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Editorial on the Research Topic
 Rapid research in action: lessons from the field




As we continue to recover from the devastating effects of the COVID-19 pandemic, we reflect on the lessons we learned in using evidence-based recommendations for policy and programming to control the spread of an infectious disease. Over the past several years, many research teams around the world worked tirelessly to generate high quality evidence in record time (Vindrola-Padros et al., 2020). Rapid appraisals and rapid assessments were implemented widely as diagnostic tools or to provide a “snapshot” of complex situations (Johnson and Vindrola-Padros, 2017). New innovations and interventions were rapidly evaluated and adapted using formative approaches such as rapid feedback and rapid cycle evaluations (Vindrola-Padros et al., 2021). Decades of work in the field of rapid research and evaluation meant that we were ready, from a methodological point of view, to respond to the pressures of adapting research design and implementation to the pace of the “real world” (Vindrola-Padros, 2021).

In this Research Topic, we synthesize, criticize and pay tribute to the use of rapid methods across disciplines during the COVID-19 pandemic and for other health emergencies and settings (pre- and post-pandemic). The authors featured within this Research Topic explore important questions about the practicalities of implementing rapid studies, the challenges they faced, the contributions of rapid research and evaluation, and the lessons learned that can be helpful for other teams and the future development of this field. Articles draw from community based, health systems and research carried out in clinical settings that explore a wide range of health-related topics such as cancer research, mental health, female contraception, prenatal stress, infection prevention, drug use, and the delivery of care in the context of complex health emergencies.


Guidance and frameworks for rapid decision-making, insights, team-building, and building trust

The COVID-19 pandemic led to innovative methodological insights as researchers negotiated the need to obtain valuable qualitative data under short timeframes. The Rapid Insights (RI) approach developed by Chandler et al. uses data from a wide variety of stakeholders to understand their immediate needs and allow quicker decision-making. Williams et al. developed a template of steps to evaluate telehealth services that serve to produce rapid insights and ultimately aid decision-makers. With CLIP-Q (Collaborative and Intensive Pragmatic Qualitative Research), Horwood et al. propose pragmatic strategies for effective collaborations between academia and healthcare systems, thus harmonizing the quality standards of academic research with the demands and pressures of emergent issues. With limited to no access to their field site, Burn et al. explore the benefits and challenges of open data collection methods. Bright reminds us that there was a shift to the online sphere prior to the COVID-19 pandemic and describes research processes increasingly moving further online to coordinate teams and collect and analyze data in transnational health research contexts. Both Eaves et al. and Williams et al.'s use of rapid methodologies shows the transition of research, medical treatment and consultation from face-to-face to online platforms during the pandemic, which may have widened the access to care gap for those who cannot access digital technology.

Several articles in this Research Topic address the pragmatic choices rapid research necessarily entails. For instance, multi-country studies may require considering whether to implement a team-based or solo researcher approach (Wanat et al.), whether or not to transcribe all data (Wanat et al.; Suchman et al.) and whether common research terms such as “academic collaborations” or “sharing” may be fraught with legacies of extractivist science (Bright). Several papers also explore the challenges and benefits of diversity within teams. For instance, while Machin et al. give practical advice on how academic teams can develop long-term relationships with people with personal experience of mental health issues and involvement in research (or “lived experience researchers”), Higham et al. describe the challenges and benefits of conducting research with team members with dual clinical roles. Eaves et al. discuss the inclusion of community stakeholders in online ethnographies while Suchman et al. explore the degree of autonomy of local teams regarding cross-national analysis needs. Other papers address the challenges of conducting rapid research amidst crises. Howells and Dancause explore the difficulties of being a local researcher after a disaster, as LeNoble et al. reflect on the research team's wellbeing while navigating the challenges of a pandemic.

Building trust with participants when the time allotted to data collection is limited also requires practical strategies. In the context of a transnational global health study, Walton et al. promote regular meetings and the inclusion of stakeholders' interests and values in the results. In their rapid ethnography, Rosteius et al. recommend that researchers thrive to build an emotional connection while using professional inexperience to access detailed information. Both articles emphasize the importance of transparency and openness about all stages of the rapid research process with key stakeholders and participants.



Use of rapid research for greater inclusivity and to reduce (in)equitable South-North relationships

Articles in this special edition also address issues of inequality when conducting rapid research and how rapid methodologies can (and have) focused explicitly on increasing the participation of affected populations throughout the research cycle. Eguiluz et al. identify key inequalities between Global South and Global North in relation to analyzing data and disseminating findings from their research during the COVID-19 pandemic. Their research focuses on ensuring equitable and safe partnerships with locally-led research, with methods adapted to protect the safety of the researchers. Bright uses rapid ethnographic methods to identify gender, economic and language barriers for setting up, administering, and enrolling patients into international clinical trial research. For example, in South Africa, some participants were uncertain whether or not they could seek care due to insufficient support from employers, husbands and/or tribal leaders. Scott et al. discuss key considerations for conducting rapid research with marginalized communities that have had unequal access to resources and power. Their research focuses on rural communities from Southern New Mexico (USA) and Vanuatu which lacked infrastructure and had prior negative experiences with research and researchers.

Pieterse uses rapid research methods to highlight funding disparities between different woredas (districts) in the Somali Region of Ethiopia, where the Somali regional government had been given more control of health budgeting. However, with this shift in autonomy came limited support for the heads of local woredas on how to govern health budgeting. Gender imbalance in leadership roles was also apparent with all-male leads of health bureaus and health centers. Johnson et al.'s rapid research shows conflicting COVID-19 policies across the USA may have disproportionately impacted Southeastern states which had the lowest vaccination rates and highest death rates in the country. The authors suggest that historically marginalized populations (e.g., due to race, disabilities, and poverty) in these locations were disproportionality affected by the pandemic and that unclear and often contradicting COVID-19 policies from the federal government, executive state governments, and local governments may have amplified the lack of knowledge and distrust around the seriousness of the virus. Gorbea Díaz et al. similarly discuss how insights gained from their rapid research highlighted how inequitable distribution of aid (especially to lower income residents) in Puerto Rico following the 2017 hurricanes, amplified pre-existing inequalities between marginalized populations and those with privilege and power.



Localizing transnational interventions and evaluations for time-sensitive contexts

Transnational and global health-oriented articles included in this issue also raise important discussions on the role of rapid research in informing health interventions and evaluations in time-sensitive contexts. The work by Pieterse demonstrates in the Somali Region of Ethiopia, rapid research can be useful in (re)orienting planned interventions to the practical realities of resource-constrained settings. Both Bright and Suchman et al., discuss how transnational research also requires flexible methodologies which can be adapted to local contexts as needed. Rapid research techniques (such as rapid ethnographic inquiries and qualitative analysis) were incorporated into their studies in order to meet multiple objectives of large-scale multi-sited studies while also paying attention to local needs and priorities. For example, Suchman et al. detail a concurrent combination of more traditional analysis and rapid qualitative analysis methodologies to accommodate linguistic differences and to meet multiple research objectives. In fact, a number of authors similarly address navigating the boundaries between long-term and short-term studies, or traditional vs. more rapid methods. For instance, Wanat et al. address the issue of what makes research rapid, while Jones et al. reflect on their experience adapting a longer-term study to rapid research in order to respond to an unfolding health emergency.

To analyze healthcare services in Australia during the COVID-19 pandemic, Williams et al. describe how rapid evaluation methods (REM) were tailored to their specific context and stakeholder environments. Using a case study of a rapid evaluation of telehealth in pediatric care, this article shares a step-by-step template for evaluations of telehealth services (including enablers and challenges) most useful for informed decision-making by government health providers, pediatricians and families.



The future of rapid research

The themes identified in this introduction also point to areas for future development in this field. One important area of focus will need to be the quality of rapid research and evaluation (keeping in mind that reduced timeframes might lead to research that ends up being rushed instead of rapid). The Rapid Research Evaluation and Appraisal Lab (RREAL) is currently designing the first Standards for Rapid Evaluation and Appraisal Methods (STREAM), which seek to improve the transparency and completeness of reporting in rapid evaluations and appraisals (https://osf.io/nhfm3/).

The papers in this Research Topic also highlight important questions in relation to the scale of research, particularly in the case of qualitative research, which tends to rely on the use of small and rich datasets. An interesting area of future exploration in the field of rapid qualitative research and evaluation will be the development and use of larger datasets, crossing disciplinary boundaries and drawing from digital tools traditionally applied in the field of “Big Qual Data”. These tools can facilitate the rapid analysis of qualitative data to better enable the use of findings in near real-time to inform changes in policy and practice. RREAL is currently conducting research in this field, more information can be found here: https://osf.io/b85xs/.

Key questions are raised in this volume and elsewhere regarding how we can create meaningful relationships with patients, carers and members of the public so they can properly engage with the topics we are studying, how we are studying them, who is included in research and how findings are used. Patient and public involvement and engagement (PPIE) in rapid research has particular challenges that might not be present in longer studies (Gilchrist et al., 2022), yet important work is currently underway to develop a model for involvement and engagement that can be suitable for rapid timeframes. One example is SPRINT (Strategies for Patient and Public Involvement in Research in Time-Sensitive Contexts), a network of organizations working on PPIE that can operate under a rapid response model so the views, preferences and needs of patients and members of the public can remain at the center of rapid research and evaluation.

The future of rapid research is ripe for experimentation and new developments. The field of rapid research and evaluation has used its rich history of rapid ethnographic assessments, rapid appraisals, rapid ethnographies and rapid evaluations to mature into a distinct field of inquiry, with its own approaches, contributions and challenges. As we move on to new developments, we will need to face the challenges ahead for developing strategies to address the issues and key questions raised by the authors in this Research Topic—focusing on the quality of rapid research, the expansion of its scale (while still retaining localized knowledge and contexts), and the development of inclusive models of research and evaluation.
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As the COVID-19 pandemic has shown, setting up studies in time to gather relevant, real-world data enables researchers to capture current views and experiences, focus on practicalities on the ground, and deliver actionable results. Delivering high quality rapid studies in healthcare poses several challenges even in non-emergency situations. There is an expanding literature discussing benefits and challenges of conducting rapid research, yet there are relatively few examples related to methodological dilemmas and decisions that researchers may face when conducting rapid studies. In rapidly-changing emergency contexts, some of these challenges may be more easily overcome, while others may be unique to the emergency, magnified, or emerge in different ways. In this manuscript, we discuss our reflections and lessons learnt across the research process when conducting rapid qualitative interview studies in the context of a healthcare emergency, focusing on methodological issues. By this we mean the challenging considerations and pragmatic choices we made, and their downstream impacts, that shaped our studies. We draw on our extensive combined experience of delivering several projects during the COVID-19 pandemic in both single and multi-country settings, where we implemented rapid studies, or rapidly adapted an existing study. In the context of these studies, we discuss two main considerations, with a particular focus on the complexities, multiple facets, and trade-offs involved in: (i) team-based approaches to qualitative studies; and (ii) timely and rapid data collection, analysis and dissemination. We contribute a transparent discussion of these issues, describing them, what helped us to deal with them, and which issues have been difficult to overcome. We situate our discussion of arising issues in relation to existing literature, to offer broader recommendations while also identifying gaps in current understandings of how to deal with these methodological challenges. We thus identify key considerations, lessons, and possibilities for researchers implementing rapid studies in healthcare emergencies and beyond. We aim to promote transparency in reporting, assist other researchers in making informed choices, and consequently contribute to the development of the rapid qualitative research.

KEYWORDS
 qualitative, rapid, methodology, COVID-19, healthcare emergency


Introduction

The field of rapid qualitative research has a long-standing history in social sciences (Vindrola-Padros, 2021a). It has origins in the movement to involve local communities in identifying their own needs (Murray, 1999; McNall and Foster-Fishman, 2007), which then spread to the area of public health and social sciences (Richardson et al., 2021). Rapid research may take many forms (Richardson et al., 2021) and indeed researchers have delineated over 15 distinctive approaches in rapid qualitative research (Vindrola-Padros, 2021a). The diversity in approaches has also been reflected in somewhat heterogeneous definitions, based on the type of rapid approach (e.g., McNall and Foster-Fishman, 2007; Beebe, 2014; Vindrola-Padros, 2021a), with some authors highlighting key differences between them (McNall and Foster-Fishman, 2007). Nevertheless, features that seem to be common (but not essential) across these diverse approaches have been identified, including: rapid timeframes; team-based approach; use of multiple methods; iterative nature (e.g., simultaneous data collection and analysis); and a participatory focus, including engagement with relevant stakeholders to set research priorities and facilitate dissemination of actionable findings (Beebe, 2001; McNall and Foster-Fishman, 2007; Vindrola-Padros, 2021a). Indeed, some have urged researchers to think about these features on a continuum rather than as essential for all rapid qualitative studies (Vindrola-Padros, 2021a). For example, while a team-based approach may be beneficial for some studies, for others it may not be possible or useful (Vindrola-Padros, 2021a). It is also worth noting that, alongside the development of rapid approaches, we have also seen researchers creating rapid techniques with the aim of speeding up the process of data collection (through, e.g., mind-mapping, note-taking, or real time transcription) or analysis (through, e.g., omitting transcription, using voice recognition software for transcription, mind mapping, or direct coding from the audio-recordings) (Vindrola-Padros and Johnson, 2020). These techniques, in contrast to rapid qualitative research approaches, can be also used as part of longer-term studies (Vindrola-Padros and Johnson, 2020).

As qualitative researchers wanted to produce meaningful yet rapid research findings during the COVID-19 pandemic, the use of rapid qualitative research methods has seen an increase. This has been noted previously, with researchers turning to rapid approaches in other pandemics such as Ebola (Johnson and Vindrola-Padros, 2017). The COVID-19 pandemic has thus ignited further interest in rapid qualitative approaches, and created a particular opportunity to move the field forward. Successful setup and implementation of rapid qualitative studies in healthcare pose several challenges even in non-emergency situations. There may be unique challenges to conducting qualitative studies in extraordinary circumstances, such as a pandemic (Graetz et al., 2022). In rapidly-changing emergency contexts, some of these challenges may be novel, magnified, or emerge in different ways and at different stages of the research process, whilst others may be more easily overcome. Understanding these challenges as well as successful ingredients is important. Discussions of such methodological choices are still limited, although they are needed to assist researchers interested in rapid approaches to make informed research design decisions (Vindrola-Padros, 2021a), and there have been calls to compare the reliability of rapid techniques to identify their strengths and weaknesses (Johnson and Vindrola-Padros, 2017; Vindrola-Padros and Johnson, 2020). In this manuscript, we reflect on the methodological decisions and their consequences in the context of implementing rapid qualitative studies. The aim of our discussion is to identify key considerations, lessons, and possibilities for researchers implementing rapid studies in healthcare emergencies and beyond. This offers transparent guidance for researchers to make informed choices, and is an important part of preparedness in responding to pandemics and other urgent healthcare needs.



Materials and methods

This article draws on our experiences with six studies that we conducted during (and which related to) the COVID-19 pandemic. Throughout the process of data collection, analysis, and writing up these studies (between April 2020 and December 2021), all authors met on a regular basis to discuss their reflections on methodological choices within, and between study teams. These meetings provided the groundwork for this manuscript, as they allowed us to reflect on methodological dilemmas in each study. With time, the meetings enabled cross-study reflections and more theoretically-informed discussions around the suitability and feasibility of using rapid methods in our studies at the time and in the future, leading us to identify key points of comparison and learning. We further interrogated our understandings through repeated rounds of writing and reviewing related manuscripts. As our discussions and meetings continued, we identified a number of challenges and issues. Two issues were particularly important to our studies, which related to two of four commonly described features of rapid qualitative research, namely the process of implementing a team-based approach and ensuring rapid data collection (McNall and Foster-Fishman, 2007; Vindrola-Padros, 2021a). Within these two key features, we identified a number of issues which we kept coming back to and became the focus of this manuscript. We use our six studies to demonstrate to the reader how these methodological choices and challenges have played out. The key features of these studies are summarized in Table 1; in brief:

1) RECOVER-QUAL (Wanat et al., 2021a,b, 2022) was a qualitative study in eight European countries investigating patients' and healthcare professionals' (HCPs') experiences of receiving/delivering care for respiratory symptoms in primary care during 2020.

2) FACTS (Hirst et al., 2021; Wanat et al., 2021c) was a mixed-methods study embedded within a cohort study exploring university students' and staff' experiences of using Lateral Flow Tests for COVID-19.

3) SCIENTIST (Colman et al., 2021) was a qualitative study exploring views and experiences of scientists working on government advisory boards during the COVID-19 pandemic.

4) STEP-UP (Borek et al., 2021) was a qualitative study with primary care HCPs about the impact of COVID-19 on antibiotic prescribing and stewardship, conducted as part of a larger program of research.

5) HCP Policy and Experiences study (Borek et al., 2022; Pilbeam et al., 2022) was a longitudinal qualitative study exploring the dynamics of policy development and HCPs' experiences of working in the COVID-19 pandemic.

6) HOUSEHOLD (Verberk et al., 2021) was a mixed-method study in Belgium and the Netherlands investigating how household members navigated COVID-19 recommendations to prevent the spread of infection within the home.


TABLE 1 Overview of conducted rapid studies.
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Findings

We discuss and reflect on two main considerations, which we identified as core features shaping and shaped by the methodological choices we made in the studies we conducted, namely:

1. Team-based approach to rapid qualitative studies.

•   Team readiness and expertise.

•   Sharing data collection.

•   Transcription, summaries, and consequences for analysis.

2. Timely and rapid data collection and analysis.

•   Multiple facets of timely data collection.

•   Diversity in “rapid” study timeframes.


Team-based approach to rapid qualitative studies

One of the key features of rapid qualitative approaches is the extent to which a team-based approach is adopted. As highlighted by Vindrola-Padros, there is a continuum on which rapid approaches can be placed when it comes to teamwork, ranging from lone researchers to large teams (Vindrola-Padros, 2021a). We discuss here the importance of team readiness and expertise, the practicalities of sharing data collection between different researchers, and what this means for data analysis.


Team readiness and expertise

First, the readiness of the team, and familiarity of team members are important to start and conduct a new, or add-on, study rapidly. We found that teams that were already established, or where members already knew each other, were more easily able to rapidly set up and conduct their study. For example, the STEP-UP study was conducted within a larger multi-workstream research program which had started about 4 years before this qualitative study. The team was well-established and familiar, having worked together on different studies, sub-studies, and journal articles. There were several benefits to this, in particular: there was no extra time or effort needed to get to know each person's approach and working style; team roles and responsibilities were already established, meaning that everyone immediately knew what to do and what others were doing; processes for, and approaches to, study set-up and conduct, data collection and analysis, data management and team meetings were already established, allowing a quick and smooth execution.

In contrast, new teams were rapidly assembled in our other studies. For example, in the “HCP Policy and Experiences” study, a new team was set-up including collaborators who had not worked together before, and were from different institutions and research traditions/backgrounds (e.g., health psychology, anthropology, history, clinical medicine). This interdisciplinary collaboration provided much-needed breadth in perspectives on the health crisis, enabling us to identify unique insights and speak to wider audiences. Further, collaborating across institutions meant pooling resources and expertise, and established important new links and relationships. This also enabled producing different types of outputs, including academic journal articles, written evidence submissions to public inquiries, and disseminating findings to policymakers. Nevertheless, our newly-formed interdisciplinary and inter-institutional collaboration also posed some challenges. For example, the rapid and urgent nature of this study meant that, in the initial stages, there was little time for the team to come together to fully figure out how to leverage the benefits of interdisciplinary working more fully, which was consolidated more as the study progressed.

Second, an important part of the team readiness is whether the wider (institutional) infrastructure supports the rapid set-up of studies, with ethical approvals being a key element. For example, in the STEP-UP and SCIENTIST studies, we applied for ethics approvals to amend existing study protocols to address additional research questions and include additional participants. As opposed to designing and approving a completely new study, adapting an existing study enabled a quicker study set-up, participant recruitment, and utilized the resources that were already in place (such as staff/time, funds). In contrast, in the RECOVER-QUAL study, we were able to obtain very rapid ethical approval in some countries but the time to obtain local approvals varied considerably (7–67 days).

Finally, the expertise of team members in terms of qualitative methods is important. In four of our studies, data collection was done by experienced qualitative researchers who each had expertise in conducting interviews with various participant groups. For these projects, we therefore did not often face the task of having to train junior researchers in the basic principles of qualitative research. However, in the RECOVER-QUAL and HOUSEHOLD studies, data collection was shared between interviewers from different countries. Each country led their own data collection, but with the same topic guide being implemented. Due to time pressures, the RECOVER-QUAL core research team prioritized training to all interviewers which focused on understanding the study aims and the topic guide, rather than how to conduct interviews. However, this was complemented by on-demand support for each, depending how much experience they had previously had with qualitative research. In the HOUSEHOLD study, we had one senior colleague providing significant hands-on support and training to an inexperienced qualitative researcher, both in relation to the study aims and the interviewing technique. This was challenging given the tight timelines for the study but the one-on-one training was personalized to meet the needs of the less experienced researcher.

In contrast, across the majority of studies we had limited opportunity to involve other researchers, including more junior colleagues. We therefore did not have a chance to share the workload or speed up the data collection process. This was mainly related to how our research team, consisting of a few experienced qualitative researchers, operated before the pandemic.

Whilst our study teams had extensive expertise in qualitative methods, we were relatively new to the rapid qualitative methods. Rapid approaches were determined by the research questions being answered and, as such, we learned more about them through training, engagement with literature and extensive experience when conducting the studies. This involved not only learning the practicalities of conducting rapid data collection or analysis, but also being pushed to quickly examine our own assumptions of whether we believed rapid techniques were credible to us. While for some of the studies, wider study teams included members who have used rapid approaches before, we were not able to fully benefit from their expertise because of rapid timelines. Applying a rapid approach became easier, or more natural, the more studies we worked on, as we started becoming more confident in making, and assessing the consequences of, methodological decisions.



Sharing data collection

The fieldwork across all six studies was conducted by teams ranging in size; three studies had the fieldwork conducted by solo researchers, and three studies shared data collection between two or more researchers. In the SCIENTIST, HOUSEHOLD and RECOVER-QUAL studies data collection was shared between two or more interviewers, each conducting interviews in their native language. Sharing data collection had several advantages. First, it allowed sharing workload between the researchers, which in the context of rapid timelines was particularly beneficial. Secondly, using teams in multiple countries allowed us to access participants we would not be able to recruit otherwise. In addition, it enabled us to collect data in participants' native language, thus allowing them to express their thoughts more freely. Thirdly, given the specific context of the COVID-19 pandemic, it was useful to have researchers not only speaking the native language but also understanding the context of each country, specifically relevant COVID-19 policies, current affairs and legislation (e.g., related to quarantines).

In contrast, in the STEP-UP, FACTS and (vast majority of) “HCP Policy and Experiences” studies data was collected by solo researchers. Having a single researcher collecting data was beneficial in particular for the “HCP Policy and Experiences” study, as it enabled the same researcher to build relationships with participants over time. This was important in retaining participants and collecting consistent data across the course of the study. Given that the researcher knew the participants and data so well, this also facilitated rapid analysis and dissemination of findings via journal articles led by the same researcher.




Transcription, summaries, and consequences for analysis

One of the strategies used in rapid qualitative research to speed-up the analysis and/or save cost is to not transcribe the audio recordings of interviews or focus groups, and analyse fieldnotes and/or recordings directly. Out of our six studies, the data were fully transcribed in three, not transcribed in two, and partially transcribed in one. The decision to transcribe or not was dependent on the study aims, timescale and resources, and had important downstream impacts on sharing workloads and the kinds of analysis possible.

For example, in the SCIENTIST, RECOVER-QUAL and STEP-UP studies we were able to secure the resources to transcribe all interviews and rely on transcription to analyse data. The reasons for transcription were slightly different across these studies; the datasets for the RECOVER-QUAL and STEP-UP studies were always planned to be transcribed as the studies were not initially planned to be rapid. In the STEP-UP study, having all transcripts and interview notes also helped another researcher contribute to the rapid analysis as they could quickly and easily familiarize themselves with and code the data. Conversely, in the SCIENTIST study, once we started collecting the data, it became apparent that transcription would be very beneficial as the research team had limited experience of the study topic and data was richer than we initially expected. Here, having access to transcripts allowed us to get a greater understanding of the issues faced by the participants in a shorter amount of time than if we had only had recordings, while also allowing the in-depth analysis to be achieved more quickly.

In the SCIENTIST and RECOVER-QUAL studies, data was charted against a priori categories identified based on the topic guide (deductive analysis) to shorten the time needed for the analysis. However, data within each category was then coded inductively line-by-line to create sub-categories, and identify themes while ensuring that our analysis was grounded in data. Prior to transcription both RECOVER-QUAL and the SCIENTIST study collected interview summaries after each interview or batch of interviews. This enabled the research team to access data quickly prior to it being transcribed and translated into English but also enabled each interviewer to highlight key points from interviews to inform analysis from an early stage. Interview summaries were complemented by discussions within the whole research team to allow interviewers to explain the data collected in the context of what was happening with the COVID pandemic in their own country.

In contrast, the HOUSEHOLD study was set up from the beginning to rapidly inform policy. Similarly, the FACTS study aimed to provide rapid qualitative results to support quantitative findings. As such, these two studies were the most rapid in our portfolio. Transcription was not carried out and this was seen as crucial in speeding up the analysis and the dissemination of results. This impacted the analysis; after each interview, we charted the data onto an a priori framework, including relevant quotes, and discussed the data with other researchers (if applicable). This was a very structured approach, allowing the team to quickly have an overview of the whole dataset. It was also possible as the studies had clear and contained research questions, with datasets analyzed with this lens in mind. This approach contrasted with the interview summaries collected in the studies above which were unstructured and led by each interviewer identifying what they thought was the key information. We felt that the less-structured initial approach was possible as we could still rely on more “traditional” qualitative analysis as a result of access to the transcripts, while the lack of transcripts in the latter studies “forced” us to be more driven by the pre-existing categories to ensure systematic approach to analysis.

Finally, in the “HCP Policy and Experiences” study, notes from all 105 interviews were made by the interviewer summarizing the key points discussed, and case summaries were produced giving an overview of each participants' longitudinal experiences and narrative. Due to resource constraints, only a sub-set (73) of interviews were transcribed. The interviews which were considered particularly important or detailed were selected for transcription. This pragmatic approach had benefits as well as challenges. While transcripts are important, they are not the only source of data in an interview study. Keeping fieldnotes alongside interviews was helpful in capturing aspects of the interviews that were not necessarily captured by transcribing what was said; they also allowed capturing communication occurring before or after the recorder was turned on/off, or through other mediums (e.g., email). On the other hand, the verbatim transcripts provided a detailed record of the content of the interviews, and thus allowed for thematic coding and analysis of the data. Unstructured notes were helpful to inform interpretation, whereas time pressure meant that re-listening to all recordings was often unfeasible. These considerations became particularly pertinent when a new researcher joined the team to conduct further analysis of these data. This second researcher was less familiar with the interviews that were not transcribed, and while the notes helped give a rapid introduction and overview of the dataset, they found the verbatim transcripts particularly helpful. Therefore, when working with transcribed and non-transcribed data, and sharing data analysis with a researcher who did not collect the data themselves, there was a tendency to give more attention to transcribed interviews because they could be more easily coded and quoted.



Timely and rapid data collection

Timely and rapid data collection are two important features of rapid research; data needs to be collected quickly and at informative timepoint(s). We discuss here ways in which timeliness and rapidity became pertinent to our studies.


Multiple facets of timely data collection

Rapid research is often considered as research conducted within a short time, although the duration of the rapid studies also differs largely. Rather than focusing just on the overall timeline or duration of the study, we found considering the timeliness of the data collection a key and helpful aspect of rapid research. When conducting our studies, we became aware of the multidimensionality of the concept of timeliness. Here we discuss three aspects related to timeliness of data collection: (i) capturing the phenomena of interest in real time; (ii) complexities of mixed-methods studies; and (iii) ever-changing context of pandemics.


Capturing the phenomena of interest in real time

Perhaps the most obvious dimension of timeliness is whether the data is being collected in a way that allows researchers to capture phenomena of interest in real time. Although the benefit of “hindsight” can be of particular significance, gathering data as things are happening, rather than retrospectively, has great advantages especially when needed to inform policy and emergency responses. It allows exploration of issues as events unfold, and uniquely captures participants' insights, views, and sense making in the midst of their experiences prior to subsequent reflections and reinterpretations.

In the RECOVER-QUAL study, we were able to interview HCPs in the first few weeks of the pandemic (the first lockdown). As we were interested in how they were adjusting to the changes in care delivery, they could describe these changes almost as they were happening. Some participants commented how even a week could make a difference in how they felt about the situation, as it was changing very rapidly on the ground. In contrast, we interviewed some participants in later months, but still within the period of the first lockdown. This “delay” was due to ethical approvals taking longer in some countries. These later interviews were slightly different as participants had more time to adjust to the changes in primary care and, importantly, to process what was happening and how they felt about it. This meant that the interviews were to some extent retrospective and participants often described how they felt initially and how they felt at the time of the interview.

In addition, the aim of the “HCP Policy and Experiences” study was to explore the experiences of HCPs during the COVID-19 pandemic, and how they changed over time. The first pilot interviews were conducted in February 2020 at the very start of the pandemic in the UK. To rapidly start the study and capture experiences “in real time,” participants were recruited through contacts/networks of the research team members. While this strategy enabled a prompt start and recruitment, recruiting a wider range of participants and purposeful sampling were more difficult. In this longitudinal study, participants were interviewed between 4 and 10 times throughout the first year of the COVID-19 pandemic. Interviews were scheduled depending on participants' availability and the pace of changes in their work (e.g., roles and responsibilities), guidelines and the pandemic's impact on healthcare services. This allowed us to collect timely (“real-time”) data, which could identify trajectories of how HCPs' experiences changed over time throughout a rapidly-changing context.

In contrast, in our STEP-UP study, we wanted to capture the impact of the pandemic on antibiotic prescribing and stewardship. However, we were reluctant to add burden and additional pressure on HCPs to participate in the study early in the pandemic when clinicians had other priorities. When we conducted the interviews in autumn 2020, we found that HCPs perceived their antibiotic prescribing as elevated early in the pandemic, and then returning to more usual in autumn. Although conducting the interviews later in the pandemic meant that we did not capture the perceived impact in “real time,” we were able to explore HCPs' reflections of the few months at the time when they seemed in a better position to reflect and share their experiences.



Complexities of mixed-methods studies

Mixed methods research often poses challenges in integrating datasets. In the context of rapid research, this alignment between the timeliness of data collection and integrating datasets became even more important. Two of our studies, the FACTS and HOUSEHOLD studies, were qualitative studies conducted alongside quantitative components, thus making timeliness of data collection of the two components closely related.

