizes that successful individual behavior
change requires drivers of change acting atmultiple
levels, including the individual, facility, comm-
unity, and/or policy, similar to a health systems–
level approach. The BCW framework helps identify
whether capability, opportunity, and motivation-
related factors drive a specific behavior. Once the
barriers and enablers are identified in a particular
context, the BCW provides guidance to frame the
design of interventions by helping broaden our
thinking about the multiple pathways and types of
approaches that might change behavior, targeting
known barriers or facilitators. It also may encour-
age integrated approaches that touch on multiple
domains of the COM-B model acting at different
levels to impact the provider-patient interaction
and, ultimately, the women’s experience. Such an
approach promotes commitment to the woman’s
perspective as the critical measure of success, with
a focus on quality as measured from the woman/
patient’s perspective.

The COM-B model and BCW have been used
to provide a structure for framing barriers and
facilitators of various practices in both high- and
low- and middle-income countries, from chla-
mydia testing among young people to increasing
physical activity in pregnantwomen to integrating
mental health care into primary practice.10,11 The
COM-B model has also been used as a framework
to guide intervention design for researchers work-
ing to improve health outcomes and behaviors re-
lated to an equally wide range of topics.12–14 Thus,
COM-B and the BCW have utility as a framework
not only for understanding the challenges that
need to be addressed but also for designing the inter-
vention itself. Additionally, in cases where multiple
interventions already exist, the BCW can be used to
map the intended pathways of previous or existing
behavior change efforts. By applying this to RMC,
implementers and researchers can better under-
stand the drivers and levers needed for changing
provider behavior, as well as patient and family
member behavior, that will impact the woman’s
perception of care.15,16 This analysis can also help
researchers design more complex intervention
packages by allowing for a better understanding
of the array of evidence-based interventions and
the varied pathways for impacting behaviors like-
ly to change a woman’s experience of care. Such
a mapping can also highlight gaps in the current
interventions and areas ripe for innovation.

Viewing RMC
interventions
through a
behavior change
lens can help close
the knowledge
gaps in terms of
what interventions
work, how, and in
which contexts.

Applying the BCW
to RMC can help
improve
understanding of
factors the affect
provider and
patient behavior
that will impact
women’s
perception of care.
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FIGURE 1. The COM-B Model With Representative RMC-Promoting Interventions8

Abbreviations: COM-B, Capability, Opportunity, and Motivation Behavior; RMC, respectful maternal care.

FIGURE 2. Mapping of 16 RMC-Promoting Interventions Using the Behavior Change Wheela

Abbreviations: RMC, respectful maternal care.
a Each intervention may have 1 or multiple approaches mapped.
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A recent scoping review that applied the COM-B
model identified only 1 article in the field of mater-
nal care.17 This study, in the United Kingdom, used
the COM-B model to guide the development of an
intervention aimed to improve the quality and
quantity of discussions between midwives and
women at low risk of pregnancy complications
about their choice of delivery location. Themidwife-
ry model of care is situated in a women-centered/
women’s experience framework, and thus, many
components of this intervention also addressed
domains of RMC. The intervention was designed to
impact the behavior of midwives providing care
grounded in the COM-B model and evaluated their
behavior.

MAPPING RMC INTERVENTIONS TO
THE COM-B MODEL AND BCW

In a recent landscaping review, we identified
43 interventions implemented across Africa pro-
moting RMC between 2009 and 2020, of which
16 were unique.18 The details about the interven-
tions (geography, content, target population, and
measures) and methods of the review are pub-
lished elsewhere.18 Briefly, we searched 3 data-
bases, PubMed, Embase, and Web of Science, to
find documentation of RMC-promoting interven-
tions inAfrica between 2009 and 2020. Our search
terms were informed by the Respectful Maternity
Care Charter developed by the White Ribbon
Alliance.19 Information on intervention time peri-
od, design, scope, level, target audience, and any
other characteristics were collected. Interventions
that only targeted antenatal care or the postpar-
tum period were excluded because the primary
focus of the parent study was on RMC at the time
of delivery. We focused on Africa to keep the
scope and findings of our review comparable.
The methods and analysis were conducted by
the authors of this article in an iterative and col-
laborative process.18

This article leverages the same set of articles to
consider if and how programs are using implemen-
tation science frameworks, especially the COM-B
model, to design and evaluate RMC interventions.
In this article, we aim to map what frameworks or
framingswere applied to these interventions and to
attempt to apply the BCW tomap each of the iden-
tified intervention approaches onto the COM-B
model. We further identify and discuss gaps in the
intervention approaches by applying this behavior
change lens.