The FACTS study was a cohort study with a qualitative sub-study. The cohort study ran from October 2020 to January 2021, and aimed to examine the feasibility of regular self-testing for SARS-CoV-2 using LFTs in a university setting (Hirst et al., 2021). To complement this work, we conducted a qualitative study looking at acceptability of the testing, by doing interviews with university students and staff. To ensure consistency in timeframes for both studies, data collection for the qualitative study had to be completed within the timeframe of the cohort study. Specifically, we wanted to avoid interviewing people about their experiences of using LFTs beyond the period of the cohort study to ensure that interview participants had not had significantly greater experience of self-testing. Similarly, in the HOUSEHOLD study it was crucial that we were able to conduct interviews with participants while they were still in quarantine to capture how their experiences of adhering to infection control measures unfolded. We conducted interviews 7–15 days after the COVID-19 diagnosis of the index case, but this required a great time commitment by both researchers working on the project and close collaboration with the team recruiting patients in practice.



Ever changing context of pandemics

Finally, the context of the pandemic became very important in examining whether data was collected and disseminated in a timely manner. This context—shaped by local guidance and (inter)national public health policies such as those related to testing, quarantine requirements, and models of delivery in and access to primary and secondary care—became central for us to understand in order to interpret participants' experiences.

In the HOUSEHOLD study, context became particularly pertinent to timely data collection. Specifically, as the study was conducted in Belgium and the Netherlands, we became acutely aware of the significance of the policy changes relevant to the study aims. Even though the study was being conducted at the same time in the two countries, the COVID-19 restrictions and regulations related to quarantine requirements in both countries were changing rapidly. This influenced interpretations of participants' views on quarantine and infection control measures. As a result, we allocated extra resources to collect data in both countries as closely as possible to each other. We also closely monitored changing guidelines to be ready to consider, albeit often at short notice, what it might mean for the data collection.

In the “HCPs Policy and Experiences” study, we faced similar issues, especially as one of the aims of the study was to explore the impact of the changing COVID-19-related policies and guidelines for HCPs. We also included participants from different settings (general practice, emergency care, different hospital departments) where policies and practices often differed, and changed frequently, so we had to keep track of a vast number of contextual and policy shifts. We did this through linking policy or guidance documents to international monitoring of key policy and guidelines available online, and keeping a record of guideline documents and announcements (including clinical practice, infection prevention and control, public health, and occupational health and safety guidelines); particularly those related to any changes mentioned by participants in interviews. Although this added a large amount of additional work, this was especially helpful in informing our analysis. We could contextualize our year-long longitudinal data against a policy timeline of relevant guidelines and guideline changes that we constructed from tracking these in real-time.

Finally, working with policy colleagues also allowed dissemination of findings in a timely manner, in relation to the ever-changing policy landscape. Therefore, in addition to traditional dissemination channels such as scientific publications, for three of the projects (HCP Policy and Experiences, HOUSEHOLD and RECOVER-QUAL) we worked closely with policy partners to disseminate the findings in the form of policy briefs, summaries, or regular updates to policymakers (e.g., European Centre for Disease Prevention Control, 2020; World Health Organisation, 2020). Regardless of the overall study timeframes, we were thus able to rapidly disseminate findings to different audiences as data collection was still ongoing.




Diversity of “Rapid” study timeframes

Our studies ranged in timeframes, from days to a few months, with the longest, a longitudinal study, conducted over a year. Drawing on terminology from longitudinal research, we consider the study timeframe (period over which the data is collected) and the tempo (intensity) of data collection in tandem, to reflect on what “rapid” meant in our studies.


Rapid timeframe and intensive tempo

In our FACTS study, we faced a particularly rapid timeframe, which was planned for only 2 months (December 2020–January 2021). However, the study frame was shortened even more as the study had to pause for 2 weeks when university students and staff went on their Christmas break. This meant that recruitment and data collection had to be particularly condensed which resulted in 18 interviews being conducted across just 13 days, with many instances of interviews being conducted one after another. While we successfully completed data collection within this timeframe, it required significant re-organization of workload within the team related to other studies being conducted at the same time. The data collection and analysis were conducted by one person which put a particular pressure on the timely delivery. A team-based approach to data collection might have been particularly useful here to share this intense fieldwork.

In contrast, the SCIENTIST study and the RECOVER-QUAL studies had different timeframes and tempos. The data collection timeframe for the SCIENTIST study was 5 months, with 21 participants. While we collected and analyzed data simultaneously, thus allowing for a rapid dissemination, the tempo of data collection was slower as it largely depended on access to and availability of the participants (scientists working on the COVID-19 advisory boards). Similarly, the RECOVER-QUAL study had a 4-month data collection timeframe, but the tempo of data collection in each country was more intense (2–6 weeks) to reduce diversity in experience within countries.



Longitudinal design: The case for a longer timeframe with intensive tempo

Although a longitudinal design might at first seem contradictory to rapid research, based on our reflections from conducting two longitudinal studies (STEP-UP and “HCP Policy and Experiences” study), we examine how a longer timeframe may be employed together with a more intensive tempo of data collection, analysis and dissemination.

The “HCP Policy and Experiences” study was designed from the outset as a longitudinal qualitative study that aimed to follow HCPs over a year and explore how the context (e.g., policies, guidelines) and their experiences changed over time during the pandemic. The value of a longitudinal design is that it allows researchers to explore what changes, or does not change, over time through multiple data collection points with (usually) a smaller sample of participants. The timeframe (in our example—a year) might not as such match the typical shorter timeframes of rapid research. However, the tempo of data collection and analysis was intensified and enabled by using some rapid research techniques. The time for approvals, set-up and recruitment were shortened and intensified (compared to standard qualitative studies) by prioritizing resources and the study for approvals, and by recruiting participants through existing networks. Data collection was also intensified as we started collecting interviews as soon as participants were identified in the early stages of the emerging pandemic, and we arranged frequent interviews (depending on each participant's availability) over the first months of the pandemic when policy changes occurred rapidly. Finally, data was analyzed alongside data collection, with ongoing dissemination of the emerging findings on a weekly basis in the form of updates to policymakers, and preparing academic publications at points throughout data collection.






Discussion

In this manuscript, we described the most salient methodological issues that we faced when setting up and implementing six rapid qualitative studies during the COVID-19 pandemic. As others have highlighted, there is a need to openly discuss methodological choices in rapid research, to promote transparency in reporting, assist other researchers in making informed choices, and consequently move the field forward (Vindrola-Padros, 2021a). Here, we reflected on two interconnected issues, often central to rapid qualitative approaches. We also provide a summary of key considerations in relation to discussed methodological dilemmas in Table 2.


TABLE 2 Summary of key considerations in relation to methodological choices.
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Considering how to ensure a suitable and successful team-based approach to rapid research

A team-based approach is one of the key features of rapid qualitative research. While some consider it essential (McNall and Foster-Fishman, 2007), others suggest considering a team-based approach on a continuum from solo researchers to larger teams, depending on the study design (Vindrola-Padros, 2021a). In our studies, we utilized both a solo-researcher and a team-based approach to data collection and analysis. It is important to reflect which of these may be most suitable for a study, and researchers may want to take into account a number of factors. Firstly, one of the key considerations might be the tempo and complexity of data collection and analysis. We found a team-based approach most beneficial in studies with a more intense tempo and more complex data collection (e.g., involving multiple countries, settings, topics/research questions). As also discussed by others, larger research groups were hugely valuable in enabling workload-sharing, better access to participants, faster data collection, collection of data in local languages, and allowing the team to benefit from insights related to local contexts when collecting and interpreting the data (Graetz et al., 2022). However, as others highlighted as well (Vindrola-Padros et al., 2020), larger research groups pose the challenge of ensuring a shared understanding of the methodological approach to qualitative research being undertaken. Related to that, it may be difficult to bring together potentially divergent viewpoints of researchers coming from different disciplines and traditions (Vindrola-Padros and Johnson, 2020). While this can be offset by investing time in appropriate training and collaborative team meetings, the larger the team, the more difficult it may be to do that. The challenges of interdisciplinary research are well-established (Larsen, 2018; Bardosh et al., 2020), but working under tight timelines, in newly established teams can magnify these challenges (Baxter et al., 2021; Colman et al., 2021). Given the great value of interdisciplinary working, especially in healthcare emergencies, practical strategies may help to manage some of the challenges we experienced; for example, using Rapid Assessment Process (RAP) sheets to facilitate more systematic updates, summaries of data and a more systemic approach to building infrastructure for cross-country and/or interdisciplinary research (Vindrola-Padros, 2021a). Secondly, the team readiness, and related to that, the novelty of the topic to the study team, may also be important. In some of our studies we benefited from being able to work with researchers who we knew well and had experience of using qualitative methods. We also found that when the topic was new to (some of) the research team, it was also useful to adopt a team-based approach to share insights, and leverage individuals' expertise. Others have also highlighted that a team-based approach can be a good way of sharing existing expertise and having a lead researcher familiar with the topic, can be useful in ensuring that the rest of the team can contribute to the analysis (Vindrola-Padros et al., 2020). Thirdly, the scope of the study and breath of research questions can also be an important consideration. We found that a solo researcher approach was most beneficial for studies with narrower research questions (i.e., rather than broader, more exploratory ones), which rely less on team input for data collection and analysis. Finally, for the longitudinal studies, in line with other researchers (Worth et al., 2009), we found that one person collecting all data facilitated rapport and relationship-building with the participants. While in the rapid studies, this may not always be seen as a priority, it is an important consideration to ensure low sample attrition. Thus, we would urge researchers to carefully consider the suitability and implications of team-based vs. solo approaches. Particularly, the potential trade-offs involved as well as the provisions necessary to support the approach taken, make it an effective use of resources, and derive the most benefit from it.



Considering benefits and challenges related to transcribing data

The traditional approach in qualitative research often involves audio recordings and transcription, with the aim of using the transcripts for analysis (Greenwood et al., 2017). Transcription has often been thought of as a non-negotiable part of qualitative interview research, and challenging this can be difficult (Vindrola-Padros and Johnson, 2020). However, some have highlighted the importance of considering the diversity of qualitative traditions and schools, and that while transcription can be of great value to some qualitative approaches, for others it may not be essential (Halcomb and Davidson, 2006). Rapid studies may in particular eliminate transcription of data, and thus it is important to consider both the suitability of (lack) of transcription in this context, as well as the downstream consequences including workloads and the type of analysis that is possible. Firstly, as highlighted by others, transcription decisions need to be closely linked, and appropriate, to the study aims and analytic approach (Tessier, 2012). In line with others (Gravois et al., 1992; Halcomb and Davidson, 2006), we felt that transcription provided more flexibility during thematic analysis as it facilitated making conceptual links between categories. Transcription may be even more important and beneficial for qualitative approaches which rely on making these conceptual links in order to develop theory, for example in grounded theory (Walker and Myrick, 2006). There is a paucity of rapid qualitative research involving such qualitative methodologies, and the studies published during the pandemic using grounded theory seem to rely on transcribed data to be able to create conceptual frameworks based on the results (e.g., Rees et al., 2021; Hörold et al., 2022). This is perhaps not surprising as conceptual analysis or drawing on theory takes time which may not be always compatible with rapid research timeframes (Vindrola et al., 2021a). Thus, while it may be difficult to implement a grounded theory methodology in a rapid study, it is important to highlight that researchers using such methodologies, may choose to adopt a discrete rapid technique at different stages of data collection or analysis, if their aim is to reduce the time required for data collection or analysis for these parts of the research process. It is also worth noting though that even when having access to transcripts, fieldnotes collected during or after interviews, and interview summaries, are also greatly beneficial in making sense of the data. Fieldnotes have a long standing place in qualitative research and can add an important layer to the analysis (Phillippi and Lauderdale, 2017), as transcripts cannot be assumed to be the only source of data in an interview. In contrast, in our studies which relied on more descriptive analysis, the lack of transcription was not disadvantageous. Thus, more descriptive analysis was possible based on recordings only, but the availability of transcripts further facilitated making links between categories. Secondly, the researchers may want to reflect on whether their motivation for omitting transcription is to save time or money. Specifically, researchers seeking to save money may want to omit transcription but then aim to “counterbalance” the lack of it by committing (significant) time to formulating codes and themes based on extensive listening to audio recordings (Gravois et al., 1992; Greenwood et al., 2017), or introduce an additional step in data collection where researchers create a mind map with participants in a focus group, which would be an equivalent of generating of “codes” or “categories” (Burgess-Allen and Owen-Smith, 2010). In the context of the healthcare emergency such as the COVID-19 pandemic, saving time and rapidly analyzing data, may be the most important motivator (Johnson and Vindrola-Padros, 2017; Vindrola-Padros et al., 2020; Hoernke et al., 2021). In this instance, researchers may omit the transcripts and analyse the data directly from the recording, which may involve producing a list of initial issues (themes) after each focus group/research encounter that are then ranked later on (Joe et al., 2015), or using RAP sheets (Vindrola-Padros, 2021a) in order to speed up the process. In our studies we were often focused on producing actionable results, and were motivated by the aim of influencing policy based on incoming data. Thus, regardless of whether the transcription was possible or not, we relied on more descriptive and structured analysis to formulate a reply to a focused research question. Thirdly, it is worth considering who will conduct the analysis and how transcription may affect this process. In our studies, transcription of data allowed researchers who did not collect the data to more quickly familiarize themselves with the data and contribute to the analysis, and it made it easier to select supporting/illustrative quotes when writing up. Related to that, it is worth reflecting on the need for a transparent and permanent record of the data collected and analysis, particularly for studies with richer datasets and/or with additional research questions for future secondary analyses. Overall, given the variety of approaches possible with and without transcripts, we urge researchers to be clear about their priorities (e.g., time, cost, impact) as these have important implications for the type of analysis possible and/or appropriate. To support researchers in making such informed choices and ensuring study quality, sufficient training and expertise specifically in employing rapid qualitative approaches should also be sought (Vindrola-Padros, 2021a).



Considering how to ensure timely research

Rapid research is often motivated by the need to be responsive to changing priorities, thus ensuring its timeliness (Vindrola-Padros, 2021b; Vindrola-Padros et al., 2021). Timeliness of research has been somewhat discussed in the literature, mainly in relation to evaluations, with authors highlighting that when the research is conducted is as important as whether it addresses the “right” issues (Grasso, 2003; McNall et al., 2004). For healthcare research to be useful, its findings need to be rapid, responsive, and relevant (Riley et al., 2013). In the context of health emergencies, Vindrola-Padros et al. (2020) also highlighted the importance of research timeliness and its ability to deliver timely and actionable findings, which can inform evidence-based public health response. However, for social scientists, including qualitative researchers, an important aspect of timeliness is that it is partially dependent on whether these researchers are invited to contribute to the pandemic response early enough (Vindrola-Padros et al., 2020). Thus, the discussion around timelines has been focused mainly around whether the study findings are produced in timely way, so they could inform the policy decisions, or at least contribute to the evidence being considered (Grasso, 2003; McNall et al., 2004). While these are essential features of rapid research, the COVID-19 pandemic has brought out another aspect of timeliness related to when the data was collected, rather than only to when it was used. Specifically, in the rapidly changing context of COVID-19, our studies highlighted the importance of three additional aspects of timeliness: collecting data in real time (rather than retrospectively), carefully considering the changing external context, and the complexities of mixed methods studies. These aspects have been discussed to a lesser extent in the methodology-focused literature.

Timeliness of findings is of course closely linked to timely data collection, but it perhaps has not been acknowledged to the same extent (with some exceptions, e.g., Vindrola-Padros et al., 2020). We have illustrated here that timeliness is a distinctive feature of rapid research. Thus, it is possible to have timely findings, for example through simultaneous data collection and analysis, but still not collect data in real time. Hoernke et al. (2021) also highlighted this issue as they collected interviews with HCPs before, during and after the first peak of the pandemic, with authors noting that this approach allowed them to capture HCPs' experiences as the situation was unfolding. When attempting to collect data in real time, researchers may want to consider the feasibility of such an approach. In our studies, we have discussed the importance of considering the extent of heterogeneity between the countries collecting data within the same study. In studies conducted in multiple settings or countries, it is important to reflect on and identify the key differences between these settings or countries which may impact how researchers interpret the data, especially if the periods of data collection are not aligned. Others have acknowledged the complexities of implementing studies in multiple countries during the COVID-19 pandemic, and the limitations of not gathering comparable data (Ding et al., 2021; Kilian et al., 2021, 2022); however, these aspects have not been highlighted as an important dimension of timelines in rapid qualitative research across multiple sites. Nevertheless, there remains the need to consider the burden and additional pressure on participants taking part in the studies in real time (Vindrola-Padros et al., 2021). Our study highlights that researchers should reflect on the opportunities and costs offered by gathering data in real time, and its impact on participants. Finally, the diversity of designs of qualitative and mixed methods approaches have been highlighted before (Vindrola-Padros, 2021a), including conducting (i) a rapid study to inform longer-term research, (ii) a shorter study exploring remaining questions after a longer study has been completed, or (iii) a parallel rapid study to a longer program of work. Conducting mixed methods research is challenging as it requires an integration of research teams conducting each sub-study, as well as a clear strategy for triangulating the data (Tashakkori and Creswell, 2007; O'Cathain et al., 2010). Our studies conducted during the COVID-19 pandemic also highlight an additional challenge for certain mixed-methods designs, namely the need to align the data collection timelines to ensure that the data is comparable and can be truly triangulated. This also requires careful planning and appropriate resources.



Considering how to ensure rapid data collection

Rapid timeframes, understandably, are considered a key feature in rapid qualitative approaches. We have found that a useful way of considering the extent to which the study can be considered rapid is not only timeframe of data collection but also its tempo. Both terms have a long-standing use in longitudinal qualitative research. While a timeframe can be understood as the length of data collection, tempo can be defined as the number, length and frequency of visits to the field (Neale, 2021). While the frequency of visits is of course a unique feature of the longitudinal design, the number and length can be particularly useful when considering the rapid qualitative research as well. This has implications for how we define what rapid is; while it may be difficult to define the study length for the study to be classed as rapid because the extent of rapidness will depend on the aims, research question, context and other factors, there are also attempts to create a boundary with some suggesting that data collection should not exceed 6 months. This is on the basis that data collection longer than that will start resemble a non-rapid study (Vindrola-Padros, 2021a). Interestingly, similar arguments have been expressed in relation to longitudinal qualitative research, highlighting that there is no universal length of data collection period, as this will greatly depend on the study objectives. For example, Saldana coined the term “shortitudinal,” to describe studies which combine intensive data collection periods with shorter time frames (starting from several months) (Saldaña, 2003). On a practical level, the researchers may want to consider the tempo of their data collection. For example, a 4-month study with 80 interviews (as for example in the RECOVER-QUAL study) may demand different approaches and resources than a 5-month study with 21 interviews (as was the case with our SCIENTIST study). Thus, the required resources, staff workloads and competing priorities across multiple projects, and the type of analysis will have to be considered. Studies utilizing more intense tempo, may benefit from a team-based approach to manage workloads. However, even a team-based approach may not allow a more conceptual analysis in short periods of time, and thus more structured approach may need to be considered.

A particular example of the tension and importance of considering both timeframe and tempo might be a longitudinal design in the context of rapid research. At first glance, longitudinal design and rapid research seem incompatible. As highlighted earlier, this closely links with an idea that rapid studies are conducted over relatively shorter periods of time, and thus not allowing space (and time) for dealing with challenges related to more complex designs. In the field of rapid qualitative research, longer timeframes have been somewhat indirectly discussed in relation to some rapid qualitative approaches such as Rapid Feedback Evaluation or Rapid Cycle Evaluation. These approaches are considered as either having short study timeframes or having longer timeframes with built-in feedback loops/cycles for the continuous sharing of findings (Vindrola-Padros et al., 2021), with the latter potentially making the studies longer overall. The context of the pandemic also puts these “traditional” timeframes in spotlight. Despite a great number of qualitative studies examining experiences of patients and HCPs during the pandemic, longitudinal rapid qualitative design has been utilized less frequently. This is not surprising; longitudinal design is still underutilized in applied healthcare research (Wanat et al., 2021d). However, there are notable examples of combining longitudinal design and rapid research; for example a study by Turner and colleagues who examined how GP practices maintained face to face contact by conducting four interviews between May and June 2020 through combining rapid timeframes and timely dissemination, with longitudinal design (Turner et al., 2021). It is also worth noting that, similarly to grounded theory studies conducted during the pandemic discussed earlier, the studies which used longitudinal designs and were conducted over a short period of time have not always been classified as rapid by the authors themselves (e.g., Maison et al., 2021). This highlights that short data collection period does not automatically lead to a study being called “rapid.” It also shows the complexities in defining the key characteristics of rapid studies, and applying these when designing and implementing rapid qualitative approaches. Based on the recent examples, there seems to be a scope for innovation in rapid qualitative researchers by adopting more complex designs with both shorter and longer study timeframes.




Conclusions

Rapid qualitative research can be successfully set up and implemented in the context of a healthcare emergency, but can pose methodological dilemmas and challenges for researchers. In this manuscript, we have focused on two methodological issues, which became pertinent to our studies, namely implementing a team-based approach, and conducting timely and rapid research. By sharing our experiences and reflections, we hope to contribute to the transparency in conducting and reporting rapid studies and help other researchers to make better informed methodological choices. We also encourage other researchers in engaging with such methodological discussions to help move the field of rapid qualitative research forward.
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During the COVID-19 Pandemic, health care provision changed rapidly and funding became available to assess pandemic-related policy change. Research activities, however, were limited to contactless, online delivery. It was clear early on that some elements of online rapid ethnography were feasible and effective, while others would not approach traditional ethnographic depth. We conducted an online Rapid Assessment, Response, and Evaluation (RARE) project from August 2020 to September 2021 to understand how COVID-19 policy impacted people who use drugs. Our interdisciplinary research team conducted online ethnographic interviews and focus groups with 45 providers and community stakeholders, and 19 clients from rural and urban areas throughout Arizona. In addition, 26 webinars, online trainings, and virtual conferences focused on opioid policy and medication for opioid use disorders (MOUD) were opportunities to observe conversations among providers and program representatives about how best to implement policy changes, how to reach people in recovery, and what aspects of the changes should carry forward into better all-around opioid services in the future. Our RARE project was successful in collecting a range of providers' perspectives on both rural and urban implementation of take-home MOUDs as well as a wide view of national conversations, but client perspectives were limited to those who were not impacted by the policies and continued to attend in-person daily clinic visits. We describe challenges to online rapid ethnography and how online research may have allowed for an in-depth, but incomplete picture of how policy changes during COVID-19 policy affected people with opioid use disorders.
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COVID-19, substance use policy, medication for opioid use disorder (MOUD), rapid assessment response and evaluation (RARE), online ethnography


Introduction

During the COVID-19 Pandemic, in response to providers and programs calling for more flexibility, the United States Drug Enforcement Administration (DEA) temporarily relaxed restrictions to serve patients in substance use disorder (SUD) treatment. Changes included longer take-home doses of methadone and buprenorphine, fewer barriers for prescriber authorization, and allowances for telehealth delivery (SAMHSA, 2020). These changes directly and indirectly impacted the approximately 14,500 substance use treatment programs in the United States, but the actual implementation of the changes varied.

In the months after the guidelines changed, media reports described enthusiasm among behavioral health providers regarding these policy changes and described the changes as what providers had been asking for (Eaves et al., 2020). Harm reduction programs argued that people who use drugs should have the medications they need and that telemedicine has potential not only to reduce the risk of COVID, but also to reduce burden on clients in general and address some of the difficulties and stigma associated with MOUDs, particularly methadone which typically requires daily dosing.

Initial research has suggested that access to take-homes and virtual visits decreased stigma, increased access to MOUD, and allowed providers the flexibility to engage in more patient-centered care (SAMHSA, 2021). Amidst these changes, healthcare providers and policymakers worked to manage crisis situations, particularly the competing public health emergencies represented by the opioid epidemic in the context of the COVID-19 pandemic (Pérez-Chiqués et al., 2021).

Housing insecurity, unstable employment, and related financial concerns are common among people who use drugs (Harris et al., 2019; Jemberie et al., 2020; Volkow, 2020). During the COVID-19 pandemic, closures and mandates increased social isolation, unemployment, and a range of stressors that elevated relapse risk for people in substance use recovery (Melamed et al., 2021). Individuals seeking substance use treatment, in many cases, reported encountering inactive phone lines, discontinued programs, or unresponsive clinics when seeking services, particularly in rural areas (Conway et al., 2022; Melamed et al., 2022). These issues are present in Arizona, and the demographic and geographic contexts made it an interesting case example to consider the impacts of SUD policy change.

Arizona has only two major metropolitan centers; thus, people living in rural areas face up to 5 hours driving distance to reach a medical specialist. Eighty percent of the population live in mental health professional shortage areas (Koppell et al., 2014), with few options for mental or behavioral healthcare in rural areas. Given this context, Arizona's telemedicine infrastructure was well-developed prior to the pandemic. Many clinics throughout the state were ready to immediately implement changes to allow patients more flexibility and access to SUD treatment through telemedicine (Rowe, 2020).

During the COVID-19 pandemic, access to online communication went from a luxury to a necessity, exacerbating the “digital divide” and further disadvantaging those with limited or no access to communication technology (Busch et al., 2021; Lai and Widmar, 2021; Cheshmehzangi et al., 2022). The “digital divide” is a term used to describe disparities between people who have access to communication technology and people who don't (Lythreatis et al., 2021). Particularly among people who are housing insecure or living in poverty, a large percentage of residents in inner city and rural areas don't have reliable internet access (Ramsetty and Adams, 2020; Reddick et al., 2020).

Due to circumstances also stemming from the COVID-19 pandemic, including university restrictions on research and clinic closures, our research on these changes was initially limited to virtual environments. Working in a mostly virtual domain revealed some surprising benefits as well as barriers to information access. Here, we describe complexities of both online care delivery for substance use disorders, as well as challenges inherent in online ethnographic research, and suggest key areas for future research.



Methods

Rapid Assessment, Response and Evaluation (RARE) is a National Institutes of Health and National Centers for Disease Control and Prevention (NIH/CDC) sponsored/created methodological approach to providing institutions and communities information they need to respond to time sensitive crisis situations (Trotter et al., 2001; Needle et al., 2003; Trotter and Singer, 2005). RARE assessment involves triangulation of multiple methods to conduct rigorous, locally responsive assessment and evaluation within a much shorter timeframe than conventional research (Needle et al., 1999; Trotter and Singer, 2005, 2007; Bates et al., 2007). RARE methodology has been tested in various health crisis situations, including HIV prevention (Bates et al., 2007; Sabin et al., 2008), pandemic mitigation (Needle et al., 2003; Trotter and Singer, 2005), and substance use prevention and recovery (Stimson et al., 1999; O'Connell et al., 2005; Valderrama et al., 2006; Loosier et al., 2020).

Core RARE methods used in this project included community solicitation, expert interviews, focus groups, and participant observation (Trotter et al., 2001; Minkler and Wallerstein, 2011; Hardy et al., 2014). Recruitment for interviews and focus groups employed a standard qualitative sampling approach, which involves targeting individuals with expert knowledge or personal experience with substance use treatment during COVID-19 (Trotter, 2012). To engage a broad range of perspectives, in addition to reaching out to our community meeting participants for recommendations and referrals, our student researchers (KN, KD, DM) used google and AZ Department of Health listings to compile contact information for 54 opioid treatment centers from all 15 counties in the state. The students reached out to each by email and by phone, and asked respondents to refer their interested colleagues and clients. We placed a link and flier for our study on some of the larger clinic groups in the state, and met with directors of large multi-clinic agencies to discuss strategies for reaching their clients and providers. Participants included people in substance use treatment (clients), providers, payers, and leaders of stakeholder organizations. Our questions were designed around RARE domains to assess: (1) risk and protective factors; (2) contextual factors (environment); and (3) currently available programs and how to improve them (Trotter et al., 2001). Assessment of contextual factors at individual, interpersonal, community, and policy levels were guided by social ecological understandings (Bronfenbrenner, 1994).

Our interpretation is based on interviews and focus groups with 19 clients and 45 providers in Arizona. Some focus groups were conducted with groups of providers or clients within a single organization. For example, one group invited us to conduct a focus group as part of their weekly provider meeting. Others were pre-scheduled and advertised so anyone interested could respond and receive a link to participate online. Interviews and focus groups were conducted by phone or zoom due to COVID-related restrictions. Our research team also attended trainings, webinars, information sessions, and other conversations between providers, policy-makers, and researchers that were available throughout the project to gain a broader perspective on national and state-level approaches to policy implementation. The authors undertook 26 episodes of participant observation at events and recorded findings in field notes which also informed our analysis.

As a community-engaged approach, a first step in conducting RARE is to understand local interest, priorities, and questions. We convened community stakeholders (payers, local leaders, providers, policy-makers) to discuss perceptions of risks, needs, and impacts of COVID-19 policy changes. Qualitative interviews with providers, program directors, and clients, and other stakeholders were an opportunity to delve deeper into issues encountered in implementation of the new guidelines and individual and interpersonal level barriers and facilitators to telehealth and mHealth care delivery. RARE focus groups were an additional and more conversational way to learn what challenges people encountered with implementation of the new guidelines; what supports they found most useful in implementing the new guidelines; and what policies and procedures they have implemented to evaluate safety and suitability of take-home MAT doses for patients.

Our team included medical anthropologists, public health researchers, counselors, computer scientists, and graduate and undergraduate students. Interview and focus group recordings were transcribed verbatim and analyzed using ATLAS.ti qualitative data analysis software. A team of 7 coders (EE, KN, KD, KK, DM, BM, KCG) developed a codebook based on reading through and discussing transcripts. The coding team met regularly after individually coding the same transcript to discuss each code. We conducted 4 rounds of this process until consensus was reached on the use of each code, final codes were determined, and coders reached consensus about the use and application of each code. After coding all transcripts in ATLAS.ti, 2 coders went back over all transcripts to check that codes were consistent (KN and DM). Next, the team generated code reports and summarized and discussed results to identify initial emergent themes. The team created a coding memo, or description of key themes in each code report, for each code.

All research procedures were approved by the Northern Arizona University Human Subjects Review Board and all participants provided informed consent. When attending webinars or online meetings, we explained our research during initial introductions if conversations were part of the process. In public webinars that did not include audience participation, we did not announce our presence. We did not treat the notes from these meetings as data. Attendance was to inform our broader understanding of the context. These observations were included in our ethical approval.



Results

It was clear early in our research that some elements of online RARE were feasible and effective, while others were difficult to approximate. Online conferences, webinars, and trainings, for example, offered an opportunity for our team to gain local and national perspectives on implementation, and to participate in conversations without expensive and time-consuming travel. We were able to convene providers and program directors from throughout the state in a single community meeting, only requiring an hour of their time, a clear advantage of online ethnography. Providers and program representatives engaged in meetings and interviews and enthusiastically shared their perspectives on the guidelines and the national conversation about policy change as it took shape. Clients or people in recovery, on the other hand, were protected by the US Health Insurance Portability and Accountability Act (HIPAA) privacy protections against information sharing, email policies, telemedicine appointments, and were subsequently difficult to reach.

RARE methods have been instrumental in informing drug policy and gathering in-depth data over short periods. RARE projects have involved street intercept surveys, where a research assistant stands on a street corner or area where people who use drugs are present and asks them to respond to survey questions as they have time (Needle et al., 1999, 2000). RARE has also successfully employed and trained local people as researchers to conduct ethnographic research from an insider's perspective, more quickly gaining the trust and collaboration of the community (Trotter et al., 2001; Trotter and Singer, 2005; Hardy et al., 2015). We tried several ways to mimic the process of a street intercept survey. We posted a qualtrics survey on social media, linked on the sites of some of the most well-known harm reduction and clinical organizations in the state, but quickly found once again that the possibility of internet scams was a major barrier, getting scammed ourselves in the form of 4500 fake survey responses completed within an 8 h period.

Despite our efforts to bridge the digital divide, our results do not include the voices of individuals who were not in treatment, who were unable to access telemedicine, or who encountered closed clinics or dead phone lines. Like many clinics during the pandemic shutdown, we could only engage online for the majority of our project, which started in August 2020 and lasted until summer 2021. This online-only presence limited our reach to clients who came in-person to clinics throughout the pandemic, or who successfully engaged in online or telehealth-based treatment. Emergent themes in our data show important aspects of telemedicine and clinic experiences in the context of COVID-19, as well as highlight how the digital divide emerged as a key barrier to online ethnographic research and to telemedicine as a primary method of treatment.


Many things in today's world have shifted to an online platform. Why not ethnography too?

Traditionally, participant observation is conducted in person in “the field.” Some aspects of context can be observed only in person rather than in a virtual environment. On the other hand, virtual environments offer a range of advantages that many researchers capitalized on during the COVID-19 pandemic. For example, online platforms allowed us to reach people around the state without the need for extensive travel. The transition from in-person to online formats for trainings, meetings, seminars, and other interactions also offered a broader range of participant observation opportunities than we would have encountered in traditional ethnography. These meetings included virtual webinars, conferences, trainings, and town hall style meetings. In contrast to ethnographic interviews, where participants are responding to direct questions, or focus groups where participants are discussing a research-posed question, webinars, conferences, and trainings were participant-organized and became a key platform to understand how providers were engaging with one another, views on the changes, and how providers were training one another to navigate treatment contexts during a pandemic.


Providers' perspectives

Providers described benefits and drawbacks to meeting with clients online during the pandemic. Online consultations reduced the need for long-distance travel, allowing some providers to reach more patients. Several providers described frustration, however, with not being able to induct new patients without in-person consultations.

I would like to see the policy be reconsidered you know, maybe they do some sort of thing where if the client is over 50 miles from you they can forego that initial face-to-face appointment and be prescribed Suboxone initially via telemedicine. I don't know. I think that is definitely something to be looked at to see how we can get some of these clients earlier access to care without an actual face-to-face appointment. (Provider)

Although providers described many positive outcomes of meeting clients via telemedicine or virtual platforms, without face-to-face interaction, even for existing clients, providers described a lack of personal connection and difficulty reading the postures, body language, and overall wellbeing of clients. One provider explained it this way:

Effective behavioral health care relies a lot on nonverbal behaviors and cues. Relies on smell frankly. I mean not necessarily in a bad way just you can tell a lot about what's coming in your nose, you can tell a lot by hesitancy or lack of hesitancy. You can tell a lot by the way somebody sits in a chair, I mean and when they're in your office you can assume they're undistracted. But we know, people are sitting in their cars, there you know sitting on park benches are sitting in living rooms, with their significant other, on the other side of the room, I mean it's a very different kind of experience.

Providers also struggled to assess their clients' overall health via telemedicine, noting often that drug screening was a key challenge during the pandemic because it could not be done online. Providers cited HIPAA and privacy protections as important, but imposing barriers on their ability to reach patients because it was difficult to share information or coordinate care. The description below illustrates multiple issues noted by many providers, including the difficulty of obtaining accurate drug screens, limited monitoring, and inability to coordinate care through privacy protections.

[One of my clients] has been doing telemedicine since June and we just found out he's actually been using fentanyl the whole time and selling his Suboxone. And nobody knew because we weren't having eyes on him. He wasn't coming to therapy; he had actually gotten out of a rehab facility and was doing out-patient services there and not our agency and we couldn't release of information to coordinate care with the other agency to see if he was still attending.



Research team's perspectives

Reaching providers online was not easy. Phone calls and emails were primary modes of communication available to our team. Emailing stakeholders and clinic directors about our research project yielded the most responses. Phone calls would often go to voicemail, or a person at the front desk would take a message, promising to pass it on. These often produced no results and despite following up, we would not hear back.

One of the key challenges in virtual ethnographic outreach and communication was a concurrent increase in email communication generally, as well as the increasing fraudulent or soliciting emails providers receive, leading our communication to be easily dismissed as fake or simply forgotten. To address these shortcomings in online communication, once restrictions on in-person interaction shifted, a graduate research assistant member our team (DM) attempted in-person outreach to try reaching clinic directors and managers face-to-face. What he encountered were many closed doors due to the COVID-19 pandemic, as many clinics had shifted entirely to a virtual environment. Those clinics that were open were often reluctant to pass on messages or to allow the researcher to hand out surveys or connect with their already overburdened providers.

Clients involved in MOUD treatment were difficult to recruit in an online environment. This population experiences health disparities that have led them to distrust the virtual world and there are many protections set up for their privacy. Clients responded most often to flyers that were posted at local clinics they visited in person. This meant that clients who continued to visit in-person, open clinics were the people who encountered our recruitment materials. Providers told us in many cases that although they thought their clients would be interested in sharing their experiences, they were not allowed to email clients, which made it difficult to communicate about our study unless they were meeting in person.



Clients' perspectives

Clients we reached who were involved in telemedicine treatment and take-home doses of MOUD through provider networks expressed satisfaction with the impacts of the changes and additional take-home allowances.

Yeah, I don't get to see them in person, but it hasn't really affected me because I still get the same end goal out of it. I'm able to discuss my dosage, discuss what's working for me and what's not, and what my goal is, and there's the same outcome. The only thing that changed was being face to face, but I don't feel like it made my experience any less.

Other clients described frustration with technology difficulties, lack of personal connection, or other minor issues. Clients also expressed frustration with the limitations of required drug screening, which they had to complete in person even to engage in online treatment appointments. Clients noted many drawbacks and difficulties with the continued need for in-person urine analysis. Reductions in clinic staff was a factor that clients felt negatively impacted privacy and security in the screening process, and as providers explained as well, many clients felt the in-person drug screens were limiting the benefits they received from engaging in telemedical care to avoid COVID-19 contagion.

Many clinics adapted to parking lot dosing or other creative ways to have clients come in without risking COVID-19 exposure. Clients described many positive interactions with providers during pandemic closures, noting that creative measures often enhanced their sense of being cared for and being able to access support networks. Others described being required to attend in-person clinic visits throughout closures, even while their providers were not in person and clients sat in the clinic talking to a provider over Zoom. One client said, for example, “Telemedicine has been used to allow staff and doctors to stay home and avoid risk while clients still have to come in to the empty room to speak to a computer.”




What's missing in online ethnography?

Online substance use treatment resources offered a way to reduce contagion, alleviate the burden of travel for people in rural areas, and increase continuity of care for clients who moved away. The provider quoted below noted difficulty and access issues, but argued that Arizona clinics have been making great strides toward addressing some of these. She stated that continued flexibility could be a step toward addressing digital and transportation inequity.

Because the access to care issues that COVID brought about were already an issue in rural populations and the social determinants of health and people who are who are too poor to afford fancy technology, or people who don't have a way to transport themselves into the clinic. And, of course, the Internet and electronic access too. Those were already there and already a problem and then COVID of course made that so much worse. And so we found all these really great solutions which are really working and to lose them and lose what little we gained would be just devastating and access in Arizona has been just wonderful about supporting the long term use of some of these innovations.

What was missing in both online treatment, and in online ethnographic assessment, however, was access to clients that were not online. Bridging gaps in transportation through virtual interaction is promising, but also requires investment in addressing the widening gap between people with access to digital technology and people without.




Conclusion

Understanding more about implementation of MOUD-related guideline changes and equity in access to “take-homes” for people in rural and underserved populations was a primary focus of our project. To evaluate attitudes toward and implementation of the new guidelines in a variety of programmatic contexts, we designed our study to investigate institutional procedures and provider attitudes toward MAT prescribing changes in relation to a post-COVID-19 environment.

Online RARE methods were a useful way to gain insight into the experiences of people who transitioned to online services in the context of a global pandemic. At the same time, online ethnography is limited to engagement on only one side of the digital divide. People seeking novel treatment (not existing clients) may have encountered closed doors at clinics that were offering treatment in an entirely virtual format during pandemic lockdown. We found that telemedicine offered a promising way to address transportation barriers and connect people in spite of closures and distance. On the other hand, it was difficult to recruit a broad range of clients and providers online, and our reach was limited to people already engaged in these services. In a post-pandemic context, online ethnographic methods may be better combined with in-person methods, or limited to understanding those engaging in online environments.

Additional research is needed to understand the experiences of those who sought treatment during the pandemic and encountered closed doors, insurmountable technological barriers, or empty group support chairs. As digital ethnography gains popularity alongside big data analysis and reliance on medical records of those engaged in the system, those not engaging in online platforms and existing health systems may be left out. Our findings suggest that innovative ways to protect privacy without isolating people are needed as protection also serves to disconnect people who use drugs not only from treatment services they may want, but also from sharing their stories and voices to contribute to policy improvement more broadly.
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Introduction

In the past years, the number of older people has grown significantly, resulting in an increased need for high-quality care. Following societal, political, and financial changes, a culture change is taking place within long-term care, shifting from a more medical- to a more psychosocial understanding of care (Finnema et al., 2000). Subsequently, care organizations developed, which radically reinvented care to better meet the needs of residents. One of these innovative nursing homes are Green Care Farms for people living with dementia, where animals and gardens are naturally incorporated into care (de Bruin et al., 2010, 2017; Hassink et al., 2020). Next to these changes in the physical environment, they focus on a more relationship-centered care approach, as well as flat organizational structures to transport their vision.

To understand how such concepts can be implemented, as well as their impact on residents, informal caregivers, and staff, research methodologies are needed that explore care organizations from a holistic perspective. One of these approaches is ethnography, rooted in the aspiration to learn about the life of foreign communities (Malinowski, 2013). By the ongoing engagement with the field during data collection and analysis, researchers aim to understand the lived reality of the group being studied (Van Maanen, 2011; Draper, 2015). Because a researcher's presence will always influence the processes and interactions of the ones being studied, researchers spend long periods in the field, longing to become “part of the furniture” (Draper, 2015, p. 39). Developing lasting relationships with the participants, as well as reflecting on their own influence usually calls for enduring stays in the field.

Confronted with time- and financial restrictions coming with long stays in the field, researchers have developed a broad spectrum of rapid research approaches (Vindrola-Padros and Vindrola-Padros, 2018). An example is a rapid ethnography, which mainly differs from traditional ethnography by a much shorter time spent in the field, ranging from days to a few weeks (Chesluk and Holmboe, 2010; Sangaramoorthy and Kroeger, 2020). Common for studies using rapid ethnography in health care is the goal to collect data that is suitable for taking action or informing service delivery (Vindrola-Padros and Vindrola-Padros, 2018). While rapid ethnography proves to be a valuable and timesaving approach to data collection, the limited amount of time challenges the development of relationships and gaining the trust of participants. Staff members, who have no prior relationship with the researcher, might perceive the researcher as investigating their way of working [also reported by Malta-Müller et al. (2020)]. Consequently, they might be hesitant to openly share their thoughts, which can significantly affect the research results. While trust is instrumental to collect data about the inner world of participants, ethnography is, at the same time, in essence, relational (Desmond, 2014). Trust develops through openness and involvement in the research and depends on the personal interrelations created between researchers and participants (Fleisher, 1998). Therefore, trust is not only instrumental for collecting data by being sufficient, if not a necessary condition for people to open up to the researcher. It is also developed over time by co-producing knowledge and hence requires time, which rapid ethnography often lacks.

With this article, we present our solution on how to overcome the described shortcomings of rapid ethnography. Our research is embedded within an interdisciplinary partnership of care organizations and educational institutions: the Living Lab in Ageing and Long-Term Care. Relying on long-lasting relationships has paved the way for researchers entering the field in a specific location and facilitated building up individual, trusting relationships, which ultimately are the key to understanding contexts, culture, and mechanisms of change.



Building on pre-existing relationships

The Living Lab in Ageing and Long-Term Care was founded in 1998 in Limburg, South Netherlands (Verbeek et al., 2020). Starting as a collaboration between a university and a nursing home, it has grown to a partnership of four educational institutions and nine long-term care providers. Today, the collaboration covers over 180 long-term care facilities and professional home care, where approximately 27,000 care staff take care of about 50,000 clients. Furthermore, the Living Lab also strives to collaborate with additional care providers, who are also outside the geographical scope of the province.

The relationships that developed during our research on Green Care Farms are a practical illustration of how these can lead to trust and can facilitate future collaboration. Between 2012 and 2017, the first study on Green Care Farms, which provide 24-h nursing home care for people with dementia, was conducted within the Living Lab (de Boer et al., 2017a). The study focused on the daily lives of residents on Green Care Farms in comparison with other nursing home care environments. In addition, the quality of care and experiences of caregivers were assessed. Findings indicated that Green Care Farms present a valuable alternative to traditional nursing homes. Residents were more active, came outdoors more often, had more social interactions, and appeared to have a higher quality of life (de Boer et al., 2017a,b). In addition, experiences by family caregivers were also more positive compared to other types of nursing homes (de Boer et al., 2019).

Commonly, research findings originating from the Living Lab are shared with stakeholders within and outside the network, co-creating knowledge together (Smit and Hessels, 2021). The initial positive indications found on Green Care Farms led to follow-up questions concerning the successful elements and possible implementation strategies for other long-term care settings. This in turn led to follow-up projects, involving stakeholders across the country (Buist et al., 2018). Being convinced they contribute to improving long-term care, the organizations and locations were generally eager to participate in research. In addition, participants, such as managers, care staff, and families, were asked to reflect and interpret the findings together with the research team. Such workshops led to initial contact with relevant stakeholders from care organizations, often before they were officially participating in a research project. For example, with some Green Care Farms, we have had contact since the project between 2012 and 2017, yet they are participating in a study, which started in 2021.



Gaining trust in the field

Being able to rely on collaborations, which have been established over several years, significantly facilitated the relationship building when starting our fieldwork (Hewitt and Verbeek, 2022). We strongly believe that the individual relationships between researchers and staff members are a key element in obtaining valuable data. Staff members, in particular, are the key informants when a researcher aims to immerse in a field and understand how a care organization functions from the inside. Only when considering the researcher to be trustful, they will share their personal points of view and thoughts. Building bonds with staff members requires effort from the researcher when entering a setting and is a continuous process as the data collection proceeds. We identified several strategies, which helped us to gain the trust of staff members in the nursing homes we studied.


Being open and naive

Before starting observations in a new department, our researchers invest a considerable amount of time to present themselves and get to know the staff members. Introducing a researcher as coming “from the university” has helped staff members to place him or her into a context, without sounding like external evaluators. Further, we noticed that being open about the research and showing them examples from field notes helped them understand that they are not personally being observed, but the general processes in the department. This is particularly important as field notes are regularly taken during or after observing situations or participating in activities. After understanding the researcher's aim, we noticed that staff members were usually keen and happy to help and to tell someone external about their work experiences.

It is commonly assumed that the development of trust depends on the degree of similarity between the researcher and the ones being studied. Walker and Hunt (2020), for example, discuss how the teaching staff readily accepted the researcher due to the researcher previous experiences as a teacher. Having the same education helped them to relate to him and they were more open. Because he remained an outsider during his observations, he describes himself as “experienced outsider.” Bucerius (2013) in turn describes how being an “inexperienced outsider” helped her to gain the trust of an all-male group of second-generation Muslim immigrants. Being different in her heritage and education and maintaining a researcher status, she was different from the group to a degree that helped them to overcome their distance; fostered by their curiosity.

Lacking an education as a nurse, one of our researchers doing fieldwork on a Green Care Farm was per definition “inexperienced” as described by Bucerius (2013). Longing to immerse in the lived reality of staff members at the farm, she strived for becoming an insider, but merely on an emotional base. Completing the above-mentioned terminology by Walker and Hunt (2020), she consequently thrived to become an “inexperienced insider”; a professional outsider but an emotional insider. Being an emotional insider, hence having a trustful, emotional connection with the staff members, allowed the researcher, for example, to be present during the informal lunch breaks, where staff members talked about their workday and how they felt. Surprisingly, being a professional outsider helped to reach the status of an emotional insider, because being a professional outsider allows asking naïve questions without sounding critical. In this sense, being inexperienced and having less similarity to the study participants enabled us to access detailed information on the daily nursing practice and the personal experiences of staff members.

In addition, being interested in their work and actively listening to their stories fostered the relationship and resulted in turning into an emotional insider. Snow et al. (1986) introduced the phrase “buddy researcher”—a researcher who behaves as a friend but maintains professional distance. This opens up the possibility to ask detailed questions about participants' line of reasoning, their actions, work life, and the atmosphere. The trust of research participants allows the researcher to access everyday life, and the privilege to participate in intimate moments like care events or during informal gatherings of staff members. At the same time, this challenges researchers, as everything the participants say is data (Edirisingha et al., 2014). However, while trust is needed to observe behavior and collect intimate details concerning the participants' lives, the researcher also has to keep a professional distance; otherwise, the objectivity might be threatened (Hammersley and Atkinson, 2019).



Being close to different groups

Especially in nursing home environments, researchers face numerous identities, professions, power relations, and perspectives. When interacting with such different stakeholder groups, or even individuals, the researcher might need to adopt varying roles (Lecompte et al., 1999). In performing rapid ethnography, where time constraints play a major role, researchers have to make a decision on which stakeholder groups are the most promising sources of information and on which role the researcher should adopt when interacting with them. In one of the nursing homes included in our research, we discovered that certain groups of staff members seemed to have conflicts with the management, which challenged the role of our researchers.

In our experience, being close to different, even conflicting groups is a major challenge, especially during shorter stays in the field. A similar conflict was described by Russell (2005), who did fieldwork in a school. After being seen talking to teachers, she feared losing students' trust and realized that she had to build multiple relationships similarly. In our case, the management was the gatekeeper, allowing the researchers to access the nursing home. Staff members, on the other hand, are a major source of information. Being accepted by both groups is indispensable to be able to collaboratively produce knowledge and to get insider information as well as access to intimate situations. Being able to draw on the long-lasting relationships built within the Living Lab guaranteed us a leap of faith, especially from the management. Building on this, we adopted a non-threatening role and planned individual meetings with various stakeholders to hear their perspectives and experiences. Proactively planning secure and open conversations to listen to potentially conflicting groups has minimized the chances of being drawn to one's side.




Conclusion and implications

Rapid ethnography presents a valuable alternative to regular ethnography when facing time constraints during data collection. However, spending little time in the field challenges the researcher's ability to develop personal relationships with participants, whose perspectives are key information for the research. Our experiences within the Living Lab of Ageing and Long-Term Care show how long-lasting relationships between practice and science can help to overcome these challenges. Looking back at over 25 years of collaboration, we can say that the fieldwork of our researchers is facilitated when managers, as well as staff members, are accustomed to a researcher's presence. Followed by strategies such as openness and naivety, as well as building a relationship with various groups similarly, researchers have a good chance to gain access to the personal world of participants. Therefore, we encourage researchers to experience the benefits of collaborations between research and practice, because after all, rapid, short-term ethnography might benefit from long-term relationships.
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Introduction: The rapid research described in this chapter was conducted as an assignment for a UN agency in Ethiopia's Somali Region. The agency's aim was support the implementation of an interim citizen engagement intervention, with a view of supporting of the Ethiopian Government's Citizen Score Card at primary healthcare facilities and hospitals in future. Many health facilities in Somali Region struggle with budget shortages related to ineffective budget planning and budget execution at woreda health office levels. In this context, an intervention to first improve budget accountability, through the implementation of citizen audits, was proposed.

Methodology: The rapid study focused on five woredas (districts) within Somali Region, where interviews were conducted with the heads of woreda health offices. In the same five woredas, directors of healthcare facilities were interviewed and offices and healthcare facilities were observed. The framework of assessment and analysis was based on health systems literature on fragile and conflict affected states guided the questions for the health authorities and health facility management.

Findings: The research yielded five distinct mini case studies covering woreda health office planning and budgeting capacity and support (or lack thereof), and related impressions of challenges regarding healthcare delivery at health facilities in the same five woredas.

Results: The findings demonstrated that the capacity for healthcare planning and budgeting Somali Region at woreda level varied significantly and that little guidance was available from regional level health authorities. Frontline health services clearly suffered from budget shortages as a result.

Conclusion: The research provided an evidence base for the delay of the roll-out of the Community Scorecard implementation across Somali Region. In a context whereby health facilities remain under-resourced due to budgeting constraints, a citizen-service provider-focused accountability intervention would have been of limited utility. The rapid case study research, conducted by condensing the usual case study research process, allowed for the production of evidence that was “robust enough” to demonstrate heterogeneity and challenges regarding budgeting quality across the five research sites. This evidence clearly transcended the hitherto anecdotal evidence that woreda-level health budget planning remains an area that faces significant shortcomings.

KEYWORDS
 health systems governance, citizen engagement, citizen audit, woreda-level budget planning and budget execution, Somali Region, Ethiopia, rapid research


Introduction

In 2018, the Lancet Global Commission on High Quality Health Systems in the Sustainable Development Goals-era, published its report on the quality of healthcare in “Low- and Middle-Income Countries” (LMICs). It highlighted that over 8 million people in LMICs die every year from conditions that should be treatable by the health system (Kruk et al., 2018). The report's authors noted that

“In 2015 alone, these deaths resulted in US$6 trillion in economic losses. Poor-quality care is now a bigger barrier to reducing mortality than insufficient access. 60% of deaths from conditions amenable to health care are due to poor-quality care, whereas the remaining deaths result from non-utilization of the health system (Kruk et al., 2018, p. e1197).”

Ethiopia is a low-income country and despite impressive gains in that past two decades, in terms of the establishment of additional health facilities and the creation of greater access to healthcare opportunities, significant bottlenecks continue to exist (Assefa et al., 2018). Low vaccination rates, a lack of citizen engagement and low levels of trust in healthcare providers pervade, especially in regions of the country where pastoralist communities make up the majority of the population (Ethiopian Public Health Institute, Federal Ministry of Health, The DHS Program and ICF, 2019). The Lancet Commission report by Kruk et al. (2018) advocates a range of strategies to improve the quality of care in LMICs. In addition to important technical and clinical suggestions, its fourth “broad recommendation” focuses on improving accountability in the health sector:

“…Governments and civil society should ignite demand for quality in the population to empower people to hold systems accountable and actively seek high-quality care (2018, p. e1198).”

Interventions that promote accountability in public services in LMICs have been gaining in popularity since the early 2000s. Social accountability interventions have been used to create dialogue between citizens and service providers through the establishment of scoring instruments in which citizens rate services, or actual “citizen - service providers” meetings in which grievances can be aired (e.g., Molyneux et al., 2012; Joshi, 2017). Such programmes have predominantly been implemented or facilitated by external actors, such as Non-Governmental Organization (NGOs) or Civil Society Organization (CSOs) (O'Meally, 2013; Holland and Schatz, 2016), however, national governments have also started to use social accountability tools to institutionalize citizen engagement for the purpose of promoting greater accountability (e.g., Feruglio and Nisbett, 2018).

In Ethiopia, a significant citizen engagement intervention, the Ethiopia Social Accountability Program (ESAP) has been implemented as part of the donor funded support for basic services (Khan et al., 2014), starting from 2006 and continuing to this day. ESAP is currently in its third phase and it supports interventions in the five basic service sectors in almost half of all districts in Ethiopia (https://www.vng-esap.org/). The implementing agencies that work within ESAP employ a range of accountability tools that primarily target the “citizen-service provider relationship,” but some organizations work with participatory and gender-responsive budgeting tools (Nass et al., 2018), which tackle accountability challenges encountered “higher-up” the decision making chain. In addition to ESAP, there are a range of government sponsored, sector-specific accountability initiatives throughout the country. In 2016, the Ministry of Health in Ethiopia started to implement a pledge within its first Health Sector Transformation Plan (HSTP-I; which ran from 2015/16 to 2019/20), to provide a citizen engagement opportunity for all Health Centers and Primary Hospitals. The engagement opportunity was established in the form of a “Community Score Card” intervention, and initially only implemented in Ethiopia's so-called agrarian regions; Tigray, Oromia, Amhara and SNNPR (e.g., described in Argaw et al., 2019).

A visit to Ethiopia in 2018 by the authors of the Lancet Commission report on High Quality Health Systems in the Sustainable Development Goals-era, fueled the discussion regarding Ethiopia developing a nationwide social accountability intervention in the health sector as a mechanism to drive quality-of-care improved health systems. As a result, H.E. Dr. Seharla Abdulahi, State Minister of Health, asked one of the lead UN agencies in Ethiopia to play a coordination role regarding the monitoring of implementation of the Community Score Card in the remaining, predominantly pastoralist, regions. This involved revising the model based on lessons learnt from the initial implementation in order to maximize the opportunity to strengthen health system quality improvements. Subsequently, tentative steps were undertaken to look into the roll-out of the Community Score Card in Ethiopia's remaining regions. The Ministry of Health received support from the UN to prepare each region for the use of citizen feedback tools. Especially in areas where citizen engagement had not yet been well established, it was accepted that several interim steps may need to be taken. This study focuses on the efforts to establish an interim accountability intervention in one of these remaining regions: Ethiopia's Somali Region.



Background


Health sector bottlenecks in Somali Region

Health outcomes in Ethiopia have improved significantly in the past 20 years. According to Demographic and Health Survey research, key indicators such infant- and under-five mortality rates have all improved, decreasing from 77 to 47 infant deaths per 1,000 live births and from 123 to 59 under-five deaths per 1,000 live births between 2000 and 2019 (Central Statistical Agency [Ethiopia] and ORC Macro, 2006; Ethiopian Public Health Institute, Federal Ministry of Health, The DHS Program and ICF, 2019). However, regional disparities are significant and the predominantly pastoralist areas of Afar and Somali Region often have the worst health outcomes. The 2019 DHS shows that Somali Region had the highest under-five mortality rate in the country, at 101 deaths per 1,000 live births, and the second-highest infant mortality rate, at 71 per 1,000 live births; compared to an under-five mortality rate of 26 per 1,000 live births, and an infant mortality rate of four per 1,000 live births in the capital Addis Ababa. The same report showed that antenatal care (ANC) coverage from a skilled provider was highest in Addis Ababa (97%) and lowest in Somali Region (30%) and that percentages of women using modern methods of contraceptives are lowest in Somali (3%) and Afar (13%) Regions, compared to 50% in Amhara and 48% Addis Ababa (Ethiopian Public Health Institute, Federal Ministry of Health, The DHS Program and ICF, 2019).

Ethiopia is a federal nation in which individual state presidents and their local leadership wield enormous power. With the blessing of the central authorities in Addis Ababa, state governments set the tone for the developmental agenda and regional priorities. Meles Zenawi, who was in power from the early 1990s until his death in 2012, and his successor Mengistu Haile Mariam, implemented a successful (from a health-outcomes perspective), but two-speed, developmental state agenda in Ethiopia (Fetene et al., 2016; Assefa et al., 2017; Melaku and Shi, 2017). Many national policies and strategies to improve the health and wellbeing of the nation were initially rolled-out in the more densely populated “agrarian regions” which included Amhara, Oromia, Tigray, and sometimes the Southern Nations and Nationalities Region (SNNPR), while the pastoralist-dominated regions such as Afar, Somali Region, Benishangul-Gumuz, were only able to implement these programmes and policies at a much later stage, if at all. One example of this phased approach is Ethiopia's Productive Safety Net Programme, the largest social protection programme in sub-Saharan Africa, which was launched in the agrarian regions in 2005, while pastoralist areas had to wait until 2008 to receive the same life-saving benefits (Alene et al., 2021, p. 2). In the first 10–15 years of the new millennium, health indicators in the most populous parts of Ethiopia improved dramatically, Millennium Development Goals were reached and the country was recognized for its health leadership (Fetene et al., 2016; Assefa et al., 2017). In Somali Region, improving the health of the population was less of a priority; the regional government focused instead on the suppression and containment of the secessionist Ogaden National Liberation Front (ONLF) rebels, and those suspected of being associated with them (Economist, 2019). In 2018, the 15-year reign of Somali Regional State President Abdi Mohamed Omar came to an end. The Economist called “Somali Region before August 2018 … the most ill-treated place in all of Ethiopia, tyrannized by its then state President Abdi Mohamed Omar who had waged a scorched-earth campaign against secessionist rebels for more than a decade.” According to Human Rights Watch, the heavily armed special police force in Somali Region, the Liyu, “murdered and raped civilians, imprisoned and tortured tens of thousands of alleged rebels” (Human Rights Watch, 2018). Years of anti-secessionist activity, ethnic conflict in areas where Somali Region borders other Ethiopian ethnic groups, and severe droughts, led to significant internal displacement of populations within Somali Region, which also hosts refugees from neighboring Somalia and Eritrea. In 2019, the joint Government, UN and NGO protection cluster recorded the presence of over 1 million displaced people within Somali Region, 68% of whom were displaced due to conflict (Somali Protection Cluster, 2019).

During Abdi Mohamed Omar time in office, the Somali Regional State's healthcare system did not meet the needs of all those living within its boundaries. The health outcomes in Ethiopia's Somali Region are among the worst in Ethiopia (UNICEF, 2020). Analyses from UNICEF and other agencies suggest that shortcomings in every aspect of healthcare provision hamper Somali Region's health system ability to deal with shocks: “On the supply side, health facilities have limited drugs and trained staffs. Between 2016–2019, outbreaks of measles were a huge concern, particularly in drought affected areas” (UNICEF, 2020, p. 15). A study for the UN Development Programme in Ethiopia highlights the main reasons why the impact of their governance interventions was below par in Somali Region: …“structural weakness in institutional vision, objective setting and strategic planning; lack of efficiency in resource allocations; weak system for accountability; poor access to information that in turn weakens managerial capacity for sound decisions and optimizing resource use” (UNICEF, 2020, p. 8). When this research was conducted in 2019, it was clear that the literature best suited to guide the health system financing research was that pertaining to fragile and conflict-affected states (Bertone et al., 2019; World Health Organisation, 2020).



Promoting accountability in the health sector

This study focuses on the efforts to establish an interim accountability intervention in Ethiopia's Somali Region. When assessing accountability relationships in the health sector in LMICs, there are a number of key “bottlenecks” where a lack of accountability can undermine service provision (see Figure 1). Accountability problems most commonly occur between patients and health service providers, whereby the latter may not listen or be disrespectful; healthcare staff may make insufficient effort to correctly diagnose a patient; a healthcare provider may not utilize the right resources to attend to a patient properly; or patients may be extorted by service providers or asked to make an unauthorized payment for medicines or medical commodities to allow health workers to replenish their stocks (e.g., Lodenstein et al., 2017). Another “bottleneck” where accountability challenges often occur is situated between local-level health authorities and health facilities, whereby budgets, supportive supervision and general support for health facilities are not extended as optimally as they should (Brinkerhoff, 2004). Issues of misallocation, suboptimal prioritization of funding or fraud can also occur at regional and national level, depending on a country's health system (Savedoff and Hussmann, 2006). Accountability challenges at each level affect one-another, with a lack of accountability at higher levels of authority (at national, regional or district-level management in charge of supervision, supplies or budgeting) severely impacting the ability of the frontline service providers to deliver health services in a satisfactory manner (Cleary et al., 2013).
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FIGURE 1
 Key “bottlenecks” where a lack of accountability can undermine health service provision.