For this analysis, we excluded interventions
identified through gray literature or crowdsourcing

because of incomplete and inconsistent informa-
tion. We included 16 published interventions in
this exercise.2,20–34

Each publication describing the intervention
was reviewed by authors SL, NDS, and DW, for
reference to a behavior change or related founda-
tional theory, framing, or framework that ground-
ed the intervention design or strategy. After that,
SL, NDS, and DW extracted information on ap-
proach(es) taken by each intervention to promote
RMC and matched them to the 6 components of
the COM-B model. They met to discuss pathways
and reached consensus for each intervention.
Figure 1 shows the COM-Bmodel’s 6 components
in 3 main domains: capability (physical and psy-
chological), motivation (reflective and automatic),
and opportunity (physical and social), and provides
a brief description of example intervention
approaches related to RMC that might fall with-
in each of those. The reviewing authors met to
discuss pathways for each intervention and
reached consensus for mapping to the 6 compo-
nents of the COM-B model and onto the BCW.

A few articles mentioned behavior change
broadly (though not all). Only 1 article specifically
mentioned behavior change and implementation
science,29 and even cited the foundational COM-B
article. However, the authors did not discuss COM-B
in the text and provided little discussion of how im-
plementation science or behavior change frame-
works were integrated into the approach.29 The
World Health Organization’s Quality of Care frame-
work and the Universal Rights of Childbearing
Women (more of a framing than framework) and
documents related to these frameworks were the
most commonly mentioned.19,35

From the COM-B framework (Figure 1), we
expanded our focus to the BCW (Figure 2). We
conceptualized the wheel with the 3 layers repre-
senting different levels of the system in which a
woman interacts—with the experience of RMC at
the center. The concentric circles moving outward
show the different layers of the system that she
interacts with and the different potential targets
for interventions. In the first circle is the provider
and interventions may include provider training,
provider-focused activities to alleviate provider
stress and burnout, or programs to shift providers’
underlying code of conduct or cultural and gender
norms that might perpetuate poor RMC. The next
circle represents the facility, where interventions
could target structural factors, such as curtains or
clean bathrooms, as well as better supervision or
facility-level activities to alleviate drivers of poor
RMC, such as workload. The outermost circle
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represents community-level interventions, such
as wider awareness raising about women’s rights
or social accountability approaches. This circle
is where community-level cultural or gender
norms-shifting also occurs. Lastly, we recognize
that there are a variety of national or global
policy-level interventions that play an important
role in establishing guidelines and standards for
provider behaviors and practice, but these were
not the focus of this exercise.

Figure 2 shows the distribution of the 16 iden-
tified interventions and their focus of action. The
numbers represent the number of interventions
using the specific strategy. Most interventions
usedmultiple strategies at multiple levels. Social op-
portunity (N=19), psychological capability (N=18),
and reflective motivation (N=18) were the compo-
nents that were most often represented (keep in
mind that some interventions targeted more than
1 layer of the circle, and thus these N’s are greater
than the total number of articles reviewed).
Automatic motivation (N=12), physical opportunity
(N=12), and physical capability (N=12) were less
commonly a part of published RMC interventions.
Of note, most interventions that we analyzed
touched on several different COM-B components
and generally drew from at least 2 of the bigger
domains (capability, opportunity, and motivation).
The Table provides details of each intervention and
how we categorized each using the COM-B levels
and targets.

IMPROVING WOMEN-CENTERED
CARE WITH MORE EFFECTIVE RMC
INTERVENTIONS

It is time to move beyond building the evidence
base to describe and document the disrespect and
abuse that women experience during childbirth.
Developing and testing effective interventions
to improve RMC is essential. Behavior change
frameworks, such as the COM-B model, provide a
useful analytic tool to guide implementers in de-
signing interventions aiming to improve RMC.
We outline the types of intervention targets that
fit at various levels within the COM-B framework
and BCW (provider, facility, and community) and
address the 6 different COM-B components. Other
behavior change, health system strengthening, or
implementation frameworks could also be applied
to the design and evaluation of RMC interven-
tions. However, fundamentally, in this article, we
argue that drawing from established frameworks
founded in behavior change theory keeps the

woman at the center of care and could accelerate
understanding and advancement in the field.

Other scholars have suggested a health sys-
tems framework to anchor interventions to pro-
mote RMC. However, such an approach, for
example, the WHO Health Systems Framework
for Action, instead of focusing on measures of
a person’s experience and perception of care, fo-
cuses on health system strength or functioning
and risks losing sight of the woman’s experience
of care.36 A recent article by Cometto et al. used a
health workforce lens to outline policy levers
to promote what they called compassionate, re-
spectful care, which focused on health workforce
governance and management.37 Cometto et al.
looked at interventions to promote RMC, as well
as compassionate, respectful care for other health
outcomes (e.g., HIV). While their framework is fo-
cused on policy levers and organized with a differ-
ent underpinned theory, it highlights many of the
same strategies that we identified in our analysis,
such as accountability mechanisms, supervision,
training, and incentives for providers, and lays
out how these approaches can enable and rein-
force each other at different levels of the health
workforce system. Our approach is similar and
aims to keep the woman and her experience at
the center.