Accountability in health in Ethiopia

Ethiopia's Community Score Card intervention is an accountability intervention that encourages citizen to hold service providers accountability for the provision of decent and respectful healthcare. A citizen scorecard exercise involves the quarterly gathering of scores, or quality ratings, from a significant number of patients and community members, indicating their satisfaction with the way health services are being extended to them. The score card exercises, as they are being employed in Ethiopia, are being organized by Health Extension Workers (HEWs) who primarily provide community based health services, and by their “Health Development Armies,” groups of volunteers who support local HEWs by raising awareness of simple public health topics such as vaccinations, hygiene, good nutrition, etc. (Yitbarek et al., 2019). The feedback gathered quarterly is supposed to be discussed at health facility level where areas of improvement and improvement plans are recorded and submitted to the regional health bureaus for verification (Argaw et al., 2021). Good examples of community score card success are cases whereby health facilities have created more focus on respectful and compassionate care, while citizens' demands for running water or upgraded toilet facilities at clinics have led to budgets for such improvements being made available by local authorities (Argaw et al., 2019). The efficacy of the community scorecard programme depends on health facility staff being willing and able to respond to the suggestions of citizens in relation to the care that is being provided. Health facilities can only respond to citizens' healthcare demands, if they are in a position to provide at least a minimum standard of care, are unconstrained by budget shortages, and if they can occasionally access grants for maintenance and infrastructural improvements.

In Ethiopia, districts are known as woredas, which are the third-level administrative division of the country (after regions and zones). Liu and colleagues describe the woreda health office as the link between “national- and regional-level leadership, where policies are formulated, to the facility- and community-level, where services are delivered. As the most frontline primary care administrative body, woreda health offices are responsible for planning, resource allocation, execution, monitoring, and evaluating of primary healthcare services” (Liu et al., 2020, p. 2). The woreda health offices supervise and coordinate primary care services for catchment areas of approximately 200000 population, including oversight of 4–5 health centers, 20–30 health extension workers, and, in some cases, a primary hospital” (Liu et al., 2020, p. 2). At woreda (or municipal) level, a lack of capacity to effectively plan and budget for the required health services within the catchment area, can result in overall budget shortages, which in turn can lead to stocks-outs of medicine, a lack of funds for running costs and maintenance and health facilities, and insufficient supervision due to a lack of vehicles, fuel, etc. It is therefore logical that higher level accountability challenges need to be addressed first, before patient/citizen – service provider accountability can be fully addressed. This does not suggest that citizen-service provider accountability is less important, however, evidence suggest that when a health facility lacks staff and basic commodities, healthcare uptake is likely to be reduced (and all health outcome data on Somali Regions suggests this), it is therefore better to tackle this bottleneck first, and citizen-service provider accountability later.

The author was able to witness firsthand how an otherwise successful citizen-service provider accountability intervention was implemented in a setting whereby little of no woreda health authority-healthcare provider accountability existed: an ESAP citizen engagement intervention in the Afar Region's health sector. Afar Region, like Somali Region, is dominated by pastoralist communities. Despite successful “citizen - health service provider” dialogue in the Afar intervention, progress had been hampered by the lack of engagement of the woreda health office. The Afar-based health facility staff engaged in the accountability interventions were unable to access additional funds to respond the citizens' demands (which had included a request for more medicines and running water at the health facility). In addition, some of the managers of health facilities stated that they did not receive a budget for running costs from the woreda health office. It was evident from this accountability intervention, that it is impossible for healthcare workers to be responsive to the needs of citizens, when they are unable to access sufficient funds to provide basic healthcare due to an accountability bottleneck at a higher level.

This lesson shaped the focus of the Somali Region rapid research: A working hypothesis was further developed by conducting a series of key informant interviews in Addis Ababa with UN and donor agency staff with experience of working in the health sector in Ethiopia; a review of a very limited amount of available literature on health governance in Somali Region (e.g., Sharma et al., 2015; Zepro and Ahmed, 2016; Usman et al., 2019; UNICEF, 2020); and key informant interviews in Jigjiga, the capital of Somali region. Many sources indicated that it is likely that potential healthcare inefficiencies in Somali Region are caused by a lack of capacity for sound healthcare budget planning and budget execution at woreda-level, which thus became the most important area of accountability to focus on.



Identifying a suitable interim accountability intervention

The UN agency commissioning this research aimed to fulfill their mandate of supporting citizen engagement in the health sector Somali Region at the earliest opportunity. The objectives of the research were therefore to:

• demonstrate that this may not yet be the right time to deploy the Community Score Card, by showing that higher level accountability bottlenecks exist that may need to be prioritized.

• suggest other forms of citizen engagement that can improve accountability in the health sector and improve Somali Region's readiness for the extension of Ethiopia's Community Score Card.

The citizen engagement intervention that was proposed to address accountability challenges at healthcare budget planning and budget execution-level in Somali Region, was called a “citizen audit.” Citizen audits have also been called social audits, participatory audits, community audits or social accountability monitoring (e.g., Mugizi, 2013; Guerzovich et al., 2017). A citizen audit is an intervention whereby a select group of citizens are assisted by NGO experts to conduct an audit of the budget plans and budget execution of an entity of concern. Once citizens have gathered their evidence, which can be simple proof of stock-outs in a local health facility, or a lack of funds to repair an ambulance, a dialogue is entered into with the budget making and budget executing authorities to discuss the findings and to come to an agreement on how future budgets can be improved on, in order to benefit a wider population (Guerzovich et al., 2017). In principle, many different types of expenditure can be audited, though the most common form focus on a budget, or a dedicated section of a budget at national, regional or local level. The citizen audit approach, like most other social accountability tools, is adaptable to the context in which it will be applied. Citizen audits bring budget makers closer to the end users of the services that they make plans and budget for, which is designed to make them focus more on optimizing budgets for maximum citizen utility. Citizens engaged in citizen audits learn to constructively engage with budget makers, and do so at the right time within the budget cycle. The specific design for the Somali Region involved the engagement of technical staff of the Regional Health Bureau, who appeared to be unaware of the capacity gap they are dealing with at woreda-level, or unable to raise this issue with the relevant authorities who could take action to improve capacity support. A UN-funded, NGO-supported citizen audit, in advance of a roll out of the community score card, could potentially uncover a lack of technical capacity at woreda level and a lack of guidance and support for budget planning and execution at the woreda health offices in Somali Region. This, in turn, could lead to greater support and technocratic engagement from UN experts and from staff at the Regional Health Bureau, to ensure that woreda-level health budgets were optimized for best health outcomes throughout Somali Region. It was envisaged that regular future citizen engagement opportunities at budget level would become an opening to create more demand-driven health services.



The funding flow of Ethiopia's health budget

The large majority of funding that comprises the health budget in Ethiopia covers health worker salaries, which are not influenced by woreda-level budget making. The budget that woreda health officials have influence over covers the running of the health bureau itself, health bureau costs for the supervision of health facilities and the transportation of medicines and other commodities, the running cost budgets for health facilities, and small capital investments for the maintenance of health facilities (UNICEF, 2017). Ethiopia's federal system ensures that funding for public services is equitably disbursed from the national to the regional governments, based on population size. However, the relationship between the Addis Ababa government and Somali Region had been strained before the 2018 change of leadership, which may have affected staffing and budget transfers, impacting healthcare provision in Somali Region (Carruth, 2016). The Ethiopian government's effort to decentralize health care delivery in the past 15–20 years (Federal Democratic Republic of Ethiopia, 2011; UNICEF, 2014), has meant that the Somali regional government has slowly been given more autonomy, and that capacity for equitable health budget decision making is only now coming into focus.




Materials and methods

The research questions posed by the UN consultancy were as follows: (1) is Somali Region ready for the roll-out of Ethiopia's Health Community Score Card, and (2) if not, what interim intervention can be implemented to prepare for the roll-out of Ethiopia's Health Community Score Card?

In order to answer these questions, the researcher had to choose a research methodology that took account of the opportunities and constraints that presented itself before and during the research. Time and budget were major constraints, which is why a rapid research method was chosen. Preparation, field research and analysis had to be completed within one month and there was no budget for research assistants. The researcher was accompanied during the field work in Somali Region by a programme manager of the commissioning UN agency and had use of a UN vehicle with driver.


Research methods

For this rapid research, the onus was on demonstrating that the budget planning processes in selected woredas in Somali Region were of varying quality, thus depriving some health facilities of access to sufficient running cost funding to adequately operate, and making it unlikely that health facilities would be able to access additional woreda-level funds to respond to citizens' demands for health service improvements. Suboptimal healthcare delivery was expected to be found in locations where woreda health office lacked planning and budgeting capacity, and lacked support from technocrats and/or the regional health authorities.

To carry out this research, the normal case study research methodology (Yin, 1994, 2009; Tellis, 1997) was condensed to create a rapid case study approach, whereby the focus was on creating sufficient evidence to justify designing an intervention, which itself would yield further evidence of possible healthcare budgeting capacity constraints. The rapid case study approach aimed to produce a series of “impressions” of the link between the woreda head of the health office's budgeting capacity and the functionality of at least one health center and an associated health post (these are small primary healthcare facilities usually staffed by two Health Extension Workers, and fall within the management structures of health centers) within the same woreda.

The case study method was chosen as it accommodates

“…the fact that the context contains innumerable variables-therefore leading to the following technical definition of case studies: [Case studies are] research situations where the number of variables of interest far outstrips the number of datapoints (Yin, 1994, p. 13).”

These “impressions” were primarily shaped by interviews with key informants, budget details provided by all, as well as observations made at the woreda health offices, the health center and health post facilities. Key informants included: (i) heads of woreda health offices, (ii) heads of health centers in the same woreda, and (iii) heads of health posts that are within the management of the health centers that were focused on. The key informant interviews used semi-structured guidelines that followed the assessment framework (Table 1). For the woreda health office heads, questions focused on (i) budget planning processes, (ii) the evidence base for the annual budget that is being used by the woreda health bureau heads, as well as (iii) the guidance for budget making received from the Regional Health Bureau, (iv) consultation processes employed to elicit suggestions from the hospital and health center leadership, and/or (v) any other idiosyncrasies that can be noted regarding the woreda-level budget planning process. For those in charge of the health centers and health posts, the interviews focused on (i) the operating budgets from their facilities, (ii) budget shortages, (iii) stock-outs, and (iv) the opportunities for engaging in the planning and budgeting process at woreda level. Interviews were conducted in English when interviewees indicated being comfortable with the language, and in Somali otherwise. During Somali-language interviews, the accompanying UN programme staff member translated the questions and answers into English. The interviews were not audio recorded; extensive notes were taken during all interviews and these were transcribed to create short overviews of each conversation (n = 18).


TABLE 1 Framework of assessment and analysis to establish healthcare delivery bottlenecks at woreda/municipal level in Ethiopia's Somali Region.
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The second method of data collection was observation; which is about exploring people's actions and behavior (Patton, 2014) as well as examining objects, occurrences, events and interactions (Gill and Johnson, 1991). The main areas of observation were the locations where the interviews took place; the woreda health offices, the health centers and the health posts, and the level of equipment and readiness for service that was evident during the interviews. The researcher asked all woreda heads of health to show her the annual plan and budget to observe how easy it was for them to access this data. This question usually demonstrated whether the office computers were functional and whether there was electricity. In health centers, the researcher asked to be shown the medical supplies in the pharmacy, and in health posts she asked to view the medical supplies cupboard/ storage area. Observations were described during or after each interview and added to the interview descriptions. For each of the research locations, bullet-points of the main findings on the woreda/municipal head of the Health Office were placed in table beside the findings on the health facilities, deliberately arranging these data points to show the connections between the two (see Table 2, case studies 2.1–2.5 in the Results section).


TABLE 2 Short case studies based on Woreda/Municipal Health Office - Health Facility visits.
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Sampling

Due to aforementioned time constraints, a total of five research locations were selected within Somali Region, with the objective of gathering data from the greatest possible diversity of settings. Two of the study locations were municipalities—where the health offices were in charge of the budgeting for fewer, but busier, hospitals, that served urban populations and served as a referral hospital for smaller facilities nearby. The other three were rural woreda locations—which each managed the budgets for several health centers per woreda and a multitude of health posts that were managed, from a budgetary perspective, by the health centers. The UN agency that commissioned the research supported the selection process of the woredas, to include a mix of remote locations, areas closer to the regional headquarter town of Jigjiga, and a thriving border town close to Somalia. The study location selection was influenced by the need to avoid areas deemed unsafe to travel to, due to ongoing conflict or insecurity.




Framework of assessment and analysis

Since 2008, the Organization for Economic Co-operation and Development has compiled a list of “countries and contexts” that have been considered fragile or conflict affected, and Ethiopia is one of 27 countries that have appeared on this list every year, and is therefore considered chronically fragile (Organisation for Economic Co-operation and Development, 2018, p. 27). According to the World Health Organization (WHO) “…countries considered as fragile or affected by conflict, have significantly higher out of pocket expenditure, external dependency and health related impoverishment. They also have lower mean government expenditure on health in relation to wider government expenditure and total health expenditure” (2020, p. viii). Ethiopia's Somali Region fits the WHO descriptions of a fragile and conflict affected area. For this reason, little health expenditure data was collected, as the total real health expenditure per person, was most likely an unpredictable sum of government, UN/aid donor, NGO and out of pocket expenditure. It was also unclear as to which types of data could be collected, how accurate budget data might be and how this could be analyzed and compared across locations, given that there was no recent census data for Somali Region in 2019. Whilst some budget data was collected at each of the five study locations, variables such as population, number of facilities, etc. made it impossible to compare like with like, therefore, more emphasis was placed on the amounts of funding that facilities had received for running costs and “revolving fund” medication, as planned and actual expenditure can vary considerably (Piatti et al., 2022).

To create a suitable framework of assessment and analysis for the examination of woreda and municipal health planning and budgeting capacity, a range of literature was consulted. Based on the available literature, the following four headings were selected (see Table 1): Planning capacity; budgeting/budget execution; oversight; implementation. Some sub-headings were added by the author based on Ethiopia-specific experience and literature (Fetene et al., 2016, 2019; Liu et al., 2020).

The following literature was used to construct the assessment framework:

• Health systems analysis, health systems financing assessments: (USAID, 2012; Asante et al., 2016; Kumah et al., 2020; Hanson et al., 2022).

• Fragile and conflict affected states healthcare literature: (Health Systems Global, 2016; Bertone et al., 2019; Dong, 2019; Jowett et al., 2020; Witter et al., 2020; World Health Organisation, 2020).

• Assessing decentralized management/budgeting capacity in LMICs, FCAS: (Newbrander et al., 2012; Daire et al., 2014; Barasa et al., 2017).



Results

A total of 18 interviews were conducted, the Regional Health Bureau-Head of Planning, Budgeting, Monitoring and Evaluation, NGO Coordination & Resource Mobilization, was interviewed twice, at both the beginning and end of the research visit. In all five study locations the head of the woreda health office was interviewed as well as the head of one hospital or health center that fell within the catchment area of the same woreda. In three locations the head of a health post was also interviewed. The inclusion of 2–3 interviews per study location allowed for the creation of rough “impressions” that illustrated the relationship between the apparent competence and attitude of the woreda health office head and the situation at the hospital, health center or health post. Table 2 shows five case studies created by triangulating the interview data and observations of the heads of health offices and corresponding directors of health facilities.


Woreda health office capacity

In two cases, serious, capable and well-informed woreda health office heads talked at length about the challenges of their jobs and their struggles to do more for the health centers; it was obvious that the health facilities they supported reaped the benefit of their commitment. Several woreda head of health offices tried to invest in the construction of additional health posts to serve remote communities, and were in the process of securing staff training for suitable individuals from nearby communities.

All five heads of woreda health offices faced many challenges, the budgets they managed were small and there were a lot of demands. One woreda health office head was relatively new in the post and his department was, by his admission, significantly underfunded. The health center nearby struggled to cope with financial hardship. In most cases, the interviewees appeared honest and no information that was provided at the woreda health office was contradicted by facts found at health center and health post levels. There was one exception; one office head and the finance officer provided lengthy responses to questions about their work, the health facilities, their ambition to create more health posts. There were many contradictions and a reluctance to share data; the nearby health center struggled with finances and the health center's director admitted not receiving the budgeted running costs for months, and having to follow up with the health office about the payment of overtime and hardship post allowances on behalf of the staff. All woreda heads of health offices agreed that there were few guidelines that they had to adhere to when creating their annual health budget.



Running costs

The set rate of monthly payment for a health center's running cost, and whether it was paid regularly, became a key indicator, which was added to the short case studies (Table 2). At the four more remote locations (which included one small municipal health center) running costs budgets of between 10,000 and 20,000 Ethiopian Birr (€293–€587) per month were encountered, the large municipal hospital, understandably, had a much larger budget and was therefore not taken into account. Running costs for health centers also cover expenses for the running of health posts under their supervision. One health center received the exact budgeted amount every month; two health centers reported receiving no running cost finances from the woreda health offices, despite a running costs budgets being agreed, and the fourth had received no funding for 8 months, followed by a one-off disbursement the previous month of half the budgeted amount. Most health facilities reported using the money they received from the sale of medicines to cover their running costs, which was manageable in the larger health centers, but much more of a challenge in health posts that served remote poor populations. The income from charging patients for so-called “cost recovery medicines” was supposed to be transferred to the regional health office, which uses the recovered funds to buy new stock on a quarterly basis via the regional health bureau, but many health facilities had come to an agreement with regional authorities that the funds could be kept at the facility and used to cover running costs.



Observations on woreda health office locations

Observations played a much larger role in the sketching of the five “woreda health office - heath center” relationship case studies that initially anticipated. The locations and quality of the woreda health offices seemed to tell their own stories, especially when office spaces were rented, which demonstrated a particular budget decision. Observations regarding electricity availability and the presence of functioning desktop computers or laptops were also telling, as they suggested how well computerized tasks such as budget management could potentially be carried out. Three woreda health office heads were interviewed in government-owned offices close to the health facilities or in a cluster of government buildings. In certain locations in Somali Region where population growth has been significant, government-owned offices do not exist and renting office space is fully justifiable. The choice of rented office accommodation was illuminating: One woreda health office head met us outside his locked-up woreda health office where, on a work day; he was unable to enter the building as the watchman had disappeared with the keys. The rented building, a large western-style three story residence at the edge of the town, had several indoor bathrooms but no running water, and no electricity due to a problem with the generator. Every office chair on the semi-furnished second floor was slightly broken, and there was no computer in sight. The head of the health office explained he had only been in the job for 2 months, and that none of his predecessors had lasted more than 2–4 months in the job, due to political upheaval and an apparent lack of interest in taking on the responsibilities of the post.

At a fifth location, the municipal health office was also located in a rented space. It was some distance from the large health center where, it turned out, the official municipal health office space was still available. The rented office was a windowless room opening out onto a bustling shopping street in the busy border town. There was electricity, but the computer that sat on the desk was “out of order.” The municipal health office head showed the annual budget on his mobile phone and introduced us to a group of young women who were “health education officers,” hired directly by him, instead being based out of the health facility, which would be more common practice. Most of the annual health budget, for the coming year, this head of office explained, was going to be dedicated to constructing a new building to house the health office.



Health centers

The variance of woreda health office head capacity, their interest in and priorities for their health budgets appeared to have a significant impact on the running of health facilities. Those that were almost entirely dependent on woreda/municipal funding appeared to suffer most from a lack of resources and a lack of effort from the woreda/municipality to create access to discretionary funds that should be available at woreda, municipal or regional level. One hospital director explained that he had spent 6 months recruiting a medical doctor, who resigned after 2 weeks, when he realized that duty payment and other hardship allowances would not be paid (these payments were at the discretion of the woreda health office). Another hospital director explained how there was no budget to repair the vehicle the facility had, leaving the health center without an ambulance or opportunities to carry out vaccination visits to remote locations. While the use of the cost-recovery medicine income was sanctioned by the hospital board, it seemed to have created friction at the woreda health office level. Unfortunately, the health center director said, “we have no other option” [interview 6].



Health posts

The health posts, small primary care facilities, which are managed by nearby health centers, appeared to suffer most from the lack of financial support that should flow from the woreda to the health center and onwards to each of the health posts. Because health centers had insufficient running costs, they often lacked fuel to carry out visit to health posts for supervision and for the delivery of medication. It also impacted the number of outreach visits medical teams could carry out to provide immunizations for children under five in remote locations. In one location, a Health Extension Worker (HEW), the sole trained staff member in charge of the health post, explained that the delivery bed in her small clinic had been broken for over 6 months. The lack of funds to repair it forced her and the local traditional birth attendant to deliver babies in people's homes instead of the health post. The HEW spoke about the fact that regular funding could create the opportunity to have no more home deliveries in her locality, if only she could afford to repair the delivery bed. She added that funds for a recovery bed would allow her keep mothers and newborn babies at the health post for observation, which she should do according to WHO clinical practice guidelines. In another health post, the medic in charge, a trained nurse, explained that his health post relied on an international NGO to regularly drop off free medicines such as anti-malarial medication, as the health center or woreda do not have fuel to deliver these supplies. He travels to the nearest town to collect his wages every month and spends a small portion of his own funds to buy medical gloves, as he never receives enough of them.



Coping strategies

All health facilities appeared to have a range of mechanisms to cope with shortages and to deliver the best possible care they could manage. In one of the wealthier localities, the mayor of the town had stepped in and provided funding for the salaries of two medical doctors. At a different location, a diaspora donor, a Somali region citizen living abroad, had funded a surgical theater for emergency obstetric care. As mentioned above, in almost all locations the “cost-recovery” medication income was used to cover running costs. Links with international NGOs and UN agencies further plugged service gaps, often in relation to provision and the transportation of free medicines—which were technically only delivered to the woreda health offices for onward distribution.




Discussion and conclusions

The rapid research was able to produce five case studies, based on the impressions gleaned from observations and interviews with heads of woreda health offices, directors of health facilities and heads of health posts within the same woreda or municipality. As stated in the introduction, the rapid research was not designed to come to firm conclusions about the challenges related to woreda and municipal-level planning and budgeting, and how this impacted on the healthcare delivery in Somali Region; the research sought to deliver five “robust enough” impressions to argue that a “citizen audit intervention” would be a suitable next step for the organization that commissioned the research.

Despite the perhaps less-than-rigorous rapid case study approach taken to collect, analyse and present data, the field visit yielded some important insights that had not previously been described in the literature on health systems in the Somali Region of Ethiopia. The findings that have emerged from the rapid research were similar, in some respects, to the conclusions drawn from research into woreda-level healthcare planning and management capacity, conducted in other regions of Ethiopia (Fetene et al., 2016, p. 15–16), which noted:

Higher-performing woredas had greater use of data informed problem solving, more respectful and supportive relationships with the community, and stronger support from zonal and regional health bureaus in terms of perceived transparent communication, financial support, and technical inputs. Although much of the previous literature on primary health care improvement has focused on technical inputs as paramount to building primary care systems, our work suggests that more fundamental management and governance capacity is paramount to achieving top performance.

This study adds yet another data point to a small but growing body of literature that draws attention to the need to strengthen management, planning and budgeting capacity at district level in order to improve primary health outcomes (Seims et al., 2012; Edwards et al., 2015; Fetene et al., 2016, 2019) even, and perhaps especially, in fragile and conflict affected settings.

The research report that resulted from the rapid research (presented to the agency that commissioned the research) clearly transcended the hitherto anecdotal evidence that woreda-level health budget planning remains an area that is fraught with significant shortcomings. The agency agreed that this issue would be worth focusing on for the implementation of the citizen audit intervention. Furthermore, the research provided an evidence base for the delay of the roll-out of mandated Community Scorecard implementation in Somali Region. In a context whereby health facilities remain under-resourced due to budgeting capacity constraints, a citizen - service provider-focused accountability intervention would probably have been of limited utility.


Support for woreda heads of health offices

The evident lack of guidance that was experienced by the woreda heads of health offices was highlighted in the research report as one area that the UN agency could act upon in the short term. It was clear that some newly appointed woreda office heads has little or no relevant experience, yet they found themselves in positions whereby they needed to lead the planning of the woreda or municipal health budget. A series of formulae handed down from the regional health bureau to aid the budget planning, including prescriptive guidelines for the ordering of cost-recovery medicines, created using simple population-based calculations, could support more equitable woreda health budget making. Every woreda should be given a framework of budgetary guidelines, and each woreda should receive robust mentoring support, as described by Liu et al., who demonstrated that “a combination of intensive mentorship and structured team-based education” was successful in improving the management capacity and primary healthcare system performance at woreda-level in Amhara, Oromia, Tigray and SNNP Regions (2020, p. 5–7).



Gender balance

While the assessment framework did not contain an indicator in relation to gender balance, the lack of women in leadership positions nevertheless stood out. All heads of woreda health bureaus, and all directors of health centers were male, while only one female health extension worker was encountered among the list of interviewees for this research, along with one female women's group representative. In total, <10% of individuals in leadership positions in Somali Region are thought to be women (UNICEF, 2020). The predominance of men in leadership positions in health, as well as other public sectors, is common in LMICs, and yet this is rarely acknowledged as an issue that should be addressed (Muraya et al., 2019). The predominance of men in decision making positions is especially problematic when public health planning and budgeting is conducted by men who are community leaders, not health professionals. Primary healthcare services are predominantly used by women and children, and the absence of their voices in the planning process often leads to services that are not sufficiently targeted to their needs. The existence of women's groups in certain locations where interviews were held demonstrate that some means of amplifying women's voices are now emerging in Somali Region, which are important for a possible next phase of developing space for greater citizen engagement in health.



Limitations

The use of the rapid case study approach was useful in the described context because the evidence created demonstrated what was previously only anecdotally known: the fact that significant capacity constraints are a challenge in a number, but not all, of the woreda health office locations under study. Time allocated for this research was limited, but by creating mini case studies and grouping the finding “by case” to demonstrate the differences and commonalities between them, it made the cases as convincing as possible. Explicitly adding observations as a data collection method proved to be useful, quick and cost effective. Knowing what signs to look out for, and using relatively easy indicators (such as access to electricity and working IT equipment in this case), helped to add data points in each case. Creating mini case studies allowed the connection between the within-case data points speak for themselves. The presentation of the mini cases, ensured that the ‘heterogeneity of budget making capacities' across locations was revealed, which was convincing enough to allow for the introduction of a follow-up intervention.

However, it has to be noted that a more rigorous and more extensive study of woreda and municipal level capacity for healthcare planning and budgeting in Somali Region would fill the existing knowledge gap in relation to primary healthcare delivery in a much more convincing manner. Almost all aspects of health service delivery; planning, management and frontline services, remain significantly under-research in Ethiopia's predominantly pastoralist regions. This study has demonstrated that suboptimal performance of woreda management in the health sector occurs in Somali Region, much like it occurs in other parts of Ethiopia (Fetene et al., 2016). It is important that support should be directed toward all woredas in Ethiopia where health outcomes are noted to be below average, regardless of where in the country the under-performing area is located.
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A key challenge for qualitative methods in applied health research is the fast pace that can characterize the public health and health and care service landscape, where there is a need for research informed by immediate pragmatic questions and relevant findings are required quickly to inform decision-making. The COVID-19 pandemic accelerated the pace at which evidence was needed to inform urgent public health and healthcare decision-making. This required qualitative researchers to step up to the challenge of conducting research at speed whilst maintaining rigor and ensuring the findings are credible. This article illustrates how working with multidisciplinary, collaborative teams and the tailoring of qualitative methods to be more pragmatic and efficient can provide timely and credible results. Using time-limited case studies of applied qualitative health research drawn from the work of the Behavioral and Qualitative Science Team from the National Institute for Health and Care Research Applied Research Collaboration West (NIHR ARC West), we illustrate our collaborative and intensive pragmatic qualitative (CLIP-Q) approach. CLIP-Q involves (i) collaboration at all stages of the design, conduct and implementation of projects and, where possible, co-production with people with lived experience, (ii) an intensive team-based approach to data collection and analysis at pace, and (iii) pragmatic study design and efficient strategies at each stage of the research process. The case studies include projects conducted pre COVID-19 and during the first wave of the pandemic, where urgent evidence was required in weeks rather than months to inform rapid public health and healthcare decision making.

KEYWORDS
 qualitative methods, rapid qualitative methods, rapid qualitative research, qualitative health research, rapid appraisal, applied health research


Introduction

Qualitative researchers working in public health and health service settings face challenges to meet the demands of short timescales where findings are needed to inform rapid decision-making (Bamberger and Mabry, 2019). The COVID-19 pandemic amplified the need for rapid findings. Rapid methods are not new ADDIN EN.CITE (Scrimshaw and Hurtado, 1987; Bentley et al., 1988; Manderson and Aaby, 1992) with Scrimshaw and Hurtado publishing an introduction to conducting rapid methods in 1987 (Scrimshaw and Hurtado, 1987). Beebe identified more than 20 approaches reported under a range of terms and labels (Beebe, 2001), but despite the range in terminology, these “rapid evaluation and assessment method” (REAM) approaches share similar features when it comes to their purpose, as well as the design, methods and techniques proposed (Beebe, 2001; Mcnall and Foster-Fishman, 2007). For a more detailed description and comparison between the main rapid approaches see Mcnall and Foster-Fishman (2007), Nunns (2009), Beebe (2014), Vindrola-Padros and Johnson (2020), and Vindrola-Padros et al. (2021). The various REAM approaches were developed, particularly in the field of anthropology and international health and development, to meet the demand for timely results in rapidly changing situations while balancing speed and trustworthiness (Beebe, 2001; Malcolm and Aggleton, 2004). Qualitative health researchers have drawn from REAM approaches to provide participants views in short timescales (Mcmullen et al., 2011; Charlesworth and Baines, 2015), with aims and design guided by pragmatic considerations (Beebe, 2001; Vindrola-Padros and Johnson, 2020).

As qualitative researchers working in one of England's fifteen National Institute for Health and Care Research Applied Research Collaborations (NIHR ARCs), we recognize the benefits and challenges involved in undertaking intensive qualitative research within collaborative, multi-stakeholder teams. ARCs are partnerships between academic institutions and health and care systems, designed to integrate academic research into health and care practice. We aim to contribute to current debates around the use of “rapid” qualitative methods in applied health research, by describing, with the aid of three NIHR ARC West case studies (Box 1), our collaborative and intensive pragmatic qualitative (CLIP-Q) approach to deliver urgent high-quality research.


BOX 1 ARC West case study collaborative and intensive pragmatic qualitative projects.

Low vs. high dead space syringes study: user preferences and attitudes study

This study aimed to find out whether people who inject drugs (PWID) are willing to switch from using a high dead space, to using a low dead space syringe to inject drugs. High dead space syringes have been traditionally used by needle exchange services, however low dead space syringes have been found to be safer and to reduce the chance of spreading infections when re-used or shared between users. Interviews were conducted with PWID, and volunteers and professionals who work with them to explore preferences and attitudes to low dead space syringes. The study was a collaboration between NIHR ARC West, NIHR HPRU in Behavioral Science and Evaluation, Bristol City Council, Public Health England and Bristol Drugs Project, a provider of harm reduction services in Bristol. People who use the service were included in the project steering group to provide advice and guidance to the research team. Participation of PWID was extended to them co-creating knowledge alongside the researchers by helping in attributing meaning to findings, and co-producing harm reduction materials to implement research findings. To accelerate the pace and scale of the rollout and uptake of low dead space syringes, service users co-produced seven posters, a booklet and a series of short animations, refining the messages, language and designs following each round of feedback and helping with dissemination and plans for implementation. Findings from the research contributed to the NICE surveillance proposal consultation on Needle and Syringe programmes (NICE guideline PH52), and two academic papers have been published outlining the main findings and the co-production process (Kesten et al., 2017; Hussey et al., 2019).

Rapid COVID-19 intelligence to improve primary care response (RAPCI) project

The RAPCI project was a longitudinal investigation into how GP practices were coping during the first COVID- 19 lockdown, and how they dealt with the rapid implementation of remote consulting, challenges faced, and solutions developed. The study was a collaboration between NIHR ARC West, Bristol, North Somerset and South Gloucestershire Clinical Commissioning Group (BNSSG CCG) and One Care (a GP federation of 77 general practices across BNSSG). The study rapidly recruited 21 GP practices. There were 87 interviews conducted in four, 2-3 week, rounds between May to July 2020, with 41 practice staff participants. In addition, anonymised patient record data (n= 350,966 patients) from the 21 practices were analyzed to examine how the volume and type of consultations with patients change over the period April to July 2020, compared to the same period in 2019. Findings were rapidly fed back to BNSSG CCG at weekly COVID-19 Primary Care Cell meetings to help inform their pandemic response. We published 5 rapid reports, which varied from 4 to 20 pages and had bullet point-descriptions of findings and recommendations for easy access. The rapid reports were published online and disseminated nationally via social media and professional networks. Findings were included in reports to UK government's Scientific Advisory Group for Emergencies (SAGE), the Royal College of General Practitioners (RCGP) and NHS England. Findings were also presented to the Department of Health and Social Care (DHSC) to inform their COVID-19 response. The team published three journal papers (Murphy et al., 2021; Scott et al., 2021; Turner et al., 2021) with preprint versions posted online prior to formal peer review and disseminated via twitter.

Back to School Study

The study investigated student, parent/carer and secondary school staff attitudes toward school COVID-19 mitigation measures. The study was a collaboration between NIHR ARC West and Bristol City Council. Between July - September 2020 interviews were conducted with 17 secondary school pupils, 20 parents and 13 school staff to rapidly investigate views on managing COVID-19 infections in schools ahead of school campuses opening in September 2020. Results were rapidly fed back to local authorities, schools and national policy makers and 2 rapid reports published online. Findings were included in Public Health England Behavioral Science Cell literature reports and disseminated to schools across the region and the Bristol City and North Somerset Council's Multiagency Children's COVID-19 response groups. Findings were published in BMJ Pediatrics (Lorenc et al., 2021) and a pre-print of the paper was disseminated to SPI-B (the behavioral science subgroup to the UK government's Scientific Advisory Group for Emergencies (SAGE) and findings presented to the Department for Education and submitted to two parliamentary enquiries into the impact of COVID-19 on education.





Approaches to collaborative and intensive pragmatic qualitative methods

The CLIP-Q approach can inform each stage of the research process, as summarized in Table 1 and explained below.


TABLE 1 Summary of CLIP-Q design considerations.

[image: Table 1]


Project set up and management

To gain a rapid understanding of study context, CLIP-Q takes a collaborative approach, working with community partners, key stakeholders, and end-users to rapidly produce knowledge and generate findings grounded in practice. This has advantages for conducting research within tight deadlines by allowing the study team to rapidly familiarize themselves with the context of the study, identify stakeholders' perspectives on key questions to be explored during data collection and providing opportunities to engage and form links with participant groups early in the research process. Equally, potential barriers to recruitment can be identified and solutions found, and dissemination/impact strategies planned at the earliest stage. When possible, the CLIP-Q approach involves researchers, stakeholders, and members of the public with lived experience sharing responsibility and power from the start to the end of the projects to co-produce knowledge (Staniszewska et al., 2018).

Our Rapid COVID-19 Intelligence to Improve Primary Care Response (RAPCI) study was a longitudinal investigation into how GP practices were coping during the first COVID- 19 lockdown. The study had collaborators from Bristol, North Somerset and South Gloucestershire Clinical Commissioning Group (BNSSG CCG) and One Care (federation of 77 general practices). This enabled the researchers to understand the rapidly changing situation general practices faced at the start of the COVID-19 pandemic and the most pressing priorities for investigation.

Project set-up stage strategies can also help to overcome the potential challenges of multi-stakeholder collaborations. Collaborations within ARC West are formalized by a “Collaborative Project Outline” (CPO) document—an agreement between all parties that articulates the aims and scope of the project and the roles, responsibilities, and time commitment of individuals involved. The CPO ensures that stakeholders and researchers have shared expectations of the timeline and project goals. The early discussions required in order to formulate a CPO are important for identifying differences between partners and aligning priorities, e.g., clarifying needs for rapid service evaluation vs. the requirements for achieving academic rigor (Brewster et al., 2015).

Our Low Dead Space project examined whether people who inject drugs (PWID) were willing to switch to using a low dead space syringe to inject drugs. The study had collaborators from Bristol City Council, Public Health England, Bristol Drugs Project (BDP), a provider of harm reduction services, and PWID. They provided advice and guidance to rapidly familiarize the research team with the study setting. The CPO was important to clarify roles in order to form an equitable partnership at the start of the project, assisted by engaging in reflective practices during discussions to recognize and overcome any threats to equitable co-production.



Establishing study aims

Traditionally qualitative research is exploratory and adopts a “wide-angle research lens” (Millen, 2000). By adopting close collaborations with stakeholders, a CLIP-Q study agrees a pragmatic focus on key research questions to inform rapid decision-making. Working closely with partners to flexibly adjust and narrow the focus of research questions is necessary to meet the needs of a rapidly changing context.

For our Low Dead Space Syringe project, BDP practitioners' and PWIDs' in-depth knowledge of current practices and service provision were used to inform the research aims in a timely and context-specific way. In the Back-to-School study, which examined the feasibility of school COVID-19 mitigation guidance, ARC West's established links to local education leaders, community groups and researchers with expertise in the field were vital in rapidly establishing focal study aims.



Participant sampling and recruitment

Adopting a collaborative, focused lens to define research questions can also identify targeted purposeful and achievable sampling and recruitment strategies for rapid implementation. For our Low Dead Space Syringe project, working in collaboration with BDP was invaluable in co-designing feasible recruitment strategies. We found that providing study information in advance for an interview to be arranged at a later date did not fit well with PWID's lives, as it was difficult for them to predict when they would be available for interview. Ad-hoc opportunistic interviewing through intensive fieldwork was found to be more appropriate, with the researcher spending time on site conducting (up to five) interviews in succession. The assertive efforts and enthusiasm of BDP engagement workers facilitated this approach; practitioners explaining the study to service users and gaining their trust in the research team ensured participation from a diverse sample of PWID.

A targeted, purposeful approach to sampling and recruitment can enable a greater amount of useable data to be collected per participant, and thus fewer participants may be needed to address a specific research question (Millen, 2000). It has been suggested that the more “information power” the sample provides, the smaller the sample size needed (Malterud et al., 2016). Smaller samples can be sufficient if participants with experiences relevant to the research question are targeted.

Regular debrief meetings with collaborators are vital to take stock of recruitment and facilitate access to less-often-heard voices of individuals from marginalized groups. The Back-to-School project built multiple recruitment routes into the protocol to avoid delays waiting for amendments to research governance approvals. Our links with local education leaders meant our study recruitment pack was quickly sent to all schools in the region. We initially planned to recruit staff and families via schools, but many schools were unable to act swiftly due to competing demands of the pandemic. To recruit diverse families, the team worked with community groups linked to racially minoritised communities, who were more vulnerable to COVID-19 mortality and morbidity. These groups' established relations of trust with community members facilitated rapid participant recruitment. Using local and cultural expertise was pivotal in engaging with families and supporting them to understand the value of the research.



Data collection and analysis

Traditional qualitative research can be criticized for taking a long time—too long for these urgent topics. To compress the time taken to collect and analyse data, CLIP-Q adopts an intensive team-based approach. ARC West has a large team of qualitative researchers working across multiple projects, who can temporarily be moved between studies to help focus on urgent priorities. Once the project team is assembled, good communication and regular meetings are vital to enable the team to rapidly undertake recruitment, discuss emergent findings and encourage team-based reflexivity (Rankl et al., 2021).

For the RAPCI study, a team of three qualitative researchers carried out concurrent interviews and analysis. During data collection an iterative approach with frequent feedback meetings between researchers allowed for exchange of experiences, discussion of findings, amendment of topic guides and modification of recruitment strategies. These meetings also encouraged the team to be reflexive, discussing from multiple perspectives any assumptions or interpretations that influenced conclusions drawn from the data. Due to the need to produce real time reports to the CCG, data analysis and write-up were conducted at speed, meaning there was insufficient time for interviews to be transcribed and transcripts fully coded. Accordingly rapid framework analysis was adopted, with a structured matrix produced to summarize key information and short illustrative quotations from the interviews. The team charted data directly into the framework matrix immediately following the interviews by listening to the audio recordings. In this way, a 30-min interview could be charted into the framework matrix within an hour of interview completion.

CLIP-Q analysis is driven by a pragmatic approach that relies on combining induction and deduction (Morgan, 2007; Skillman et al., 2019). The framework approach (Gale et al., 2013) was particularly suitable for the RAPCI study because interviews (although semi-structured) were highly focused rather than exploratory, prioritizing a small set of core topics and emerging issues. The study involved longitudinal interviews conducted in four fortnightly “rounds” and the focussed research questions evolved in each round depending on emerging findings and the changing priorities of NHS collaborators, driven by the evolving pandemic. The framework matrix was therefore a priori in the first round and tailored to the rapid reporting needs of the project in future rounds. Charting data into a framework matrix could proceed much more quickly than free coding transcripts but required researchers to balance the meaning and context of the data against the need to significantly condense and summarize the data effectively. Framework analysis also provided a structure to write up data.

For the Back-to-School, researchers worked closely with collaborators and used social media to keep informed of rapidly evolving COVID-19 policies and had to be agile during data collection—updating topic guides regularly—to ensure latest guidance changes were incorporated. Conducting interviews online, although a necessity due to COVID-19 restrictions, also facilitated rapid data collection as interviews could be arranged quickly, especially during lockdowns. However, there is a need to be cautious about who may be excluded if only using online interviews and at times the team paused recruitment to take stock, to ensure we had a range of perspectives. Interviews were immediately analyzed by the interviewer, from their own notes and the audio recordings. A framework matrix was used that covered the aims of the study and main themes of interview topic guide, but also facilitated for inductive coding. This rapid analysis was used to write a “living document” to produce rapid reports which facilitated early dissemination to key local and national stakeholders. Later when interview transcripts became available, the team added further details and direct quotes to the framework matrix to produce a journal article (Lorenc et al., 2021).

For the Low Dead Space Syringe project, BDP practitioners involved as co-producers used their expertise to inform the interview topics, ensuring key areas were covered and that the language employed resonated with interview participants. BDP's relationship with service users contributed to trust in the research team and thereby participants' willingness to discuss sensitive topics during interviews. Participation of PWID extended to co-creating knowledge with the researchers, helping in attributing meaning to findings and identifying key messages during analysis meetings; data are made meaningful in a collaborative process. This can help the research to be communicated to a wider audience thus maximizing impact.



Dissemination of findings, and establishing impact

A crucial rationale for the CLIP-Q approach is being able to disseminate findings quickly to key audiences to inform decision making. We adopt a two-stage approach to writing and disseminating findings which involves: (1) rapid feedback loops to stakeholders and key audiences via meetings and rapid reports of emerging findings which focus on addressing stakeholders' questions/needs; (2) publication of journal articles, promoted via online news stories directed toward the academic community and wider audiences. As the review process for journals can take months, which can risk findings being less relevant when published (Baines and Gnanayutham, 2018), journal articles are uploaded to preprint sites for immediate dissemination via social media.

To enable early and continuous dissemination of findings, the RAPCI study rapid feedback loop to BNSSG CCG entailed presenting findings at weekly COVID-19 Primary Care Cell meetings, thereby informing the CCG's pandemic response and the future direction of the study. We also produced five rapid reports between May and July 2020, published online on the ARC West's website and disseminated to GP practices locally and nationally via local contacts, university communications channels and twitter. Using our collaborators' networks of contacts to disseminate findings and influence change, findings were included in reports to UK government's Scientific Advisory Group for Emergencies (SAGE), the Royal College of General Practitioners (RCGP) and NHS England. We also produced three academic papers from the study (Murphy et al., 2021; Scott et al., 2021; Turner et al., 2021).

For the Low Dead Space Syringe project, we worked with PWID to translate the research findings into co-designed accessible harm reduction material, refining the messages, language, and helping with dissemination and plans for implementation. Using the principles of co-production and placing PWID at the center of the process was essential to ensure the materials were appropriate, engaging, and did not stigmatize the intended audience. The co-designed process required a pragmatic and flexible approach by the team to ensure the disseminated materials met the end users' needs. The team also produced two academic papers outlining the main findings and the co-production process (Kesten et al., 2017; Hussey et al., 2019).




Discussion

Key to CLIP-Q is a collaborative approach at all stages of the design, conduct and implementation of projects. Meaningful collaboration enables the diverse users of the findings to be active agents with equal standing to the researchers in designing, producing, and/or implementing research findings in a timely way (Heaton et al., 2016). Collaborations can focus the research questions on key real-world needs, take a purposeful and pragmatic approach to sampling and recruitment, and facilitate access to participants. Working closely with collaborators can also create a sense of ownership of the study findings, which can help dissemination and implementation (Vindrola-Padros, 2021). However, projects need to be properly resourced to enable meaningful stakeholder involvement, for example to assist with interpretation of findings and co-production of key messages. Resources are also needed to bring on board multiple experienced researchers with the skills required to share the workload of rapidly collecting and analyzing data in a robust manner (Taylor et al., 2018; Skillman et al., 2019; Vindrola-Padros and Johnson, 2020).

Another major feature of our CLIP-Q approach is intensive team-based data collection and analysis, with frequent team meetings and shared real-time data analysis through use of a joint analysis framework. The capacity for more than one researcher to work on the same study allows for faster data collection and analysis and enables peer quality control as well as exchange of expertise. Iterative rounds of data collection and the process of summarizing interview data directly from audio recordings immediately after interviews, allows team-based analysis to be conducted on a timescale that enables rapid feedback cycles to stakeholders to aid decision making (Mcnall and Foster-Fishman, 2007). Collaborative team-based working can improve analytic rigor when working at speed, with the process of examining data from multiple perspectives assisting collective interpretation of data, challenging assumptions about findings and encouraging team-based reflexivity (Beebe, 2001; Rankl et al., 2021). However, an open, trusting, flexible and non-hierarchical ethos is important to the success of team-based research to allow everyone to voice their opinions (Rankl et al., 2021). Producing rapid findings can generate extra internal and external pressures and be exhausting for the researchers involved, so supportive team working is essential to set realistic goals and share workloads (Vindrola-Padros and Johnson, 2020; Rankl et al., 2021).

Adopting a collaborative and intensive team-based approach to produce timely and relevant findings requires the research team to be pragmatic about what can be achieved with the time and resources available. This requires making compromises with collaborators to focus on key research questions, using flexible designs that can accommodate shifting needs and priorities and timely sharing of findings (Vindrola-Padros et al., 2021). This can produce tension between the quality standards of academic research and the demands and pressures placed by real world constraints. CLIP-Q pragmatic strategies to reduce data analysis timeframes include initial direct analysis from interview audio recordings and notes and team-based analysis to share workloads. Previous authors have compared similar techniques against conventional coding of full transcripts and found they identified the same broad themes, but with the added benefit of the rapid feedback loop with stakeholders allowing them to be a part of the analysis process (Burgess-Allen and Owen-Smith, 2010). However, this is reliant on having experienced researchers to conduct the rapid analysis and there may be the potential for not achieving the same “depth” or “level of interpretation” as conventional methods of data analysis (Vindrola-Padros and Johnson, 2020).

The CLIP-Q two-stage dissemination approach allows for both practical and academic interests to be met. First the needs of stakeholders and end users are met, through concentrating analysis on key critical issues and using these to write rapid reports and disseminating activities for a lay audience. Subsequently, more in depth analysis can ensue and guide later academic publications.

Qualitative applied public health and healthcare research is now taking place at a different pace and within a different paradigm from that of traditional academic research. There is a move from a scientific hegemony valuing academic knowledge, to embracing research collaboration and knowledge co-production by researchers working alongside stakeholders and service users to create findings that are rapid, responsive, and relevant (Riley et al., 2013; Vindrola-Padros et al., 2021). CLIP-Q uses a collaborative and intensive pragmatic team-based approach to focus research questions and guide strategies to enable efficient design and expedited data collection, analysis, and dissemination of urgent evidence to stakeholders as well as academic publications.
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One significant challenge facing the implementation of rapid research studies, or research that responds quickly to societal needs, involves the recruitment and retention of human subjects research participants. The purpose of this paper is to offer insights into the nuances of conducting rapid research during times of disruption. The first-hand accounts of participants experiencing disruption are critical and perishable. Although it may be difficult to recruit and retain participants, their data are needed to best understand and learn from novel, unprecedented situations. To this end, the authors draw from and analyze their experience conducting rapid research funded by the National Science Foundation to examine the effects of the COVID-19 pandemic on undergraduate education. The paper begins with a summary of the rapid project aims and research questions. Then, participant recruitment and retention challenges are briefly introduced as an advanced organizer of the paper. From there, the paper is structured in three sections that represent the human subjects research challenges faced during rapid study implementation. In the discussion, the authors summarize the above challenges and lessons learned in the larger context of rapid research. They reflect on a sometimes-forgotten issue: the wellbeing of research team members who face these and other salient challenges reflective of navigating life during a worldwide pandemic. By describing human subjects research challenges experienced in the implementation of a rapid study and lessons learned from experiencing and adapting to these challenges, this paper contributes meaningful insights into the daily challenges of carrying out rapid research.
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Introduction

In March 2020, the World Health Organization (WHO) declared the novel coronavirus disease 19 (COVID-19) a global pandemic following millions of confirmed cases and deaths worldwide (Johns Hopkins University, 2021). The pandemic significantly impacted higher education, and many U.S. institutions were forced to close their campuses, transition to online learning, restrict travel, and cancel professional conferences (Alexander, 2020; Gruber, 2020). These unprecedented changes greatly impacted teaching pedagogy and student learning. Considering the severe negative effect that natural disasters and pandemics can have on wellbeing (Main et al., 2011) as well as the disaster-related challenges institutions of higher learning are vulnerable to (Higher Education Information Security Council, n.d.), it became apparent that rapid research examining faculty and students' teaching and learning attitudes, perspectives, and behaviors during the COVID-19 pandemic was desperately needed.

The importance of capturing the experiences of those who live through COVID-19 disruption cannot be overstated; studying human behavior during disasters advances our understanding of social science phenomena (Reinhardt and Ross, 2019). However, human subjects research conducted during times of disruption and disaster is characterized by complexities that challenge our ability to not only conduct rigorous rapid research but also derive meaningful insights (Peek and Guikema, 2021). While a great deal of research has been conducted on the effects of disasters on human behavior and wellbeing [e.g., the severe acute respiratory syndrome epidemic (SARS) in China by Main et al., 2011 and Mihashi et al., 2009; the Ya'an earthquake by Wang et al., 2020; SARS and COVID-19 by Zhao et al., 2021], gaps remain in our understanding of the best ways to conduct human subjects research during major crisis and disaster events. For instance, as the pandemic has changed the research landscape so that face-to-face studies now rely on online data collection and remote collaboration (Clay, 2020), social science scholars must challenge assumptions about the ways that we recruit and engage with study participants.

The purpose of this article is to describe challenges faced by the authors' research team while conducting COVID-19 human subjects research and bring attention to important logistical issues that must be addressed by future research and research policy efforts alike. Leaders in the disaster research community have advised that “local researchers should conduct research on local disasters” (Oulahen et al., 2020, p. 570). As university professors and students navigating COVID-19 disruptions, each member of the research team was dedicated to contributing new knowledge to help institutions of higher education navigate the COVID-19 pandemic and future threats yet to come.

In what follows below, the authors of this article offer insights into the nuances of conducting human subjects rapid research from their own experience with a National Science Foundation funded study to examine the effects of the COVID-19 pandemic on undergraduate education. The insights from this experience are categorized into three themes: inter-institutional research team coordination, institutional recruitment, and participant retention.


The rapid research study

With an emphasis on teaching and learning within undergraduate science, technology, engineering, and mathematics (STEM) education, the research project was designed to (1) examine teaching and learning experiences of undergraduate faculty and students in response to the COVID-19 pandemic, (2) examine undergraduate STEM teaching and learning impacts, and (3) leverage findings to develop recommendations for colleges and universities to best prepare and protect their faculty, staff, and students and the integrity of undergraduate STEM education in the future. The project was developed in response to the National Science Foundation (NSF) Dear Colleague Letter distributed in April, 2020 that encouraged the submission of COVID-19 rapid research proposals “having a severe urgency with regard to availability of or access to data, facilities or specialized equipment as well as quick-response research on natural or anthropogenic disasters and similar unanticipated events” (National Science Foundation, 2020).

The study fit the NSF conceptualization of rapid research for a few reasons. First, it was crucial to begin data collection of survey and interview responses as soon as possible given the fluctuating national milestones (lifting of stay-at-home orders and non-essential business closures) and general heightened sense of uncertainty characterizing higher education in the United States at this time (e.g., the status of graduation ceremonies, whether courses will resume online in summer and fall). Second, the context of continued disruption to normal modes of operating presented an important starting point for examining institutions' and individuals' responses to COVID-19. As national responses and education decisions continued to rapidly unfold, the opportunity to capture the nature of undergraduate education experiences during such a critical time of fluctuation and uncertainty was ephemeral. Finally, individuals are unlikely to accurately later recall the extent to which they were able to adapt to changes, the extent to which changes created distress, and how they coped with events; as a result, psychological research emphasizes the importance of real-time measurement of experiences, emotions, and behavioral reactions (Shiffman et al., 2008).

Based on existing knowledge and gaps in the literature at the time, the study research questions focused on understanding the impacts of COVID-19 related institutional communication, transitions to online instruction, and COVID-19 resources on undergraduate faculty and student attitudes, perceptions, and behavior over time. To this end, a longitudinal, multi-method approach was used to gather information on institutional policy, crisis communication, and resulting attitudes, perceptions, and behaviors of ~400 faculty and 1,900 students from representative U.S. institutions across the Carnegie Basic Classification categories (The Carnegie Classification of Institutions of Higher, n.d). Data including archival responses from the Integrated Postsecondary Education Data System (IPEDS) (U.S. Department of Education, 2018), internet-based self-report surveys, semi-structured Zoom interviews, and over 4,000 messages sent from institutions to their faculty and students were collected at three points from the summer of 2020 to the spring of 2021. The challenges faced at each phase of the research project are summarized in Figure 1.
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FIGURE 1
 Human subjects challenges experienced across research phases.




Challenge 1: Inter-institutional research team coordination

The first human subjects rapid research challenge involved coordination occurring within the inter-institutional research team. While research collaborations across institutions create unique benefits such as a widened pool of research resources and expertise, they also pose challenges that have been documented by previous scholars (Bogue et al., 2005; Tigges et al., 2019). Issues such as navigating the particular policies and procedures of each institution, protecting human subjects data, and balancing other projects and priorities during a global pandemic all contributed complexity to the completion of the rapid research project.

The research team needed to design research procedures that accounted for the Institutional Review Board (IRB) requirements of each home institution. This involved having the research team members coordinate and communicate with one another and with their home institutions regarding policies and procedures for securing initial IRB approval, completing any necessary IRB modifications over the course of the project, and ensuring project objectives were completed as intended and as approved in by the IRB. For instance, it was important to efficiently communicate participation information to facilitate accurate and timely distribution of research incentives.

To adapt to these challenges, the research team followed recommendations developed in the science of team science (e.g., Bennett et al., 2018) to create a collaborative and communication-oriented structure. This involved coordinating meeting schedules across not only two different academic calendars but also two different calendar systems (16-week semesters vs. 9-week terms) to make sure that there was consistent information flow about all project needs, activities, and developments. The team held videoconference meetings every other week to convey project updates, resolve issues that arose, and come to consensus on any decisions that needed to be made or changes that needed to be implemented. Closed-loop communication was enacted so that even if a team member was not able to immediately address an email they received, they would reply to convey that they received the message and when they would be able to fully respond. For the survey component of the project, the research team maintained shared access to the survey using the collaborative function in the survey platform. Finally, a data preparation meeting was held once all survey data were collected. In this meeting, the team worked to download, organize, and clean the dataset, walking through multiple steps together so that everyone had a shared mental model of how the data were structured prior to splitting up analysis and reporting tasks.

Overall, this coordination was important to the research process because it helped to maintain a shared understanding of the ongoing research effort and keep research team members engaged over time. Especially in a time of global disruption and uncertainty, any infrastructure that can be implemented to promote and sustain collaborative processes will greatly benefit team science efforts broadly and rapid research efforts specifically. This includes infrastructure not just at the research team level, but also at the institution level. As recent work (Rohrbach and Genco, 2022) has noted, reward structures within institutions traditionally prioritize individual pursuits, often at the expense of team science and interdisciplinary collaborations. As such, there is an opportunity for institutions of higher education and the professional organizations of various disciplines to develop inter-institutional guidelines and processes that would better facilitate rapid research. A recent article by Peek et al. (2021) provides excellent recommendations regarding what institutions can do to facilitate interdisciplinary and inter-institutional rapid response research. One specific example is the development of an IRB Authorization Agreement between institutions that can “increase ethical standards, reduce the burden to participants, and streamline efforts to get well-trained researchers into the field rapidly when a disaster occurs” (Peek et al., 2021, p. 1210).



Challenge 2: Institutional recruitment

A second challenge encountered by the research team was institutional recruitment. It was imperative to engage a diverse set of higher education institutions in the research project because the challenges faced by institutions and their capacity to respond likely varied according to certain characteristics of the institution. The research team employed modified stratified sampling to invite institutions to participate and aid in recruitment. Because participatory research practices strengthen community-based research efforts (Wallerstein et al., 2019), it was a goal of the research team to recruit individuals to the study from institutions that fully supported their participation. This involved working with institutions' IRB coordinators and administrators to ensure that research logistics led to distribution of study materials and participant recruitment aligned with their institution culture and mission.

In May 2020, the research team created a recruitment pool of higher education institutions. The 2018 Integrated Postsecondary Education Data System (IPEDS) database was referenced to create stratified samples ensuring accurate representation across institutional characteristics [e.g., public/private, urban/suburban/rural, small/medium/large, status as a Historically Black College or University (HBCU) or Hispanic Serving Institution (HSI), Carnegie Classification]. Approximately 90 institutions were invited in the first wave of university recruitment; in subsequent waves of recruitment, when a university did not respond or declined participation, another institution was randomly selected from the same strata (i.e., a small, urban, private, HBCU university). Ultimately, there were three waves of recruitment and approximately 690 universities were contacted.

Multiple professionals (ranging from university president to deans of faculty and student affairs) at each institution were contacted by email and phone. Still, acceptance was low. Although a technical report containing institution-specific data and recommendations was an incentive for partnering institutions, this did not seem to justify participation for many. The most common reason to decline participation was the institution perceived that faculty and students were already overburdened.

To overcome this challenge, the research team deployed a multifaceted approach: seeking alternative institutional contacts and pursuing institutional oversampling. Although the first waves of recruitment originally involved reaching out to higher levels of leadership within university administration—based on the idea that a message of support from leadership could increase buy-in among participants—non-response rates likely correlated with the level at which upper-level administrators were overburdened. Subsequent waves of recruitment involved contacting lower levels of administration and/or administrative assistants. This strategy earned a modest increase in the number of responses. It is also worth noting that the principal investigators virtually met with administrators upon request to provide more information and discuss recruitment or participation concerns.

The next facet of the approach to improving the participation rate was oversampling within each strata in subsequent waves of recruitment. This activity supplanted the original stratification strategy of replacing a selected institution who did not agree to participate with one randomly selected university of similar IPEDS characteristics. The research team identified the institution acceptance rate and oversampled at a rate that would likely produce the desired number of institutions even if the rate of nonresponse or declining participation remained consistent.

Although responses from institutions did increase at this stage, the research team did not achieve the desired institutional sample size of 90 institutions. Undergraduate students and faculty from 33 institutions participated in the study; these institutions were generally representative of the national characteristics identified from IPEDS. Finally, the researchers discussed modifications to the study design that could preserve the original intent of a large institutional sample size, allowing for examination of a breadth of COVID-19 responses. A team of trained research assistants obtained publicly available COVID-19-related messages from the universities that were originally randomly sampled from IPEDS to provide additional information about institutional responses to the pandemic.

In responding to these challenges, the research team gained the following insights. Rapid research conducted during times of crisis must anticipate the challenges faced by the organizations that they are attempting to serve. Oversampling can help a research team in gathering data quickly when rates of non-response will likely be present during difficult times. Additionally, the research team learned the value of considering alternatives to data collection methods that require human time and effort. Instead of solely depending on participant recall, publicly available data could be gathered that reflected the response of a large, representative sample of institutions.



Challenge 3: Participant retention

The final rapid research challenge involved the retention of study participants. Participants were enrolled in the study in different ways depending on the preferences of the institutions that agreed to participate. For some institutions, the preference was to distribute the survey via institutional communication channels. Other institutions provided the research team with a list of email addresses, and these lists were used to distribute the survey via email. While anonymous survey links are desirable for one-time surveys, distribution of a more longitudinal survey via personalized links was found to reduce the overall email footprint and greatly enhance the ability to accurately link and track responses over time.