As has been found elsewhere in reviews of
maternity-related interventions, few studies de-
scribing interventions onmaternal care used (or dis-
cussed in their publications) a framework to guide
their design.5,7 When focusing on RMC interven-
tions in Africa, we find that non-implementation
science frameworks are used most (quality of care
or human rights). In contrast, implementation sci-
ence frameworks, such as COM-B and the BCW,
provide structured guidance to implementers on
how to think about where to intervene and how,
and, ideally, help broaden their intervention strate-
gies to increase the chances of behavior change.
Hearteningly, most of the interventions that we an-
alyzed did implicitly capturemultiple COM-Bmodel
domains, suggesting a logical connection to behavior
change. We recommend that implementers work-
ing in this field considermapping their interventions
onto behavior change frameworks such as theBCW,
with COM-B at the center, to ensure that they
are leveraging best practices to promote behavior
change. By pulling from all domains of the COM-B
models within interventions, implementers may
be able to design interventions that are most like-
ly to have an impact on the desired outcome
(RMC), which must measure success based on
experience of care measures. Furthermore, this

Weargue that
drawing from
established
frameworks
founded in
behavior change
theory keeps the
woman at the
center of care.
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TABLE. Description of Intervention Activities Mapped Onto COM-B Model Components or Domains and BCW Target Audience

Reference Country, Level Description
Target
Audience

COM-B Domain

Capability Opportunity Motivation

Psychological Physical Social Physical Automatic Reflective

Abuya et al.2 Kenya,
facility

RMC training, mentorship, QI team, D&A mon-
itoring, improved infrastructure, maternity open
days, community workshops and counseling,
mediation/alternative dispute resolution

Provider X X X X X X

Facility X X

Community X X X

Afulani et al.20 Ghana,
district

RMC and emergency obstetric and neonatal
care training

Provider X X X

Apolot et al.21 Ethiopia,
subcounty

Community score cards, meetings, and
health education

Community X X

Asefa et al.22 Ethiopia,
facility

RMC workshop, visual aids, RMC standard
checklist, QI supportive supervision visits

Provider X X X X X

Fujita et al.23 Benin,
facility

Mother’s childbirth class and infrastructure
improvements

Provider X X X

Facility X X X

Community X X X

Giessler et al.24 Kenya,
facility

Model for improvement: clear aim, monitor
progress with repeated measurements, and
test ideas

Provider X

Habib et al.25 Ghana
(Multiple),
region

“RMC for healthcare workers: tackling D&A
during facility-based childbirth project”
training package

Provider X X X X X

Kongnyuy et al.26 Malawi
(Multiple),
district

Criteria-based audit Provider X X

Facility X X X

Community X X

Kujawski et al.27 Tanzania,
region

Maternity open days, workshops, infrastruc-
ture improvements, counseling staff, obser-
vation/monitoring, provider dispute
resolution training

Provider X X X X X

Facility X X X

Community X

Mihret et al.28 Ethiopia,
facility

RMC training, RMC planning and monitor-
ing, facilitating patient/family’s involvement,
teamwork and communication, infrastructure
improvements, guidelines for nurses

Provider X X X X X

Facility X X X

Oosthuizen
et al.29

South Africa,
district

Essential childbirth and newborn care train-
ing (RMC values embedded in all activities)

Provider X X X X X X

Facility X X X X X X

Ratcliffe et al.30 Tanzania,
facility

RMC workshops and open birth days Provider X X X

Community X X

Umbeli et al.31 Sudan,
facility

Provider training on patient’s communication
during labor

Provider X

Wilson-Mitchell
et al.32

Tanzania,
zone

Intellectual Partnership Model to teach RMC,
lecture, pair and share, role play

Provider X X X X

Webber et al.33 Tanzania,
district

Interactive HCW training addresses provider
roles, gender

Provider X X X X

Zethof et al.34 Malawi,
facility

Promotion of informed consent through stan-
dardized checklists, guide, and HCW
training

Provider X X X X

Facility X X

Community X

Abbreviations: BCW, behavior change wheel; COM-B, capability–opportunity–motivation that leads to behavior change; D&A, disrespect and abuse; HCW,
health care workers; QI, quality improvement; RMC, respectful maternal care.

Behavior Change Model for Respectful Maternity Care www.ghspjournal.org

Global Health: Science and Practice 2023 | Volume 11 | Number 1 6

http://www.ghspjournal.org


approach provides a structured approach to guide
monitoring and evaluation activities, for exam-
ple, measuring knowledge (capability), as well as
norms (opportunity) and motivation (outcomes
across COM-B domains).