Although recent work has indicated that there is likely little to no effect of participation on wellbeing in COVID-19 survey research studies (Sollis et al., 2021), the research team was extremely sensitive to the potential impacts of study participation on participant wellbeing. Several strategies were implemented with a goal of balancing empirical rigor and issues of survey length and participation fatigue. First, the research team brainstormed all possible survey measures that capture constructs of interest. Then, in cases where all else was equal between two measures of a particular construct, the shorter measure was retained. The research team pilot tested the survey to determine approximate duration, aiming for no longer than 20 min. Finally, as the nature of the COVID-19 pandemic changed across the duration of the study, the research team implemented IRB-approved modifications to survey items to remove items that became less relevant and add items that became more relevant. For example, once the COVID-19 vaccine became available, items reflecting whether participants had received a vaccination were added. Similarly, the interview component of the study involved establishing a goal of 45 min or less to complete the interview; questions were developed to meet this goal, and questions were adapted to best reflect the stage of the pandemic at each time point.

Beyond participant enrollment and the structure of the survey and interview protocols, methods for retaining participants included a gift card research incentive and the distribution of personalized reports upon completion of the third and final survey. The research incentive provided a small compensation for participation ($3 for each survey completed plus an $11 bonus for completing all three surveys, for a total possible amount of $20). The personalized reports were designed in the survey platform and distributed automatically once the final survey was completed. They included individual scores (when available), ways to interpret those scores, and resources including mental health support.

Still, it was challenging to retain participants across the three time points at which data were collected. The first survey (Summer 2020) was sent to over 25,000 eligible faculty and students across all participating institutions. There were 2,935 surveys started and 1,015 complete surveys once careless responding screening was conducted. The second survey (Fall/Winter 2020) was distributed to 2,888 participants who consented to participate. There were 839 surveys started and 513 completed responses. A $11 incentive bonus was added to the third survey (Spring 2021) to promote retention. This time, there were 1,014 surveys started and 833 completed, indicating that the bonus improved response rates compared to the second survey.

Longitudinal research that examines individuals' experiences with disasters over time can make meaningfully advance our understanding of such disruptive situations; yet the challenges such research poses, including participant retention, make it difficult to conduct (McLeod et al., 2022). In this case, the research team originally planned for a significantly higher sample size than what was ultimately collected to support multilevel analyses. One lesson learned was the importance of mixed methods and multi-source data in human subjects-focused rapid research. In other words, given the potential fallibility of any one method in a rapid research environment, it is important to find ways within one's own research context to triangulate the ephemeral data of interest via multiple data collection mechanisms—each method addressing a potential limitation of another. Although some of the original analyses planned may not have had sufficient power to be conducted, the fundamental research questions of the project were still able to be answered given the richness of data provided by surveys, interviews, and institutional documents. Overall, the research team adapted to participant retention challenges by revising the survey and interview protocol to adjust to the changing landscape of the COVID-19 pandemic, using survey modifications to find a balance between empirical priorities and participant fatigue issues, and reorganizing funds to further incentivize participation in the final survey.




Discussion

Ultimately, the value of insights gained from rapid research outweighs the challenges faced in conducting this research that responds with agility to emerging societal needs. The preceding content describes the challenges faced by a research team conducting rapid research on responses to the COVID-19 pandemic in institutions of higher education, the solutions used to respond to these challenges, and lessons learned that can potentially aid in future rapid research. Similar to recent work on rapid research during COVID-19 (Vindrola-Padros et al., 2020), the challenges described above are characterized by themes related to research partnerships and teamwork, study design and execution, and participant recruitment and retention. This paper adds to the existing literature on rapid research that has identified important challenges associated with adapting methods to the needs of the situation and in consideration of what the participants are going through while ensuring that the research questions at the core of the project are still addressed. Existing literature on challenges of conducting rapid research during times of crisis focuses primarily on health systems (e.g., Johnson and Vindrola-Padros, 2017) and qualitative methods (e.g., Rahman et al., 2021). This paper corroborates these previous findings from the perspective of a more quantitative-leaning, mixed-method study focused on higher education as a domain somewhat more distally affected by COVID-19 than public health or healthcare.

In this rapid research study, challenges arose in the logistics of coordination among a multi-institutional research team, in recruiting a large and representative sample of institutions, and in promoting participant retention. A common theme underlying these challenges seemed to be the human toll of the pandemic; the researchers' institutions, sampled institutions, and participants were all overburdened. In these situations, additional planning and coordination, anticipation of challenges, creativity in finding data sources that preserve the original aims of the project, and acknowledgment of the value institution and participant time allowed the research team to adapt. A summary of lessons learned and directions for future research corresponding to each of these challenges can be found in Table 1.


TABLE 1 Future rapid response human subjects research directions.

[image: Table 1]

Institutions are encouraged to engage in capacity building that reduces barriers to conducting rapid research, such as developing procedures that support inter-institutional collaboration ahead of time. We also urge researchers to engage in contingency planning early in the study design process, anticipate and offset the burden of participation as much as possible, and consider data sources that could compliment insights gained from participant report or supplement when obstacles interfere with original study plans. Finally, we encourage institutions and researchers to avoid becoming discouraged by the challenges of conducting rapid research. These efforts are critical; neglecting the voice of those affected would severely limit the ultimate impact of scientific research in times of crisis or disaster.

The experience and analysis described above has its limitations. The rapid research study was conducted within a higher education context that may not be applicable to all rapid research domains. We acknowledge that not all rapid research can or will be supported with funding to allow for components such as monetary participant incentives. The challenges and insights are derived from a study relying on primarily subjective, self-report survey methods and may not be applicable to studies with primarily objective measures. Finally, the primary focus on psychological constructs may limit its generalizability to other social sciences. Still, the hope in presenting these challenges and lessons learned is that others will still be able to derive insights that may enhance rapid research initiatives conducted with human subjects in the future.
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The objective of this paper is to provide insights into our experiences undertaking qualitative rapid research in Latin American contexts based on fieldwork from Argentina, Brazil, Chile, and Mexico. We focus on the insights and learning processes that emerged from our research teamwork during the COVID-19 pandemic. Our research projects are part of an international collaboration led by the Rapid Research Evaluation and Appraisal Lab (RREAL) to explore the experiences of COVID-19 Frontline Healthcare Workers. The analyzed experiences not only rely on the local studies but also on our reflections as a group of Latin American researchers collaborating along with an international team. Qualitative research has an important and long-lasting tradition in Latin America. However, healthcare professionals are still reluctant to use these methods. We highlight tensions and dilemmas that have emerged from our own empirical experience: First, the time for research ethics committees to evaluate the protocols; second, the difficulties in accessing funding to undertake research due to the lack of financial opportunities; third, having to decide the language of our publications. That is just the tip of the iceberg that allows us to show inequalities in the conditions under which scientific knowledge is produced between the North and the Global South. Following these points, our text explores the tension between the urgency to conduct rapid research and the multiple difficulties when undertaking it during the pandemic. It is important to point out that the problems we faced already existed before the sanitary emergency, being magnified by the former. At last, our conclusions delve into the reflexive process we, as a team of female researchers, undertook to explore the differences and similarities of our experiences. This analysis allowed us to solve obstacles and dilemmas when doing research. The winding road we describe here serves as an example for other research teams when planning and undertaking rapid qualitative research during future pandemics.
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Introduction

This paper's main objective is to provide insights from our experiences undertaking rapid qualitative research (RQR) in Latin American countries such as Argentina, Brazil, Chile, and Mexico. As Latin American female researchers we reflect on the tensions and learning processes that emerged from our teamwork during the COVID-19 pandemic. The research projects on which we based our discussion are part of an international collaboration led by the Rapid Research Evaluation and Appraisal Lab (RREAL, UCL), focused on exploring the experiences of frontline healthcare workers during the pandemic in different countries, reaching up to 22 teams worldwide.

Within the framework of this international collaborative project, which pretended to draw a global picture of the working conditions of healthcare workers, arose the need to articulate, compare and analyze experiences between countries in the region. This was needed even though there were important differences in the way each country handled the pandemic and in the articulation of cooperative health strategies (Basile, 2020).

As Vindrola Padros and Johnson have shown, the 22 countries involved in this network experienced different situations during the research, each team was “shaped by delays generated by ethics review committees, restrictions that prevented access to medical facilities and staff, limited budgets for research and the pressures researchers were facing in their own lives (uncertainty, fears, childcare issues, illness, and bereavement)” (Vindrola-Padros and Johnson, 2022, p. 3). Taking this into consideration, in this paper we analyze the experiences of researching the Global South.

Thanks to these dialogues, common aspects emerged around the ways of doing research. This collaborative research experience has become an opportunity to question and reflect upon the task of undertaking research from the “Global South,” given the contrast with other experiences from teams based in central countries. These questions and reflections have led us to look at our experiences collectively. In this article, we analyze some of these points.

Global health is a relatively new approach in the field of public health. This perspective, which supposedly defines a global agenda based on the health needs of the population of the entire planet, above the interests of particular nations, however, has received deep criticism from countries of the Global South, arguing that its scope does not it is only limited and linked to specific and decontextualized interests, but also reproduces the perspective of the Global North and not a perspective of rights, justice, equity and global political determinants of health.

Global health promoted through international organizations and based on multilateral and unilateral cooperation agreements that operate vertically on the territories called the “Global South,” globally defines its objectives, which are not necessarily suitable for the countries of the global south, reproducing, from this colonialist logic (Fleury, 2001; Rovere, 2014). It is worth adding that the literature on the subject produced in the last two decades comes, fundamentally, from institutions based in central countries, with the English language being predominant. It is from this group of countries and their academic institutions that the very notion of global health was installed and consolidated to solve health problems at the international level.

Advocating for the health sovereignty of our territories, and from an epistemological position from the south (de Sousa Santos, 2009, p. 368), some approaches propose a decolonial and epistemological turn in terms of a New South-South International Health (Basile, 2018). This last author warns that the discussions on the intellectual and political construction of international health must carry out two simultaneous intellectual exercises: the internal criticism of the hegemonic logics imposed from the Global North, and the formulation of interests and strategies of the South based on the autonomy, geopolitics, emancipation, history, and culture (p. 8).

Taking this into consideration from an epistemological position from the South, we analyze the ways of making and producing knowledge, highlighting not only the differential conditions in which we carry out our work, about the countries of the Global North, but the theoretical, methodological, and political potential that derived/emerged from our “subaltern” condition, which reflects a political imagination beyond the solutions and alternatives thought from and for the north and applied to our territories.

In this way, we aim to unveil some of the North-South inequalities and the different ways of doing research regarding not only theoretical backgrounds but tools and opportunities from our contexts, highlighting, as well, some tensions and dilemmas that have emerged from our own empirical experience undertaking RQR during the pandemic.

Qualitative research on health issues has an essential and long-lasting tradition in Latin America. However, some scientists, and experts in clinical, biomedical, and even social sciences are still reluctant to use these kinds of methods, even when there is a local social-epidemiology tradition developed very closely to social sciences methods and techniques. Although its importance in health research is recognized, due to its contributions to generating concrete and useful insights in less time during a crisis, there is still some mistrust and resistance to its application, especially concerning the quality of these investigations (Vindrola-Padros et al., 2021). In Latin American Countries there is no large trajectory doing RQR. That is mainly linked to Applied Anthropology which has a limited expression reduced to some teams' trajectories (see Freidenberg, 2008). This type of approach is usually rejected in the fields of research in the social sciences, especially anthropology. There is frequently an automatic association of rapid research as a “quick and dirty” exercise, as has been described in other countries (Vindrola-Padros and Vindrola-Padros, 2018; Vindrola-Padros, 2020).

A systematic review on the subject (Vindrola-Padros et al., 2021) shows that there are still questions related to the use of these methods, especially concerning their suitability and the reliability of the data, and the degree of use of the results obtained through their use. It is not the objective of this article to go into depth about these postulates. Rather, what we are interested in pointing out is how the question of “fast” enters into tension with logic, times, and concrete possibilities of doing research in our contexts and shows that, despite the limitations, the quality of research has not been diminished. In this sense, the rapid adaptability of research teams, the rigorous analysis, and the high level of production, even with few resources, stand out.

It is increasingly identifying themes that encourage dialogue with counterparts in the Global North, suggesting ways to use the knowledge that could link anthropology from the North and the South in the American continent (Freidenberg, 2022). Anyway, the implementation of qualitative research in the context of Latin American countries, as has been described for other countries, continues to lag in the delivery, credibility, and timeliness of findings when compared with other research designs (Vindrola-Padros et al., 2020).

Concerning this, respect for Rapid Qualitative Research (RQR) and the evaluation approaches, a systematic review on the use of Rapid evaluation in health care (Vindrola-Padros et al., 2021) showed that the most frequent reason for the use of these approaches was the need to report results of the findings to inform decision making, established programs or the provision of services. When discussing Rapid Qualitative Research, it is relevant to remember Beebe (2014) who argues that it is not rushed research, it is rapid research. Although, it is not the same doing RQR in our countries as in central ones, for example, time in producing and publishing articles differs and also does the approach to the field. Some of the dilemmas we discuss are closely related to the fact that strategies guided by the central countries colored the responses developed by the different countries to the pandemic. Advocating for health “from the south,” Basile (2020) points to an issue that also crosses our position as researchers from countries of the Global South. It is necessary to take into consideration the impacts of the geopolitics of power and health knowledge in coping with the global SARS-CoV-2 pandemic.



Doing rapid qualitative research in Latin America


Rapid qualitative research: Waiting for the Ethics Committee resolution

The decision to undertake a research project of any kind and at any time requires an ethics committee's favorable resolution. In our countries, most committees are used to evaluate laboratory-based and clinical research mainly, so, qualitative approaches sometimes generate questions and doubts that contribute to the slowing down of the evaluation process. In ethics committees, there is a predominance of researchers who come from the natural sciences and biomedicine, which biases the evaluations in some situations, for example, asking qualitative research for elements that are not it is own (even epistemically), demanding clarifications that are taken for granted in natural sciences or predicting situations of risk that are exaggerated and contrary to what happened in the investigation, as can be seen in the following case.

Brazil has a unified ethics committee system, which is called “Plataforma Brazil.” All projects must be uploaded to the website and once this first step is completed, the project will go through a series of steps until the documentation is ready to proceed to the evaluation phase. After this instance, the project is sent to an Ethics Committee, depending on the region where the project will be developed. For this first stage of the process, it is necessary to have all the prior authorizations from the health centers where the research is proposed to be carried out.

While there was also a resolution in Brazil that streamlined COVID-19 projects, we experienced a particular delay in getting approval, which took more than 4 months from the moment in which the application was lodged. The reasons for this delay were the successive requests for explanations regarding “how we would act in the face of possible sensitivities of health professionals,” which had already been previously addressed, following relatively standardized guidelines of qualitative research ethics. However, due to the disagreement of the evaluators regarding this point, we proposed offering psychological aid to participants through a program designed by the health system to provide psychological and psychiatric support to health professionals who work in the public system. This was also not accepted by the committee. Finally, we had to incorporate a psychologist into the team, who assumed the role of providing psychological assistance in the face of any eventuality. It is worth mentioning that the investigation proceeded without incidents. All the people who chose to participate in the study authorized the recording of the interviews, except one person. Contrary to what was argued by the ethics committee, there were no situations of discomfort on the part of the participants, quite the contrary. They appreciated having the opportunity to be heard and narrate their experiences in the pandemic.

In this context, emerges the question: To what extent certain ethical safeguards were insisted on when it comes to qualitative research that is not considered in quantitative research? And in that sense, comparing committee evaluations in different countries we saw different criteria and feedback questions around projects with the same methodology.

In some countries like Argentina, the Ministry of Health passed a resolution during the pandemic to fasten the ethics evaluation process. There were no extra requirements to get the approval. This allowed researchers to defer the signing of the informed consent form when their projects did not involve interventions on a person's body, which is the case of qualitative research1 This contributed to speeding up the process of gaining ethics approval for RQR.

The Chilean case was like the Argentinian case, as Ethics Committees also began to function with a fast-track process for studies focused on tackling different dimensions of the pandemic. This strategy was put into place mainly to facilitate the timely implementation of clinical studies that aimed at trialing new drugs and therapies to address the population's health needs. The fast-track revision process did not involve a less thorough evaluation, but it helped Ethics Committees to prioritize those applications that had a clear aim of addressing the challenges posed by the pandemic, over those studies that were concerned with other topics.

The qualitative study conducted by the Chilean team benefited from this process as its main objective was to explore healthcare workers' and patients' perceptions of COVID-19 and the health response in Chile during 2020–2021. The research team collected data in five regions of Chile, which at the time had the highest number of cases of COVID-19. From now onwards, we will refer to this study with the name “ExpCOVID.” Considering the sanitary restrictions imposed by the pandemic, the team decided to undertake all interviews with frontline healthcare professionals via telephone. Additionally, the consent form was designed on a website, allowing potential participants to review the characteristics of the study and accept participating in it online. Only after accepting taking part in the study, did the research team receive a notification with the participant's contact details.

After gaining consent and throughout the implementation of the ExpCOVID project, the team applied for amendments on three occasions. These amendments allowed the team to adjust the study according to the dynamic context generated by the pandemic, but also to devise new strategies to improve the visualization of the study and thus, the recruitment of new participants. All amendments were approved within the following 2 weeks after being lodged, as Ethics Committees hold weekly meetings during the pandemic.

The first amendment focused on improvements in the interview guide and the website. The second one responded to epidemiological changes and sought to increase the number of regions where data was collected. It also incorporated the option to undertake interviews online using the Zoom platform. The final amendment focused on new strategies for recruitment. This was one of the main challenges faced by the team, as frontline workers were already extremely tired due to their workload, the nature of the disease, and the ever-changing contexts (we have unpacked this in another publication, see Brage et al., 2022). Thus, inviting them to take part in an interview was, in a sense, extra work for them, but we believe that it also represented an opportunity to reflect on their everyday routine at work and home, and unpack a deeply emotionally and physically charged experience. At the end of many interviews, participants thanked the interviewers for listening, stating that the interview had been a positive experience for them.

In other cases, like the one from the Mexican team, there is no national regulation for research ethics committees, for non-clinical research, it depends on each institution, public or private. This lack of consensus leads to two main problems: in the first place a lot of health-related institutions do not evaluate non-clinical research in their ethics committees and second, there is almost no place for independent research to get an ethical committee evaluation, therefore sometimes it is not possible to collaborate in international research projects. These issues lead us, as a Mexican research team, to work with no official ethics approval. To comply with international standards, we delivered information letters to all our participants, explained, and used an informed consent form, and kept interview transcripts utterly anonymous from the moment we started fieldwork through the publication. Nonetheless, this lack of ethical accountability could lead to the impossibility of applying for funds and participating in international research teams in the future.

The political moment that each of the countries experienced configured different ways of dealing with the pandemic, generating, and exacerbating uncertainties (Brage et al., 2022). In that regard, we can ask ourselves about the best alternatives to guarantee the conduct of ethical research globally, considering so many different experiences and contexts. In contrast, the ethical behavior of the researchers should follow similar principles (considering cultural adaptations according to the context). Even though there are different experiences in different ethical committees, for example, based on the way they are configured, oriented to biomedical or laboratory-based research, or oriented to include social sciences. Based on our mixed experiences, probably it is necessary to open a discussion about the tensions that emerge from doing qualitative research in such circumstances, which is different from biomedical research, and thus to create more pertinent and clear criteria that may allow teams from different disciplines to carry out their studies without this kind of barriers.



Local experiences of seeking funding

In “normal” circumstances, that is, in non-pandemic contexts, accessing funding for undertaking research projects takes time, persistence, and great effort. Regularly, researchers may need between 6 months and a year to apply and receive funds for their proposals if their application is successful. In pandemic circumstances, these timelines were untenable, as the context required faster processes to apply and receive funding. The health emergency became a source of extra funds and accelerated mechanisms of research project evaluation.

At the beginning of the pandemic, this phenomenon was mainly seen from an epidemiological viewpoint, therefore most of the funds were intended for epidemiological and medical-clinical research, although social scientists were participating in the analysis of the sanitary crisis, contributing first with speculative knowledge, which was necessary under those circumstances but not oriented to solve empirical problems. Later, when the profound effects of the pandemic on social life were highlighted, and the syndemic character of the crisis was acknowledged, the necessity to involve the social sciences in the analysis became urgent and desired. These not only contributed to a better understanding of the social inequalities that appeared during the pandemic, but also unveiled people's living conditions, experiences, and perspectives, especially in low-income countries (like Latin America ones). As Pickersgill et al. (2022, p. 1) have stated: “social scientific research on COVID-19 has increased as the pandemic has evolved.”

This broader perspective enables the recognition that social sciences research is essential in the context of pandemics. Some countries organized special calls for social sciences research grants. In Argentina, for example, after 6 months or more of only financing clinical or epidemiological studies, there was a new interest in social sciences, seeking for knowledge-oriented proposals to comprehend people's behaviors, the impact of pandemics in poorer families, people's strategies to solve daily problems in this context, their demands to the state, the issue of food security and violence associated to the pandemic, among others. Suddenly it became urgent “to know more” about people's everyday experiences, including those of healthcare workers, which constituted a change in the previous focus on the virus behavior. As a result of that interest, the Argentinian team received a grant from the National Agency of Research, Development, and Innovation (PISAC-COVID-19Agencia I+D+i announcement, 2020)2 We would like to highlight that this research fund particularly targeted women in sciences, promoting gender equity in research. While the grant offered financial support to undertake part of the study the Argentine team received the funds in March 2021, after being working on the topic since March 2020 (as often in social sciences there are teams with more people working than getting paid for).

Regarding the experience of the Mexican team, two independent research groups participated in the collaboration with RREAL. The first team worked at the beginning of the pandemic to develop a public policy analysis to identify health inequalities between public and private institutions, exemplified by their response during the COVID-19 epidemic in Mexico. This team was led by researchers from an NGO3. Nonetheless, the other team which developed two projects one with frontline healthcare workers and one with emerging adults was not funded, and the team worked on these projects due to personal interest and ad honorem. At some point, the project received the symbolic support of the Public Health Mexican Society, as this organization sponsored the study by lending its name to accomplish the “professional adscription” of the project, increasing its credibility. This was crucial to undertake the recruitment process, as the team could show in ads shared on their social networks that this organization sponsored the study, becoming more attractive to recruit participants.

In the case of Brazil, the project was developed based on previous agendas of researchers from the institute (Centro de Estudos da Metrópole). In this way, the team did not aspire to gain specific financing to undertake the study, but instead, they proposed to complement each other and broaden their approach to contemplate the objectives of the collaborative project. In the practice, this meant that the researchers who were already collecting data for other studies accommodated their fieldwork to include the objectives sought by RREAL. This also meant submitting ethical amendments to already approved studies.

The Chilean study began as all the other Latin American projects described above: lacking funding. However, during the early stages of this project, we benefited from funding from the Chilean National Agency of Research and Development (ANID in Spanish). In late April 2020, ANID launched a funding scheme “for the rapid allocation of funds for research projects on Coronavirus (COVID-19).” The purpose of this scheme was to finance initiatives linked to the diagnosis, control, prevention, treatment, monitoring, or any other aspect related to the pandemic and its consequences, from a scientific, technological, sanitary, social, economic, cultural, and humanistic perspective4. In the 23 days in which this call was opened, ANID received more than 1,000 proposals and only 63 of those received funding, being ExpCOVID one of those5 We believe that our project was competitive because when we applied for funding, we already had ethics approval to undertake the study and a strong international collaboration with RREAL, which was a requirement of this funding scheme. It is important to consider that the small number of grants allocated demonstrated, on the one hand, the great interest of local research teams to undertake projects connected to the pandemic and their ability to prepare a proposal with very short notice. On the other hand, the 63 grants allocated highlighted the small chance most researchers have when applying for funding.

We cannot ignore the fact that aspiring for funds always takes considerable time and dedication that, in the context of the pandemic, overlaps with the infinity of tasks that all of us carry out, as well as with the tasks of reproduction necessary for sustaining life. In this way, we did not spare extra time to raise funds for these projects and we decided to juggle the talents, knowledge, and abilities each member of the team had, optimizing time, energy, and resources, something that women and dissidents know how to do quite well in our daily lives.



Local Latin American teams meeting global ones

The pandemic brought to the fore the concept of Global Health, as its impact and long-term consequences went beyond geopolitical boundaries. Very quickly, on the 30th of January 2020, the International Health Regulations Emergency Committee of the World Health Organization declared COVID-19 a Public Health Emergency of International Concern (PHEIC). This status is used for under exceptional circumstances where there is a clear “public health risk to other States through the international spread of disease” and which require a “coordinated international response” (Wilder-Smith and Osman, 2020, p. 1). As a field of research and practice, “Global health emphasizes transnational health issues, determinants, and solutions; involves many disciplines within and beyond the health sciences and promotes interdisciplinary collaboration; and is a synthesis of population-based prevention with individual-level clinical care” (Koplan et al., 2009, p. 1995). Thus, the research projects our teams undertook contribute to this field and at the same time, are marked by its characteristics and emerging tensions.

In recent years different concerns regarding the asymmetries that emerge from Global Health have arisen (Montenegro et al., 2020), which are relevant to our argument, in the sense that, on the one hand, the pandemic uncovered how the global North and the South communicate with each other, which voices are considered valid and how recommendations (for research and practice) designed in the North not necessarily apply to the South. On the other hand, the pandemic showed patterns and strategies for establishing research-related relationships between academics from the North and South.

As stated by Seye Abimbola, “there is a problem of gaze at the heart of academic global health” (2019, p. 1), referring to the issue of identity and positionality. Knowledge production is interwoven with who we are as researchers, from where we write (in an epistemological and geographical sense), and to whom we write. Thus, it is relevant to explore the academic relationships that emerge from Global Health-related topics such as the pandemic, grappling with tensions that may appear from the management of projects, timelines, language in which we write, rules, frameworks, and available resources, —or their lack thereof.

The research initiative that brought the authors of this paper together emerged during the pandemic from a social sciences research team based in the UK that invited researchers from around the globe to participate in an international research network interested in the experiences of healthcare workers during the COVID-19 pandemic. This network is coordinated by RREAL, at the University College London. Thus, our involvement in this network took place through a North-South invitation to collaborate and share our findings and experiences. Considering that the pandemic first hit the North, it was expected that academics based there began designing and implementing research projects to explore the complexity of the pandemic before those located in the South. But we also believe that globally, the resources (financial, human, technological, and social) available for researchers and academics are unequally distributed. In this respect, it is interesting to mention that the network does not offer any kind of financing for the projects, and some of the national teams that participated neither have access to funding in their countries or to human resources to undertake the research projects, therefore an important part of the work undertaken by our teams was “volunteer work” for the whole project or at least for most of it varying from team to team.

That is representative of inequalities in knowledge production conditions. While in the North the teams are financed and very well-constituted from the first day of the research (or almost that seems so), in the South the conditions are very different, the teams are hardly financed and many times we finance our research from our salaries. That has an impact on the possibility of fast data collection, analysis, discussion, and dissemination. In this way, we ask ourselves whether rapid research appraisal is compatible or not with the South constitution of research teams and the working conditions we have.

Take as an example the situation of the Chilean team, which had 12 members, all of their academics with different degrees of experience in undertaking qualitative research. Of the team, only the principal researcher (the only male in the team) and the main co-researcher had enough allocated time during working hours to conduct this study (5 and 4 h, respectively), while all the other researchers only had 2 h weekly dedicated to the project. Often, this time was insufficient, which pushed researchers to use their time to undertake research activities. However, their enthusiasm and commitment to the topic were outstanding, becoming a facilitator to complete the project according to its timeframe. One aspect that helped the team to function effectively was the participation of three postgraduate students (two males and a female student) who completed their master's thesis as part of this project.

In Argentina, in 2020 the team was the same that was doing research at hospitals previously, a team of four women, including the main researcher, the only one with relative stability in her job as a researcher. Two others were postgraduate students doing their master's thesis and another one depended on funds from local projects. By November 2020, the latter decided to leave the study to take care of her children and work freelance from home. At that time, another postgraduate student was incorporated into the team to do her master's thesis related to this project. Also, a postdoctoral student was incorporated due to his interest in collaborating, despite the fact of erratic financial resources. In this uncertain and precarious context, it was difficult to enlarge and hold on to the research team.

In the RQR conducted by the Mexican team, there were three researchers, all of them women, who had different roles: one research assistant who was also a clinical physiotherapist, one who worked as a project manager while undertaking a Master's program, and an independent researcher who held a Ph.D. Only the principal researcher could allocate more than 3 daily hours to the project, while the other two researchers worked on it mainly during their time. Due to the nature of the study, most of the interviews were done at the best time possible for the healthcare workers, which meant the research team had to work during weekends and at night, and as said before totally ad honorem as we were convinced of the importance of the project.

The Brazilian team was made up of three main researchers, all of them women who, as mentioned above, joined their health research agendas to carry out the project, each of them with funding from other research under development. It is worth clarifying that the material collected through face-to-face interviews was possible thanks to the fact that one of them was doing fieldwork in a healthcare center as part of her postdoctoral research. In other words, the interviews could not have been carried out if it had not been for the financing of the postdoctoral fellowship. Likewise, it is worth mentioning that in some stages two of the researchers diverted resources from their research projects to finance, for example, a master's student who revised public policies to the pandemic.



Publishing debates: Cost and language

Most of the academic journals that are well-indexed and positioned on rankings, for example, h-factor, mainly publish in English, therefore, we Latin American researchers are academically better evaluated when publishing in these journals, even when in some cases our results are more pertinent, useful and suitable for a Spanish-speaking audience, where we can reach a broader audience, but probably with fewer citations (Franco-López et al., 2016) that are also evaluated in some contexts.

As researchers we need to decide in which language we want to publish, in our case Spanish, Portuguese or English, mainly. If we decide to do it in English, then we must consider if we can write the text directly in this language, which implies evaluating our ability to write in another language and the extra time we need to do that. If we decide to write it in English, we may need an expert to revise the text, and if we do it in Spanish we will need funding for translation, as we said before, this may not be a possibility due to the lack of funding. Another issue surges when we translate or adapt interview guides, scales, other research tools, and, regarding qualitative research, the translation of participants' quotes, which may contain slang. With translation comes the risk of losing meaning or usefulness.

Publication in these international journals comes with other problems, sometimes the publication costs charged by some English-language journals are higher than Spanish-language ones, and in most cases, the latter does not have a publication fee. The costs for some international English-language indexed journals usually are charged in US dollars or UK pounds, the conversion rate results in very high publication costs that may be equal to a researcher's monthly salary, one study shows that an average cost is about US$400 (Grossmann and Brembs, 2021). Even when the journal does not have a publication fee, it may have the option for open access or fast-track reviews, with added cost. Paying or not for open access also has consequences for readers and researchers, the former may have to pay high fees to access the articles as their universities may not have access to the journals or their more recent editions, and the latter may be affected because their research may lose diffusion and therefore may have fewer citations.

Although we know that publications in English are better evaluated in the academic career, a discomfort crosses us all equally, concerning this point. It is not something new and we know that although we are required to write in English our research is more valuable in our local languages. This is not something that we as researchers ignore, on the contrary, we work double, we must do the translation exercise, try to express ourselves in correct, academic, and professional English our ideas, striving to transmit practices and meanings from our “peripheral” environments so that they are read in the hegemonic language. At the same time, we must rewrite to fulfill our commitment: create and publish local knowledge.

Another difficulty present when trying to publish our work, especially when doing RQR from our experiences is time. We are saying that this kind of research is Rapid, remember, not rushed but rapid, and even with the team members' number, funding, and other restrictions when conducting the studies, we were doing RQR until the publication part arrived. Publishing in a free-cost journal in Spanish could lead to long waiting times, this, of course, depends on the journal and other issues, nonetheless in our experiences from this specific project their articles have been almost a year in the process, and some already accepted for publication, while there are multiple publications from the same project in other languages already published, some of them months ago.

Regarding publications, the Brazilian team faced a triple effort by having to deal with three different languages. In the first place, the joint publications were in English, as were the materials provided for the development of the research and the preparation of material to be presented at the meetings. On the other hand, in collaboration with other Latin American countries, this material collected in Portuguese had to be translated into Spanish, in the same way as if joint publications were intended. Finally, regarding the ethical and scientific commitment to return results and spread knowledge, these should be published in Portuguese and preferably in Brazilian journals. In short, the Brazilian team faces multilingual challenges when it comes to publishing and, not having the funding for it, which leads to delays in publishing.

Finally, we want to leave open the ethics discussions about when to publish in English, as we are doing in this article. Is it ethical to discuss power, decolonization, and other issues in our countries and the global sphere usually from English? Is it contradictory? Maybe one solution could be the controversial double publishing, journals could become multilingual, journals could offer financial aid or free open distribution when the author contributes with some peer review or could offer translation-language reviews.




Reflexive process as a team of women who are also researchers

The reflexive process as a team of women exploring the differences and similarities of our experiences from different countries converges on care, which challenges us personally as women during the pandemic while it favors empathy with the people interviewed -women, mothers, caregivers, workers, in some cases household breadwinners. This task that finds us as a female gender with the interviewees leads us to problematize the working conditions and the conditions of knowledge production (and at the same time, care).

The pandemic has exacerbated pre-existing structural conditions. In times of crisis, in turn, it is women -and dissidences- who assume most of the responsibilities in maintaining life, doing everything to guarantee subsistence. When it comes to academic life, some studies show, for example, that in Brazil (Alves et al., 2022) while white men have raised the rate of their production, women, particularly mothers, have been the most affected. They have reduced or paralyzed their production or have requested scholarships and subsidies while dealing with various situations derived from the cis-heteropatriarchy itself.

The inequalities in the academic and scientific field are reflected not only in the number of publications that emerge from research teams based in countries of the global north but also in an academic “extractivism” according to which we, members of countries of the global south, provide the “raw material.” From decolonial feminism, this has been widely questioned. However, we are constantly witnessing extractivist logic and we observe little or no reflection on it in the central countries. There is a triple condition of devaluation: being from the Global South, being from the social sciences, and being women (and dissidents). This triple devaluation, for its part, almost directly implies triple extractivism. As “peripheral” countries: we export our reflections, the raw material with which the central countries boast of analyzing using their categories; an extractivism of reflections that come from the field of social sciences committed and involved with the populations and in contact with the territory and, finally, the exploitation of the female labor force. The field of qualitative research was not exempt from these issues.



Conclusion: Opportunities and challenges doing research during the pandemic

Doing research during the COVID-19 pandemic undoubtedly was an enormous challenge for all of us, especially in the case of women who must take care of children or elders.

Despite that fact, in southern countries, as we have shown in the Mexican, Brazilian, Chilean, and Argentinian cases the difficulties are before the pandemic outbreak. The scarcity of resources, the precarious funds obtained to hold the research team and the peripheric position in knowledge production conditions was the starting point for doing Rapid Qualitative Research.

In that sense, with the reflexive exercise of making ourselves some questions about the urgency, we do not lose sight of other priorities, which demand increasingly urgent attention.

- What will be done? Why? For whom?

- How to do this research? Which are the conditions of social knowledge production?

- Who is doing/will be doing the research in those conditions?

None of those questions are new or specific to pandemic times, all of them are problems that are daily breakthroughs for all of us as academics or researchers in Latin America, even though the pandemic context within its urge and conjunction required a rapid response and made more visible the situation and dilemmas we outlined here.

Even so, the meeting of all of us was possible due to the RREAL invitation to do this collaborative research during the pandemic outbreak, also this publication was possible due to the RREAL financial aid, and it was in this context that our meeting and reflections were possible. This participation is also evaluated positively in our academic contexts.

At a local level, we can highlight some points that help us to develop present research and that would be useful for future research: In the first place, the urgency of strengthening the ethical committee to fasten the project evaluation, as well as to take extraordinary policy measures to help us to do ethical research in extraordinary contexts like the pandemic one.

Second, to develop special financing opportunities for social sciences, that include gender-equal conditions. We note that a good way to keep a research team is to work with postgraduate students doing their thesis in the frame of the major research, which also represents a growing space for learning.

Third, to promote publications in the languages of researchers' origin means to have the opportunity for writing in our mother tongue and translating to other languages, and to do the same with English speakers' researchers to publish in two or three languages. That is, to promote easier access to information by local researchers, general populations, and, especially, policymakers. It also promotes the development of shared research between north and south researchers. This collaboration should involve data collection analyzed by researchers from the country of origin, autonomy for publication, and language diversity, as the RREAL project network.



Data availability statement

The original contributions presented in the study are included in the article/supplementary material, further inquiries can be directed to the corresponding author/s.



Author contributions

All authors listed have made a substantial, direct, and intellectual contribution to the work and approved it for publication.



Funding

RREAL funded the publication of the article. The Argentinean team was funded by the National Agency of Promotion of Research, Technical Development and Innovation (Agencia I+D+i). The Brazilian interviews were carried out within the framework of ongoing postdoctoral ethnographic research (FAPESP Process: 2019/13439-7). The Chilean team received a grant from the National Agency of Research and Development (ANID) (Proyecto ANID COVID 0383).



Acknowledgments

The authors thank each local team member that accompanied the effort toward doing research in hard circumstances and to the health professionals who kindly contributed by sharing their experiences.



Conflict of interest

The authors declare that the research was conducted in the absence of any commercial or financial relationships that could be construed as a potential conflict of interest.



Publisher's note

All claims expressed in this article are solely those of the authors and do not necessarily represent those of their affiliated organizations, or those of the publisher, the editors and the reviewers. Any product that may be evaluated in this article, or claim that may be made by its manufacturer, is not guaranteed or endorsed by the publisher.



Footnotes

1 Ministerio de Salud de la Nación. Resolución 908/2020. Pautas Éticas y Operativas para la Evaluación Ética Acelerada de Investigaciones en Seres Humanos relacionadas con COVID-19 Disponible en: http://servicios.infoleg.gob.ar/infolegInternet/anexos/335000-39999/337359/norma.htm.

2 For more information: https://www.argentina.gob.ar/ciencia/agencia/acciones-covid-19/pisac-covid-19/pisac-covid-19-no77-los-nuevos-escenarios-en-la?tca=KPII_a_UEMk2Ou7AURNqd1JY-JRnUKeleo_4iOKBZcI.

3 For more information (see Bautista-González et al., 2021).

4 For more information (see ANID, 2020).

5 ANID (2020). Ministerio de Ciencia y ANID dan a Conocer Seleccionados del Fondo de Investigación Científica COVID-19. Retrieved from: https://www.anid.cl/blog/2020/06/01/ministerio-de-ciencia-y-anid-dan-a-conocer-seleccionados-del-fondo-de-investigacion-cientifica-covid-19/.
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This article presents reflections on the lessons learnt from developing and initiating a rapid research project in 4 weeks during the first year of the COVID-19 pandemic. The article highlights the importance of selecting methods appropriate to rapid research, discusses the challenges of data collection in a shifting context, and the importance of the research team being prepared to cede some degree of control over the data collection process. To protect staff and patients and prevent the spread of COVID-19, general practice shifted to remote service delivery and consultations occurred via the telephone or online platforms. In the study, submissions were collected from those working in general practice to capture their experiences of the first year of the COVID-19 pandemic. Participants could choose how to submit their narratives, with some preferring to be interviewed and others contributing self-recorded submissions. This article offers practical reflections in response to the challenges of carrying out rapid research during a pandemic, including the importance of constructing a research team which can respond to the demands of the study, as well as the benefits of an expedited ethical review process. The study highlighted the importance of selecting appropriate methods to facilitate the rapid collection of data. In particular, the authors reflect on the differences between participants' response to interviews, written submissions, and audio diaries. Open approaches to data collection were found to encourage participation and reflexivity and also generated rich narrative accounts. Rapid research has progressed our understanding of general practice's experience of the first year of COVID-19.
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Introduction

There is no clear definition or criteria informing when a project can be considered “rapid” research. The literature does acknowledge that rapid research can be defined in terms of the timescale of the project (Vindrola-Padros and Vindrola-Padros, 2018), including the time taken to establish, or complete the project, as well as the design of the project which may incorporate longer evaluations and include early and ongoing reporting, learning and feedback (McNall and Foster-Fishman, 2007). In this article, we will discuss some of the lessons gained from mobilizing and managing a research project within the dynamic context of the first year of the COVID-19 pandemic. The COVID-19 pandemic presented exceptional challenges to the delivery of health services. In the United Kingdom (UK) and elsewhere, general practice had to radically reorganize service delivery as consultations shifted from face-to-face interactions to telephone calls or via online platforms. Furthermore, hot hubs were established to treat patients who had COVID-19 symptoms, as well as new staff and roles added to general practice teams.

This article explores the challenges of establishing a UK-based project exploring the response of general practice to the COVID-19 pandemic. Our study started in early spring 2020 and captured narratives from the general practice workforce throughout the first year of the COVID-19 pandemic. With support from the Health Foundation, we collected submissions from general practitioners, practice nurses, and practice mangers, aiming to capture a range of experiences of the COVID-19 pandemic. In this article, we consider the challenges of carrying out rapid research during a pandemic when the project was designed and initiated within 4 weeks. We will first summarize the study we undertook as an example of rapid research due to the limited timeframe available to establish the project. The article then considers how the project was designed to respond nimbly to shifts in policy across the first year of the pandemic, in addition to the challenges presented by longitudinal data collection and analysis. We also reflect on the practical considerations as to how we ensured participants could share their contributions swiftly and securely, while meeting ethical review requirements.

From a focus on the practicalities of undertaking rapid research, we then discuss how we as researchers experienced working on the project. We will consider how the composition of the research team assisted us to reflect the changing policy context within the project. Our data collection techniques were open, flexible, and gave participants the space to decide when and how they would like to contribute their submissions. We found that self-directed submissions afforded participants room to discuss the challenges faced by the general practice workforce during the pandemic. Our approach required us to cede an element of control of the project to those who were narrating their experiences. We consider the difficulties and opportunities this presented for the project, including a reflection on the depth and richness of the narrative accounts shared with us, and the approach taken to curating and analyzing these. The article will conclude by exploring participants' experience of contributing narratives and drawing out the different aspects of reflexivity which defined and enriched this study. The article builds on the literature on rapid research by exploring the tensions that can arise when a project is time-sensitive and discusses the benefits of open research methods to the recruitment and retention of participants, along with the depth of participants' submissions.



Exploring the shifts within general practice during the first year of COVID-19: The need for rapid research

As noted above, there are varying definitions of what timeframes can be considered rapid. In a systematic review of rapid research methods during complex health emergencies, Johnson and Vindrola-Padros (2017) exclude studies where data collection went on for longer than 6 months. However, rapid research may also be defined via the intention behind the research to inform the ongoing development of policy or interventions and some designs may be longer and feedback initial findings (Vindrola-Padros et al., 2020b, p. 2193). Focused ethnographies are an example of rapid research and are a “condensed alternative” (Locock et al., 2020, p. 19) compared to more time-intensive conventional forms of ethnography. This form of ethnography is distinguished by the pre-selection of the topic under study which occurs within a specified context (Higginbottom et al., 2013; Stahlke Wall, 2015). Data collection within focused ethnography occurs over a shorter time frame and can be intense compared to more traditional conceptualizations of ethnography (Knoblauch, 2005).

We consider our project to be an example of rapid research due to the speed by which it was established and its rapid iteration cycles. It took 4 weeks from initial conceptualization to data collection. In this time, the project team was formed, ethical approval secured, and participants recruited to ensure that the project could respond to the rapidly escalating impact of the COVID-19 pandemic in the UK. Fieldwork for our project ran for 11 months, with the first narrative accounts collected in April 2020 and the last collected in March 2021. At the start of the project, we were not sure how long we would need to collect data given the great uncertainty associated with the COVID-19 pandemic. Approaches to the management of COVID-19 evolved over time and we needed to capture these shifts within our project. Therefore, we invited participants to submit narratives across the first year of the pandemic. Rapid research is not synonymous with a lack of depth, although researchers do need to be aware of measures that can be taken to strengthen rapid research (as explored by McNall and Foster-Fishman, 2007). While the rigor of the research design is paramount, there is a balance to be struck between the scope of the research and expectations as to the delivery of findings (often determined by funding availability). We explore this balance by discussing the challenges of establishing rapid research, along with considering the opportunities presented to researchers to pursue an open research design in which participants can choose the way they wish to contribute to the research. To progress these points, we first outline how general practice responded to the COVID-19 pandemic.

At the start of the COVID-19 pandemic, general practice shifted to remote consultations wherever possible and face-to-face consultations were offered only when deemed necessary, furthermore non-urgent elective operations were postponed initially for 3 months (NHS England Improvement, 2020a). There was also highly negative reporting on general practice from some sections of the UK media, as erroneous narratives about general practice being “closed” and GPs being unprepared to offer face to face consultations were reported (Mroz et al., 2021). A letter sent from NHS England Improvement (2020b) which emphasized the importance of providing face-to-face appointments and noted that communications from practices should not suggest that they were closed compounded such inaccurate messages. General practice was also involved in delivering the COVID-19 vaccination programme (introduced in December 2020) to their local communities. As the pandemic evolved and policies to attempt to manage the pandemic shifted, including the introduction, easing and subsequent reintroduction of lockdowns, we saw the benefit of continuing data collection to capture the thoughts and experiences of members of the general practice workforce. By establishing the project at speed, we were able to capture the experiences of the general practice workforce in real time from the start of the pandemic and throughout the first year—reflecting not only the changes within the delivery of general practice services but also how participants experienced these changes at both a personal and professional level.



Summary of the study undertaken

A purposive sampling approach (Blaikie, 2009) was used to recruit participants to capture a range of experiences. The study recruited a mixed sample that incorporated a spread of geographical locations and levels of experience, including salaried and partnered general practitioners. Salaried general practitioners are employed by their practice, whereas practice partners have a greater involvement in setting the direction of the practice. In total, 17 participants were recruited, with 13 general practitioners, 2 practice nurses and 2 practice managers contributing submissions.

Decisions on the clinical management and containment of COVID-19 evolved across the first year of the pandemic (Health Foundation, 2021). It was important that the study captured participants' responses to these changes. Open questions were devised and revised by the research team to reflect the evolution of the pandemic. Participants were not obliged to respond to these questions and were invited to provide a personal account of their experiences and highlight the most pressing issues of concern. Participants could choose the method in which they submitted their accounts. While some participants submitted accounts via written accounts or voice notes, others preferred to be interviewed either by telephone or by using an online platform. The research team sent batches of questions to participants at six points throughout the year. Interviews were audio recorded and interviews and voice notes were professionally transcribed, and were loaded onto NVivo version 12 (QSR International Pty Ltd, 2018). Thematic coding (Braun et al., 2018) was carried out by one member of the research team throughout the data collection process. The research team met frequently to develop the coding frame, discuss emerging themes, and develop the questions posed to participants as suggestions to guide their narrative accounts. Once data collection was completed, the research team developed an overview of the themes which explored changes and continuities throughout the evolution of the pandemic.

Participants' submissions described the great speed at which changes were made to the delivery of general practice services. As we explore in Burn et al. (2021), participants' submissions at the start of the COVID-19 pandemic often discussed a sense of uncertainty. This uncertainty had a clinical dimension, in terms of how to respond to COVID-19, the effect of the pandemic on existing health inequalities and the ongoing relationship between primary and secondary care. Furthermore, some general practitioner participants reflected on the uncertainty they were experiencing with regards to their professional identity and how the rapid and widespread adoption of remote consultation (felt by some to be transactional) might influence how they relate to their role. As the pandemic progressed, some participants discussed how the pressures of social distancing had led to strained relationships with patients. Participants' submissions offered reflections on the exhaustion and burnout experienced across general practice. While some participants' submissions noted the potential positive long-term changes to service delivery, their submissions reflected a continuation of the strain experienced by the general practice workforce pre-pandemic.



Lessons in developing rapid research

Our project's longitudinal design captured participants' real-time reflections on an ever-changing and unpredictable environment where attempts to manage COVID-19 were introduced and then refined. We build on work exploring the experiences of healthcare professionals to the pandemic (Vindrola-Padros et al., 2020a; Borek et al., 2022) by focusing solely on the experiences of general practice. While the high levels of fatigue and stress experienced by the general practice workforce has been explored within previous research (Di Monte et al., 2020; Sharma et al., 2020; Trivedi et al., 2020; Xu et al., 2020; Sotomayor-Castillo et al., 2021), often these studies use a cross-sectional quantitative research design.

The rapid approach of this study ensured that data were gathered from the start of the pandemic and allowed comparisons to be drawn continually throughout the period of data collection. By continuing to collect submissions throughout the first year of the pandemic, we were able to capture participants' responses to the evolving COVID-19 situation. Doing so facilitated a greater depth to the exploration of uncertainty and participants' reflections on their profession, and acknowledged the shifts in participants' perceptions over time. Robust project management supported the recruitment of participants and associated data collection.

Reflecting on the research team's experience of developing and administering the project identifies a series of lessons which may be useful for future rapid research projects. The discussion will first consider the lessons the research team gained when establishing the project and will reflect on the composition of the research team, as well as the benefits of an expedited ethical review process. These discussions reflect the practical considerations of which researchers engaged in rapid research studies should be aware. The discussion then reflects on the research design and the way in which open research methods can facilitate reflexivity from participants.


Constructing a research team: The importance of professional networks

The quick formation of a research team is important when undertaking rapid research. In our experience, creating a research team was dependent on professional networks and pre-existing relationships. The project was born out of an ongoing Twitter conversation between two of the authors (JS and LL). As the idea progressed, a research team was formed by one member of the team (JS) and comprised of four people across three institutions. Three members of the team have a non-clinical background and one has a clinical background as a general practitioner. The small team aided communication throughout the design and administration of the project and ensured that decisions could be made swiftly.

Collaborating with a clinician meant that we were able to benefit from in-depth policy knowledge and support with recruitment through access to networks of the general practice workforce (as also noted by Chew-Graham et al., 2002 and Patel et al., 2017). The involvement of a general practitioner within the research team assisted the process of analysis and interpretation as they were able to provide a sense check of initial interpretations as someone with clinical experience during the COVID-19 pandemic. Within our project, interviews were completed by non-clinician members of the team. As discussed by Chew-Graham et al. (2002), interviews with expert professionals can be influenced by an interviewer's identity. If the researcher and participant do not have a shared experience, the interview can avoid falling on shared assumptions and lead to greater explication and a more developed depth of data. Furthermore, Coar and Sim (2006) note that when the interviewer and participant share a professional background the participant may perceive the interview as a test of their professional standing and identity which may inhibit the level of detail in their response. The shared identity between the researcher and participant may also mean that there is a sense of “professional cooperation and solidarity” (Coar and Sim, 2006, p. 254) and a more trusting relationship may develop between interviewer and participant. Nevertheless, we found that interview participants still discussed their experience of the first year of the COVID-19 pandemic in great depth despite having non-clinician members of the team conduct interviews.

When establishing our rapid research project, one member's pre-existing working relationships meant that a research team could be formed quickly and a clear division of labor created with each member contributing to different elements of the project. The disruption of COVID-19 led to the suspension of other areas of work and one member of the team (EB) was able to act as a central point of contact and co-ordination across the project. While the disturbance created by COVID-19 is exceptional, our experience highlights the importance of project management and having someone tasked with coordinating the team and ensuring that deadlines are met. Our opportunistic approach to forming a research team worked well for this project; however, we may have benefitted from having more time to build a wider team. Those initiating a rapid research project are unlikely to have this luxury of time—demonstrating the benefit of researchers developing an extensive professional network.



Ethical review: An expedited process

Gaining ethical approval has often been noted as a barrier to rapid research (McDonach et al., 2009; Vindrola-Padros et al., 2020a,b). However, we benefitted from an expedited ethical review process when working to establish the project. Research projects exploring aspects of COVID-19 and its management were subject to a fast-tracked ethical review process at the university which removed the bureaucratic delays and competing demands that can often affect projects. Nevertheless, in a systematic review of rapid ethnographies in healthcare organizations, Vindrola-Padros and Vindrola-Padros (2018) found that none of the included studies discussed delays generated by ethical governance processes. The authors of the review question whether ethical review committees are becoming more aware of the time pressures related to undertaking rapid research and suggest this as an area for future study. Research within the National Health Service (NHS) requires approval from the Health Research Authority (HRA), the body overseeing the regulation of different elements of health and social care research (HRA, 2022b). This additional level of approval can create a further (although understandable) complexity when establishing a rapid research project. There is a decision tool (HRA, 2022a) which can be used to identify projects which require approval from the HRA. Our project did not need ethical approval from the HRA as participants were not recruited via NHS channels. Furthermore, participants were asked to volunteer their own time rather than participate during working hours to avoid burdening the NHS. Consequently, our project was only required to gain ethical approval from the University of Birmingham, and we benefitted from COVID-19 research projects being prioritized throughout the ethical review process. Researchers are dependent on the ethical review process and there is not much the research team can do to accelerate their project gaining approval. However, there is the opportunity to consider how these expedited processes can be maintained after the COVID-19 pandemic (Vindrola-Padros et al., 2020a).



Recruiting participants: Making the most of pre-existing contacts

Participants had to be recruited quickly to the study to ensure timely data collection. It was important that we gathered a broad overview of the experience of the general practice workforce and so we aimed to recruit not only general practitioners, but also practice nurses and practice managers. We used a purposive sample (Blaikie, 2009) to recruit participants from a range of general practice roles across geographical locations and different levels of experience. We found it helpful to map the research team's network to identify potential sources to recruit participants and a small number of participants were known in a professional capacity to the research team. One source of recruitment was Next Generation GP, a leadership programme and network for emerging GP leaders (Next Generation GP, 2022). The research team sent an introductory email to potential participants establishing the study and providing information as to how to get involved. The project was also promoted on Twitter which generated some expressions of interest. Some potential participants offered to send out the invitation to their own network as a form of snowball sampling and the invitation was included in a staff newsletter for a large general practice partnership.

Thinking about how participants will interact with a rapid research study can support recruitment. The research team were aware of the time pressures on potential participants and so communications introducing the project highlighted the control participants would have as to when to contribute submissions and aimed to alleviate any perceived research burden. Furthermore, the research team avoided setting a hard deadline in which participants had to be recruited. Instead, our rolling approach meant that recruitment to the project gained momentum as word was spread about the project. Still, the research team found that we received a small number of expressions of interest in the project which were not converted into full participation—something that reflects the great deal of strain the general practice workforce was (and continues to be) under.

In the early days of the pandemic, there was still considerable uncertainty about remote recording and file transfer. The short timeframe available to establish the project meant that the research team had to work with colleagues in the University's IT department to find sometimes sub-optimal solutions to allow these, often large, audio files to be transferred. We settled on using the University's file hosting service facility which allowed files to be transferred securely and meet information governance requirements. Since then, experience of doing remote qualitative research has generated separate areas of learning (Gratton et al., 2020; Richardson et al., 2021). Communicating the technical requirements of remote participation to study contributors is important—particularly given the time demands of rapid research and wider pressures on participants.



Research design—Encouraging participation and reflexivity

The research design had to respond to the two related aims of the project to capture both 1. responses to the external policy environment, as well as 2. participants' internal states and their reaction to the wide-ranging pressures of COVID-19 on both personal and professional lives. The research team found that an open research design facilitated responsive data collection which could capture shifts in attempts to manage COVID-19. The approach allowed the research team to collect data in real-time and reflected the experience of what it was like to work in general practice during the pandemic, the changes to service-delivery, and the challenges associated with this time-period.

The research methods within rapid research should take account of participants' circumstances. Participation should be made as easy as possible to maintain engagement with the project—particularly when rapid research has a longitudinal element. The increased demands placed on participants during the pandemic meant that the research design had to incorporate a degree of flexibility and allow participants to contribute submissions easily, without placing too much demand on their time. Participants could choose the method that they used to contribute their submission. Ensuring participants could submit their accounts using a range of approaches seemed to work well to encourage participation as 13 of the 17 participants contributed multiple submissions. Some participants used different methods to submit their contributions (for example, written contributions for initial submissions and interviews with the research team as the study progressed). In addition to making participation as easy as possible, it was important that the research team's approach to data collection was not overly prescriptive. An open approach to data collection gave scope for the project to uncover previously hidden accounts that may have been missed were a more directive approach used.

The research methods used to collect submissions all facilitated participant reflexivity. Reflexivity refers to the ability of individuals to consider their own feelings, perceptions and motives and the influence this may have on how they respond in each situation (Archer, 2007). The project was interested in exploring accounts of professional identities in general practice and whether COVID-19 affected how people related to these identities. Identities inform how individuals interpret the social world and comprise the characteristics and roles which inform how individuals define themselves (Oyserman et al., 2012, p. 69). Participants' reflexivity enhanced simple descriptions of the experience of working in general practice during the first year of the pandemic to provide developed accounts which consider how the participant relates to the experience—for example their emotional responses and their motivation for taking particular courses of action. Encouraging reflexivity can benefit rapid research which prioritizes developing a depth of understanding of people's experiences.

There were some differences in how participants interacted with audio diaries compared to written submissions. Perhaps reflecting the immense challenges placed on general practice, written submissions were often relatively brief and were less detailed compared to audio-diaries, a difference also found by Hislop et al. (2005). Despite the comparative brevity of some of the written responses, participants still reflected on their experiences of the changes brought about by the COVID-19 pandemic and some participants did contribute more personal reflections on the difficulties visited by the pandemic on their home life, as well as their concerns and hopes for the future of general practice. By way of contrast, participants' audio-diaries promoted self-talk (Crozier and Cassell, 2016), in other words participants' inner monologs and facilitated in the moment reflection from participants on their experiences (Monrouxe, 2009; Williamson et al., 2015; Dangeni et al., 2021) which can facilitate participants to construct a sense of their identities (Verma, 2020, 2021). The flexibility of audio diaries also allows participants time to reflect and this approach does not require instant responses as can be the case in interviews (Crozier and Cassell, 2016).

Compared to audio diaries, interviews are less flexible for participants as they need to be scheduled. However, the presence of the researcher did have advantages which were particularly beneficial given the demands of rapid research. An advantage of semi-structured interviews over audio diaries is that the interviewer can confirm their understanding with participants, as well as probing on further points of interest (as also noted by Cottingham and Erickson, 2020). While the participant can still direct the conversation in semi-structured interviews, there is a greater reliance on the interviewer to draw out and co-construct reflections from participants (McGrath et al., 2019). The interviews with participants were guided by a discussion guide that incorporated the open questions intermittently posed to participants. Within the interviews there was a tendency for participants to first cover the substantive changes that had been made to service delivery (as identified through questions such as “What changes have been made in your practice since the start of the COVID pandemic?”) before then progressing to discuss more personal responses (as encouraged by the question “How is this affecting you personally in the context of the rest of your life?”). From the perspective of the researcher (EB) who undertook most of the research interviews, it felt as though there could be an almost jarring shift from discussing the substantive changes made to service delivery towards the discussion of more personal, or what could potentially be sensitive, topics. Aware of this shift in tone in the interview guide, there was a tendency for the researcher to check-in with the participant that they were comfortable to discuss how they were personally responding to the pandemic.

Within submissions via audio diaries, the relationship between researcher and participant is more distant, however, participants' contributions still reflected a sense that their account would be heard by the research team. Participants often opened by introducing themselves, with some reflecting on the last time they had contributed a submission:

 This is [NAME] recording on the 4th of September, for the narrative accounts on primary care practitioners in the time of COVID project. So firstly, it's been a while since my last recording. Sorry about that. It kind of slipped my mind and maybe that is symptomatic of the difficult summer that we've had. Participant 7

During interviews the researcher can ask for clarification or to go back and ask for more information on a particular topic raised by the participant (Bowling, 2014). During interviews there were examples of uncertainty from participants, as demonstrated by participant 14's comment “that's not really answered your question, sorry” while other participants asked for confirmation at the end of the conversation that the interview had been helpful. At the start of the pandemic, participants' submissions had more ground to cover as changes to service-delivery were discussed before then reflecting on personal reactions to these changes. As the pandemic evolved, submissions had a broader focus and were less directed to changes to service-delivery and discussed the pandemic more generally with a focus on the effects of the pandemic on the profession.

Throughout our study, participants were not asked directly about their experience of how they found participating in the project. However, one participant (Dr Kirsty Shires, a practising GP) shared their thoughts and experience of being involved in the study. Considering participants' own reflections on their involvement with the project can further our understanding of how participation in a research project can contribute to participants' meaning-making (Cassell et al., 2020). Asking participants to share their experiences of being involved in the project may enhance rapid research as responses can add depth to the findings by indicating how self-understanding had been developed through participating in the project.

As seen in the summary below, the participant highlights how self-recording their submissions offered a respite from the written word at a time when they had to read and respond to high quantities of information. For this participant, the decisions made about the design of the research eased and encouraged participation. Furthermore, the participant notes an altruistic motivation by contributing to a project that has recorded the experiences of the general practice workforce during a historic time. Such reflections highlight that the general practice workforce may have a range of motivations informing the decision to become involved in a research project (as explored by Gunn et al., 2008; Brodaty et al., 2013 and Patel et al., 2017). Thinking about these motivations may inform different approaches to encourage participation in research projects—something particularly useful when a project needs to be established in a limited amount of time.



Practising in a pandemic: Reflecting on my experience of contributing to the narrative accounts study—Dr Kirsty Shires

I got involved in the narrative accounts study in June 2020, after reading about it on Twitter. I worked both in general practice as a salaried GP and in medical education. Like most people across the UK and indeed the globe, the COVID-19 pandemic had a profound effect on my working life. In the GP setting, I was still working physically in the surgery, but in my medical education role my team and I were all working from home. We also had to make decisions about medical student placements and how to continue these remotely, which involved regular communications with teaching practices.

Providing submissions to the narrative accounts study enabled me to have some reflective space to process the many changes that were occurring. There was so much information coming from different sources, the pathophysiology of this new virus was becoming clearer, the impact on the general population was extraordinary. The transformations in secondary care were televised and reported in the media, and I felt for my colleagues witnessing overwhelming sickness and death. Using voice recordings was a novel way for me to reflect, but I found it to be a relief not to have to write my thoughts down—there was so much written information both to read and to issue to others. The flexibility of the type of submission that could be uploaded was very considerate to the pressure contributors were likely to be under. The periodic reminder email with some prompt questions provided a helpful framework and it was easy to share the recordings on the secure platform. Later, there was an opportunity for a virtual interview; the dialogue and human interaction helped make sense of the situation. I also submitted an example of some information I wrote for the practice website and a rather clumsy poem.