Our mapping exercise highlighted some speci-
fic components of COM-B that were most com-
monly the target for interventions. Educating
providers and community members about RMC
(psychological capability) and addressing beliefs
and norms (reflective motivation and social op-
portunity) are important to raising awareness;
thus, it makes sense that these were core to many
interventions. Changing the physical structure of
facilities or the staffing and guidelines in those
facilities (physical opportunity and capability)
requires more buy-in from various stakeholders
and resources, which may account for their less
frequent representation. Automatic motivation
interventions, such as social accountability and
community engagement, may also be more chal-
lenging to implement and are a somewhat newer
approach, so they might become more common
with time. An intervention addressing only 1 or
2 domains of the COM-Bmodel may result in lim-
ited sustained behavior change. For example, if we
provide education to providers about RMC (capa-
bility) but do not change the physical opportunity
to act on that knowledge (give themmore timewith
women or more private rooms to communicate
clearly to women), then they will be unable to act
upon the knowledge that they have gained. The
finding that the vast majority focus on the provider
level is understandable, given that much of respect-
ful care ultimately lies in the interaction between a
provider and the woman. However, supporting
providers to enable themto act upon the knowledge
gained is essential and requires activities at multiple
levels. For example, changing norms, such as around
accepting women’s agency to advocate for the care
shedesires andother gendernorms, at the communi-
ty level and engaging supervisors at the facility level
may create the enabling environment needed for
lasting provider behavior change.

We add to the literature by exploring how an
implementation science framework, in this case,
the COM-B model, could be applied to interven-
tions aiming to improve RMC. By carefully exam-
ining existing interventions and mapping them
onto the BCW, we provide practical and action-
able insights to help guide, or at least model, the
applicability of COM-B and the BCW to future in-
tervention design, adaptation, or scale-up. This
approach will also help structure evaluations and
measures of impact for complex interventions.

Limitations
This exercise does have limitations. We were lim-
ited to interventions related to RMC in Africa pub-
lished from 2010 to 2021. Thus, in addition to
missing older interventions, it is also possible that
interventions in other regions of theworld use dif-
ferent approaches, leading to different insights.
Our goal was not to be exhaustive but rather to
conduct an exercise to see how a subset of existing
interventions could be reframed with this imple-
mentation science model and describe the poten-
tial value of doing so. Another key limitation is
that we had to rely on the information in pub-
lished articles about the intervention design and
make decisions about which COM-B domain the
intervention components fit under. Due to journal
restrictions on word counts, in some cases, infor-
mation was limited, which may have restricted
our ability to assign domains. Fundamentally, we
see this as an exercise in applying this framework
andmodel to RMC; others with different expertise
may map these interventions slightly differently.
Our goal in this article is to show that this frame-
work could have utility to future designers and
implementers of RMC interventions. Equally im-
portant is to identify a framework that is a valu-
able tool with unifying principles to evaluate
intervention impact. As with any qualitative clas-
sification like this, the team’s perspectives likely
introduced some biases into the interpretation.
Our team comprises clinicians and epidemiologist
researchers in the RMC community, many of
whomhave decadesof experience designing, evalu-
ating, and funding projects aimed to improve RMC.
We also consulted a group of RMC experts con-
vened through the U.S. Agency for International
Development–funded Health Evaluation and
Applied Research Development project and dis-
cussed our interpretations and analysis. It is also
important to note that this analysis related to
what implementers are doing or have done, not
what the evidence shows about which types of
interventions may be most effective. In fact, very
little information on effectiveness was available.
However, by designing interventions with an
established theoretical framework in mind (the
COM-B model), we hypothesize that developed
interventions are more easily measured and
more likely to be effective long term. Finally, in
this analysis, we did not consider policy-level
interventions to promote RMC, which are also
important for ultimately leading to behavior
change and should be the focus of other studies
or could be layered onto this model.

Weprovide
practical and
actionable
insights to help
guide the
applicability of
COM-B and the
BCW to future
intervention
design,
adaptation, or
scale-up.
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CONCLUSIONS
Leveraging existing frameworks to promote be-
havior change can help facilitate action toward
improving RMC in Africa and globally. By apply-
ing a behavior change framework, such as the
COM-Bmodel to RMC interventions, implementers
have a tool to help them frame their approaches to
target behavior change effectively. The model helps
tease out the factors contributing to the complexity
of provider/patient interactions and encourages
implementers to consider a multidomain approach
that cuts across motivation, opportunity, and capa-
bility. The framework also provides an approach to
guide indicator selection and monitoring for the
evaluation of impact.
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