It might sound grandiose but I did have a sense that we were living through a historic time. Having contemporaneous first-hand accounts I thought could be important for looking back on these events and for understanding and learning from them. Not everyone could be a hero and save lives on intensive care units, so this at least felt like a small contribution I could make. It has been a privilege to be involved.




Rapid research and the benefit of an open research design

During the study, the participants were facing a uniquely challenging time in trying to orientate their clinical practice towards COVID-19, but also reflect on the impact of the pandemic on their understanding of their chosen profession. It was necessary for our project to be set-up rapidly, along with being built on methods that would facilitate rapid data collection. Given the demands of the first year of the pandemic, the research design had to give participants the space to choose the most appropriate way to respond to requests for submissions. There is a tendency for qualitative research to emphasize the value of face-to-face interviews as a way of encouraging participants to explore their thoughts, beliefs and (in)actions and the meanings attached to these (for example, Way et al., 2015 discuss the contribution of dialogic interviewing to promote self-reflexivity). However, the demands of rapid research means that the speed and flexibility of method need to be prioritized, while also ensuring the rigor of the research. The open approach within the project facilitated rapid research, however this did necessitate the research team ceding some degree of control over data collection. Self-recorded and written submissions were directed by the participant. While the research team sent out prompts, to some extent the team had to wait to receive submissions and were uncertain as to the level of detail that would be found within participants' accounts. Research is rarely a linear process (Morse et al., 2002), and every project is likely to encounter its own difficulties and unexpected obstacles (Clark, 2007). Nevertheless, our experience of rapid research and open research methods engendered a sense of almost passivity unusual to researchers during data collection. As the project progressed, there was a growing sense of ease that this open approach would be successful in securing contributions. However, researchers using an open approach to data collection that is conducive to rapid research should be comfortable with giving up an element of control over the research process.

Furthermore, the open and participant-led methods of data collection also facilitated reflexivity within participants' responses. Our use of the term reflexivity refers to the processes by which people consider and reflect on their situation and actions, however, as discussed by Doyle (2013) there are nuances in the conceptualization of reflexivity. Yang (2015) discusses a tendency for reflexivity to be conceptualized via the experience of the researcher rather than the participant. Cassell et al.'s (2020) use of the term participant reflexivity reflects on the potential for involvement in research to influence the reflexive thinking of participants and note the lack of attention this occurrence has received in the methodological literature. As discussed, time constraints can be a challenge within rapid research. An open research design can respond to these challenges by allowing participants the option to choose the most appropriate method to contribute to the project. Continued participation can be encouraged as a result. Furthermore, the open research design still facilitated reflexivity and led to depth and richness within the data collected. Exploring participants' reflexivity and the way people “engage in self-interrogation and reflection” (Way et al., 2015, p. 723) further develops the case for those leading rapid research to consider the merits of an open research design.

Reflecting on a project exploring work-life balance, Cassell et al. (2020, pp. 758–761) identify different forms of reflexive dialogue participants engage in when discussing their participation in the study. These forms of participant reflexivity include: (1) constructing a self-narrative, (2) challenging taken for granted assumptions, (3) emotional dialogue, and (4) action dialogue. When discussing the benefit of an open research design within rapid research, we use the term reflexivity as a more general account of self-reflexivity, rather than participants' insights gained through being involved in a research study. The emphasis within our analysis is on the way individuals relate to their own contexts, thoughts, feelings, and actions, and reflects how the term is used in wider debates on the conceptualization of agency (Archer, 2007; Akram, 2019). This conceptualization is in contrast to Cassell et al.'s discussion which emphasizes participants' reflections on their experience of contributing to a research study. Despite this distinction, the work of Cassell et al. (2020) is helpful in clarifying different expressions of reflexivity.

Applying Cassell et al.'s forms of participant reflexivity to the data collected within our study is valuable as it identifies the multiple dimensions to reflexivity which can be encouraged through an open research design. In Table 1, the different expressions of reflexivity are outlined, along with examples of where these dimensions were found within the narratives collected from the general practice workforce. This mapping across participants' narratives indicates that giving participants the choice as to how they wanted to engage with the project facilitated processes of reflexivity and resulted in richer data, rather than a simple account of the shifts in service provision within general practice. The project's findings had a greater depth as a result. Rapid research designs should consider whether promoting reflexivity is appropriate for the aims of the research and how open approaches to data collection could facilitate reflexivity.


TABLE 1 Examples of reflexive dialogues.
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Study limitations

Despite the study providing an insight into the experience of the general practice workforce, it was affected by a number of limitations. The open approach to data collection was central to the success of the project as it facilitated participants choosing the method that was most appropriate to their situation. While frequent invitations to submit accounts were sent to participants, not all participants responded to these invitations. This occasional lack of response is perhaps to be expected due to the challenges presented during the first year of the COVID-19 pandemic or may reflect that participants felt that they did not have further comments to make. Nevertheless, we gathered multiple accounts from the majority of participants which provided a record of the pandemic as it evolved. While open, participant-led research methods do require the researcher to almost take a step back from data collection, there are benefits to be had in terms of encouraging continued participant engagement.

We collected the accounts of 17 participants during the first year of COVID-19. We recruited two practice nurses and 2 practice managers; however, we had intended to recruit a higher number of these 2 participant groups. As a result of these limited numbers, we were unable to compare experiences across the different occupations within the general practice workforce. Nevertheless, we feel that there was a sense of a shared experience across the professions.



Conclusion

In this article, we have outlined our learning from conducting a rapid research study on the changes made to general practice during the COVID-19 pandemic. We consider our project to be an example of rapid research as the study was established within 4 weeks. Furthermore, it reflects how the research team was required to respond to the changing policy environment of COVID-19 and the changes visited upon general practice service delivery.

A key area of learning in the design and mobilization of rapid research was the advantages of developing a flexible approach to data collection which could respond to participants' situation during the COVID-19 pandemic. The participant-led approach we developed ensured the project could capture the shifts within the COVID-19 pandemic. However, there is a pay-off to be made in that the researcher must be prepared to allow participants the space to contribute as and when they wish. Furthermore, this open approach to data collection was found to encourage multiple dimensions of reflexivity within participants' submissions. This reflexivity is valuable in developing a greater depth to participants' submissions and, in relation, the findings of our study. Rapid research has an important contribution to make to the development and evaluation of policy and interventions. There is much to gain by reflecting on ways in which the research process, from initiation to reporting and dissemination, can be made more efficient and effective to encourage participant engagement and, as a result, strengthen the findings of research. We would like to extend our thanks to the participants within our study who gave their time and enabled us to document the experiences of the general practice workforce during the challenges of the first year of the COVID-19 pandemic.
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The COVID-19 pandemic required substantive delivery and practice changes for government services under tight timeframes and high public scrutiny. These urgently implemented service changes provided the opportunity for evaluators to support decision-makers to understand the impact of adaptations for those delivering and receiving health and human services. Tailored rapid evaluation methods (REM) provide a pragmatic approach to generating timely information for evidence-based policy and decision-making under these conditions. Drawing from features of a range of existing rapid evaluation models, as well as developmental and utilization-focussed evaluation theory, this article outlines the design and implementation of a novel REM approach and considers the benefits of both tailoring and standardizing rapid evaluation approaches to meet end-user needs. The tailored REM approach and mixed methods are contextualized and compared to other documented rapid evaluation models to demonstrate the purpose and value of customization. This article builds on previous descriptions of the implementation of a novel REM approach to provide a comparative account of tailored rapid evaluation methods. The article outlines the drivers that led to the selected tailoring of the REM approach, and shares lessons learned in the context of the COVID-19 pandemic by a large internal government evaluation unit (Department of Health and Human Services) in Victoria, Australia. The customized features of REM ensure that it can consider the experiences of those delivering and receiving services, and inform near-term decision-making on programme and policy design in emergency and fast-paced contexts. The article shares a case study of a rapid evaluation of telehealth in pediatric care to demonstrate insights from tailoring the REM approach in practice. The REM method was utilized with the aim of delivering findings in a time-sensitive manner to rapidly inform decision making for policy-makers. Key enablers for the tailored REM protocol include the use of multi-disciplinary teams, flexible evaluation design, and a participatory approach that facilitates stakeholder involvement throughout delivery. Insights from the case study and methods presented seek to inform practice for evaluators who intend to or may want to tailor their own rapid evaluation model in resource and time-limited settings.

KEYWORDS
 evaluation, rapid methods, tailored methods, health services, human services, rapid evaluation in the field


Introduction

Rapid evaluation designs have been used in multiple policies and practice settings to deliver findings quickly to inform fast turnaround decision-making. Interest in rapid evaluation design has accelerated during the COVID-19 pandemic as decision-makers, particularly in the health sector, required rapidly generated evidence to understand the effectiveness of quickly implemented service and practice changes responding to the crisis conditions.

Rapid evaluation models incorporate a range of methods and are particularly helpful in unexpected or unprecedented events, including a range of crisis and disaster scenarios. Importantly, these methods can be used to deliver findings to inform urgent and short-term decision-making processes (Vindrola-Padros et al., 2021). These expedited research and evaluation methods have a long history in international development and emergency management where rapid methods have been used since the 1980s and earlier (Scrimshaw and Gleason, 1992; Trotter et al., 2001). Rapid methods expanded in the field of public health in the early 2000s alongside methodological advances that aimed to move away from “quick and dirty” methods (Trotter et al., 2001).

More recently, rapid methods have increasingly been used to respond to government needs for faster and earlier evidence to inform decision-making on programmes and projects while they are being implemented, rather than years after (Hargreaves, 2014; Tricco et al., 2017). This response to concerns that standard research and evaluation methods can at times be too slow to translate into practice—for example, standard evaluation processes often generate findings after implementation so are rarely able to be used to inform course corrections for intervention delivery. During these longer periods, context can change, for example, due to technological advancement or the introduction of new policies or programmes, making evaluation findings irrelevant or obsolete for immediate decision-making.

In this article, the authors share practical observations of the value of tailoring specific components of REM to ensure the timely delivery of evaluation findings to meet the needs of end users. The authors share insights on the value of using a structured and templated approach to facilitate the efficient delivery of findings to inform key decision-making. The article aims to assist evaluators who seek to replicate similar methods within a rapidly changing and resource-constrained setting. Rapidly evolving contexts require speed and efficiency without compromising rigor, and the REM protocol that was developed retained common elements that allowed the use of templates that could be adapted for ease of implementation and efficiency.


Tailored REM compared to other existing rapid evaluation methods

To meet the challenge of delivering earlier more timely findings, evaluators and researchers have adapted strategies to speed up evidence generation, including truncating evaluation activities, conducting multiple streams of data collection and analysis in parallel, conducting rapid coding, and utilizing larger and/or multi-disciplinary evaluation teams to share the workload (Neal et al., 2015; Vindrola-Padros et al., 2021). Despite significant advances in expedited approaches over the last decade, in some contexts, rapid methods are still considered of lower value than longer-term evaluation approaches (Vindrola-Padros, 2021). This is in part due to the lack of quality standards for rapid methods and the lack of consensus on terminology.

There are a number of existing rapid evaluation models that demonstrate design features (McNall and Foster-Fishman, 2007; Vindrola-Padros et al., 2021), which informed the criteria that the Victorian Department of Health and Human Services developed to generate rapid insights on policy and practice changes:

• Studies are carried out over a few weeks or few months (noting some are carried out over longer periods but have multiple cycles or phases)

• Studies involve a preparatory or scoping phase

• Studies are team-based and draw on multiple evaluation skillsets

• Studies involve some degree of participation from stakeholders (including those commissioning, delivering and receiving services)

• Data collection and analysis run in parallel

• Different types of analyses are considered for different purposes.

Existing rapid evaluation models that have been well-documented include the rapid assessment, response and evaluation model; real-time evaluations, WHO rapid evaluation method; and rapid-cycle evaluations with the following features (Table 1).


TABLE 1 Summary of features of rapid evaluation models and advantages and limitations.
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While existing models met some of the Department of Health and Human Services' criteria to assess service and practice changes, all required tailoring and agreement from both the evaluation delivery team and clients as to what was feasible and useful in the high-pressure environment. No existing models identified either a clear timeframe or sequencing of key evaluation activities, which was needed to support consistency of the approach across multiple teams and to manage expectations of evaluation end users in the context. None of the existing models provided templates of how to implement the approach, which was also a helpful aspect of the tailored model that was ultimately employed. The use of standardized reporting allowed decision-makers the opportunity to assess cross-cutting findings across evaluations and become familiar with the approach, which may help with evidence absorption and comprehension.

The REM protocol outlined in this article seeks to demonstrate the value of tailoring and specifying REM components to meet the needs of evaluation end users within a range of contexts while retaining common elements that allow the use of templates for ease of implementation and efficiency. By comparing existing models, it is clear that each has strengths and weaknesses in meeting the contextual needs of large organizations and this highlights the benefits of evaluation tailoring to meet stakeholder needs.



The tailored REM protocol

During COVID-19, there was accelerated demand for evaluators to develop rapid tools to provide insights on the early outcomes of policy and practice changes that had been introduced in response to the pandemic conditions and related government restrictions. In this context, an internal evaluation unit in a large state government department developed the following protocol for a tailored 8-week REM that could be deployed simultaneously to evaluate multiple services and practice changes by small teams formed within the unit. The REM protocol consists of a templated approach of 12 key steps spanning three evaluation stages: scope and design; data collection and analysis; and reporting. The evaluation stages are represented as a simplified Gannt chart in Table 2 and outlined in detail in the Materials, equipment, and methods section. These activities broadly replicate standard components of mixed methods formative evaluation but are delivered in a truncated and concurrent format to meet evaluation end-user needs. It is proposed that this protocol, including the scope to tailor specific elements, could have wide application in fast-paced and uncertain policy environments.


TABLE 2 Summary of key evaluation steps for implementing the 8-week tailored REMa.
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Drivers of the tailored REM approach

In designing a tailored REM, the Department of Health and Human Services had several specific requirements that required adaptation from existing models to achieve a consistent and contextually appropriate model. At a minimum, the model needed to meet required timelines, have broad applicability, provide consistency, and use available resourcing:

– Meet required timelines: Deliver findings within 6–8 weeks to inform decision-making cycles by providing action-oriented findings on short-term outcomes.

– Have broad applicability: It can be applied to both health and human services settings (including mental health, child and family services, family violence, disability, etc.).

– Provide consistency: Deliver consistent end products in a user-friendly format.

– Use available resources: It can be delivered by the existing skilled evaluation team and programme staff members with a mix of qualitative and quantitative data collection and analysis skills (no new training required).

Importantly, the key driver underlying the proposed approach was to inform near-term decision making. In reviewing multiple rapid evaluation models, the evaluation team noted that rapid evaluations usually respond to one of three drivers:

• Rapid evaluation for near-term or frequent decision making.

• Rapid evaluation due to resource constraints.

• Rapid evaluation due to short-term impacts.

Each driver has implications for how a rapid evaluation is conducted as outlined in Table 3.


TABLE 3 Types, features, and drivers of rapid evaluations.
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It was important to reflect on these drivers in tailoring the REM model, as they influence design decisions, particularly around resourcing. While Bamberger outlines a model for shoestring evaluation where limited resourcing is available, many working in the field have cautioned against using limited resources when there is both high time pressure and a need for a level of rigor and trust in the evidence generated (Bamberger et al., 2006; McNall and Foster-Fishman, 2007; Nunns, 2009). Recognizing these risks, the tailored REM approach ensured that multi-member teams were involved in each rapid evaluation delivered as outlined in the following section.




Materials, equipment, and methods


Key features of the tailored REM approach

The REM features rapid inception of evaluation to meet the immediate identified needs of those implementing service and practice changes (Norman et al., 2021). The less time-intensive methodology applied using REM is pragmatic to facilitate the timely assessment of the effectiveness of service innovations. Our tailored REM approach integrates three common evaluation questions that can be shaped to fit the context for rapid evaluation implementation:

1. What are services doing differently as a result of the COVID-19 response?

2. What is the impact of these changes in service delivery and practice?

3. What aspects of the changes should the department/agency seek to keep or extend?

The use of these questions was loosely informed by models from the developmental evaluation (Patton, 2015) and reflective practice (Bassot, 2015), which seeks to answer probing questions aligned with Driscoll's “what” model, which asks “What? So what? Now What?” (Driscoll, 2007) to deliver action-oriented findings.

To deliver within the 8-week timeframe, many of the steps need to be completed simultaneously. While this approach is highly efficient, it necessitates multiple team member involvement, which means the protocol is not suitable for solo evaluators.

The key evaluation steps of the tailored REM approach designed by the Department of Health and Human Services are summarized in Table 2. The tailored model incorporates delivery of mixed methods by multi-member teams, and a requirement of expedited approaches to data collection and analysis.

The REM approach of 12 key steps spans three evaluation stages: scope and design; data collection and analysis; and reporting. Implementation of the REM should be adjusted in light of the evaluation of end user needs, but broadly consist of the following features.



Scope and design

• Step 1: Establish an evaluation team of between two to four team members. Teams were designed to include at least one highly experienced evaluator, supplemented by additional members from the evaluation team and/or the policy and programme area who could provide detailed subject matter expertise. Having up to four evaluators undertaking each rapid evaluation ensured that there was adequate resourcing for parallel data collection and analysis to support timely deliverables. Conversely, in a dynamic context, the REM approach requires intensive resourcing and planning with regular communication and coordination between the evaluators for efficient implementation at all stages of the evaluation process. Within the COVID-19 context, other considerable factors affecting delivery included the increased absence of team members due to medical issues or quarantine. It was imperative to adapt ways of working to daily virtual meetings and increase the utility of communication platforms, such as Microsoft Teams private channels to enhance the efficient deployment of evaluation processes.

• Step 2. Engage stakeholders and establish governance. Once the evaluation team was formed, the policy/programme area was consulted to form a small oversight committee (Evaluation Advisory Group) meeting weekly to endorse key evaluation components and address any issues that arose. The Evaluation Advisory Group generally consisted of the evaluation team, policy/programme area executive sponsors, and subject matter experts. Stakeholders were defined for each project and generally included those commissioning, delivering and using services. Given the short timeframes, it was not always possible to engage all stakeholders and service end users were sometimes challenging to access where the contact information was not readily available.

• Step 3. Conduct narrow literature search and document review. Given the short timeframe available, an internal document review was prioritized to ensure the evaluation team was informed about the relevant context and background information about the policy or programme, and where time permitted, supplemented by a rapid literature review of best practice evaluations or reviews of comparable local, national and international research. Where a more comprehensive literature review was undertaken, the team sought to publish and share findings (see for example Ore, 2021a,b).

• Step 4. Draft evaluation plan. Drawing on the findings of the previous activities, a standard, short evaluation plan template was completed for each rapid evaluation to document the context, key questions, project resources, governance and proposed methods for data collection and analysis based on input from the Evaluation Advisory Group. Templates such as the evaluation plan template were intended to assist project teams to implement the evaluation quickly while maintaining a high-methodological standard. For example, having a consistent structure and clear priorities outlined in the evaluation plan, this saved time for lead evaluators to expedite scoping and planning with stakeholders without reinventing the wheel. Although the use of templates can be restrictive, the evaluation team had the flexibility to make simple adaptations aligned to the nature of the project to ensure evaluations were fit for purpose and met resource requirements.



Data collection and analysis

• Step 5. Complete and test rapid evaluation templates (data matrix, survey template, interview schedule guide, interview guide, participant information and consent, perception of change rubric and reporting template). Templates were developed for each rapid evaluation for consistency in outlining the agreed methods. Most REMs delivered included a data matrix, survey and interview component, in addition to the initial document review. A sample of the tools and templates used is provided in Appendix 1.

• In particular, the data collection matrix template facilitated the integration of data from multiple sources into a functional report (Coker and Friedel, 1991). In traditional evaluations, the data matrix provides a description pertaining to the type of data to be collected, the data sources, how data will be collected, the responsible personnel to collect data, the timing of data collection and the data will be analyzed. We customized the data matrix with a focus on the key questions, indicators for benchmarking evidence gathered and the sources of data. Having this data matrix format ensured that the team could gather relevant data aligned to the evaluation purpose and it provided a tool to check for data sufficiency to answer each evaluation question.

• Step 6. Disseminate brief electronic surveys (no more than 10 min to complete). Before the survey design, the evaluation team took into consideration the best way to collect information from health service users. Survey development required careful planning to ensure that questions included were aligned to evaluation objectives for accurate measurement and to improve data quality. Consistent with USAID survey design guidelines (Kumar, 1990), a structured questionnaire was used to collect information largely using close-ended questions. Based on findings of initial pilot surveys, it was agreed that survey length should be kept to 5–10 min to complete. Around two reminders were forwarded to survey respondents to improve the response rate. To shorten the data collection period, evaluators considered and, where applicable, supplemented survey data with existing datasets.

• Step 7. Conduct interviews and focus group discussions. Semi-structured interviews were conducted to elicit the experiences and perspectives of people involved in the programme (Smith, 1995). To facilitate time-efficient data collection, an open-ended interview guide was used to encourage in-depth exploration of participants' experiences of the programme. The guide included optional probe questions to ensure that all critical areas of interest could be covered. Purposeful sampling was used to guide the selection of participants with adequate knowledge about the programme for the interviews (Robinson, 2014; Palinkas et al., 2015). This was combined with snowball sampling where interviewees such as workforce coordinators and managers were asked to refer others to the evaluation team. Despite the criticisms related to the potential for selection bias, the evaluation team applied this method given its flexibility and ability to reach hard-to-reach participants (Noy, 2008). As with surveys, the length of interviews and focus groups were kept to a minimum to encourage participation and was generally limited to a maximum of 30 min for interviews and 60 min for focus group discussions. Discussions were recorded, and, in some cases, transcribed using automated functions of Microsoft Teams or provided to an externally sourced transcriber with the ability to deliver within short timeframes and could adhere to ethical and privacy standards.

• Step 8. Rapid thematic analysis of qualitative data. Members of the evaluation team undertook a thematic analysis of qualitative data from the interviews and focus group discussions (Braun and Clarke, 2006). To improve quality assurance, two evaluators compiled and summarized the data using an emergent coding scheme where they identified similarities and differences in the data as well as interconnected themes and patterns aligned to the key evaluation question. Despite the truncated timelines, care was taken to check if there was sufficient data to support each theme that represented significant experiences in relation to the questions under review. The findings were collated into a common source document to draw meaningful interpretations of the data with shared online access (using Microsoft SharePoint). This ensured multidisciplinary collaboration with shared understanding and communication further facilitating expedited review and analysis.

• Step 9. Quantitative data analysis using Excel to expedite inquiry. Similar to the thematic coding of qualitative data, quantitative data were entered into a shared online Excel document so multiple team members could conduct analysis in parallel. Descriptive statistics were used to highlight quantitative descriptions of what the data imply using simple frequency distribution to illustrate service usage and patterns. The application of descriptive analysis was vital in highlighting the range of health service providers that had adapted their practice during the COVID-19 pandemic and the possible effect of these changes. Comparison of data from multiple sources through triangulation was quite important to increase the validity and reliability of evaluation findings.



Reporting

• Step 10. Validate and test findings. Once data had been analyzed and preliminary findings prepared, they would be validated with the Evaluation Advisory Group and selected stakeholders. Validation for some projects was achieved through a focus group where results were shared with experts in the field to check for consistency and explore any similarities and differences between the findings. In other instances, the evaluation team checked findings against the programme logic supplemented with a comparison of findings with previous research identified through the literature review.

• Step 11. Prepare brief 10-page report and PowerPoint summary of findings. Evaluations teams used a standardized reporting template and prepared brief reports in Microsoft Word and PowerPoint to deliver findings in a format that met the needs of multiple stakeholders. A one-page summary (incorporating a customized rubric) was also delivered to provide a snapshot of key findings. To facilitate greater understanding and appropriate knowledge translation, the REM approach tailored findings in brief executive summaries and infographics.

• Step 12. Share findings with the evaluation audience and research participants. As is common with many rapid evaluation models, findings were routinely shared with the Evaluation Advisory Group and key stakeholders to ensure findings were translated into action on multiple fronts.




REM case study example


Telehealth in pediatric care for children with a developmental vulnerability case study

The REM approach aimed to understand evolving service delivery and practice changes during COVID-19 on health and human services, and the satisfaction of service recipients. Many of the service and practice changes that were the subject of the tailored REM approach related to the move from face-to-face service provision to online service provision.

Pediatric care for children with developmental vulnerability had traditionally been delivered in person with a clinician, child and their family. Due to COVID-19 physical distancing restrictions, the COVID-19 Pandemic Plan for the Victorian health sector was implemented with advisory guidelines for non-acute/non-inpatient healthcare services relating to ways to minimize community transmission. Pediatric care for developmental vulnerability and autism moved from face-to-face care to service delivery via telehealth, with an expansion in the home-based, telehealth or other remotely accessed services to maintain continuity of care for clients. Telehealth services include the use of telephone or videoconference for clinic appointments, email correspondence and use of mobile apps to access health care.



Practical implementation of the REM 12 key steps

In practice, many of the REM steps were completed simultaneously to enable rapid evaluation delivery within the allocated timeframe of 8 weeks.



Scope and design—Completion of REM steps 1–4

Intensive team-and project-based evaluation delivery was critical to the success of the REM approach. Four team members were recruited (equivalent to three full-time equivalent staff) to commence the rapid evaluation over an 8-weeks period between July and August 2020. Evaluators aimed to assess the impact of the shift from face-to-face delivery to telehealth service delivery for both service providers and service users.

The evaluation scope of stakeholders included pediatric outpatient specialist clinics, community health services, Aboriginal Community Controlled Health Organizations (ACCHOs) and Child and Adolescent Mental Health Services (CAMHS). The lead evaluator established an Evaluation Advisory Group with bi-weekly meetings of seven key stakeholders.

A review of existing literature on the efficacy of telehealth use in pediatric settings was conducted to position the rapid evaluation. A literature review of Australian and international literature (Thaker et al., 2013; NSW Agency for Clinical Innovation, 2019; Royal Women's Hospital, 2019) on the use of telehealth in health services prior to COVID-19 identified that this mode of service delivery had benefits including reduced travel time and costs for patients to attend appointments, timely access to appropriate interventions, engagement of families and continuity of care. Concurrently, a document review of existing programme documentation was undertaken to review project plans and reports on prior use of telehealth. Evidence from the review on key challenges and enablers for the successful deployment of telehealth during COVID-19 largely informed subsequent planning processes, including the development of a logic model to illustrate how change was expected to occur with the adaptation to the telehealth mode of care.

Consequently, the lead evaluator drafted the evaluation plan, which included clear governance arrangements and attention to the availability of data that was reliable and accessible and alternative proxy data. The standard short evaluation plan template based on input from the Evaluation Advisory Group was populated to include: background and context; theory of change; programme logic (key assumptions and external factors); scope; expected benefits /outcomes /opportunities; key evaluation questions; key stakeholder roles and responsibilities; timeline deliverables; governance arrangements; proposed sites for sampling; and communication plan to disseminate findings.

More importantly, the evaluation team found that the development of the theory of change and programme logic model was a vital component of the REM process. The programme logic model was used as a communication tool to engage stakeholders in evaluation planning and discussion about telehealth programme concepts. Furthermore, the logic model provided a basis from which to identify relevant indicators and clear identification of short and long-term outcomes. This was important to clarify what needed to be delivered to achieve the desired changes as well as benchmarking evidence against indicators to assess whether anticipated outcomes occurred. Table 4 provides an outline of the programme logic developed in consultation with key stakeholders at a workshop to contextualize COVID-19 service adaptations and desired outcomes.


TABLE 4 Programme logic model for the use of telehealth in pediatric care.

[image: Table 4]



Data collection and analysis—Completion of REM steps 5–9

The rapid evaluation was based on a tailored, expedited mixed methods approach involving data collection from multiple sources, including three stakeholder group surveys, interviews and focus groups and supplemented by existing state-wide administrative data. A data matrix was an important tool to organize how key data would be collected to inform findings and the final report. In contrast to the customary data collection frameworks applied in traditional evaluation, this data collection matrix differed because of its simplified structure (Table 5 outlines an excerpt of the data matrix format). The data collection process is resource intensive because it involves extensive coordination and regular reporting updates to deliver findings within the required REM timeframe.


TABLE 5 Excerpt of organizing data matrix framework.

[image: Table 5]

Three online surveys that were no more than 10 min to complete included: (i) Workforce coordinator survey of team leaders and managers (N = 16), (ii) Workforce clinician survey (N = 82) across outpatient clinics, community health services, CAMHS and ACCHOs, and (iii) Parent/Carer Survey (N = 71). The surveys were selected by evaluators due to their cost-effective nature and ability to gather quantitative data from multiple respondents. Survey data was supplemented with state-wide administrative data sourced from the State-wide Victorian Integrated Non-Admitted Health (VINAH) dataset across 29 specialist pediatric clinics from March to May 2019 (pre-COVID-19) and March to May 2020 (COVID-19). Descriptive analysis of data was completed using Microsoft Excel to summarize data and highlight emergent patterns and trends. The evaluation team described measures of frequency including mean differences in service usage patterns.

As qualitative data is vital to provide explanatory insights and gaps highlighted in the quantitative data, (N = 12) interviews and (N = 2) focus group discussions were also conducted with key stakeholders in addition to the surveys. Interviews and focus group feedback were analyzed to elicit themes and patterns to support evaluative judgements at weekly synthesis meetings.



Reporting—Completion of REM steps 10–12

Once findings were collated and summarized, these were presented using data visualization and infographics in a PowerPoint slide deck to the Evaluation Advisory Group to validate and test the findings.

Telehealth was found to suit the needs and circumstances of some children and families better than others. More specifically, the mode of delivery was found to rely on the efficacy of the parent and child for successful engagement including their ability to communicate with the specialists. Language and cultural issues of CALD families, some mental health conditions, social complexity, and child age were some of the barriers to successful engagement.

The benefits for parents/carers appeared to be greater than for children. Children receiving services were not surveyed in the rapid evaluation due to time limitations. Benefits for children were measured via parent and clinicians' surveys/interviews. This was an area for further research to be able to understand the impact of telehealth on child health and wellbeing. Further research is required into the impact of telehealth on child health and wellbeing.

The tailored REM found that health professionals adapted to deliver a large proportion of the pediatric patient load through telehealth during COVID-19. Key findings were provided in the format of a 10-page report, a cross findings telehealth summary for decision-makers, and a PowerPoint visual presentation.

Evaluation findings contributed insights to COVID-19 recovery and reform planning about future telehealth practice, policy, investment, and research. Findings also informed services, workforce and families about the benefits and challenges of using telehealth. Ongoing pediatric care for children with developmental vulnerability and/or autism delivered using telehealth must ensure high-quality and safe care post-COVID-19.

Key findings were disseminated to the Evaluation Advisory Group and key stakeholders through existing forums and newsletter updates. Translation of findings was enhanced via standardized criteria in the customized rubric. The one-page rubric outlined the strength of evidence and appropriateness of service and practice changes. Importantly, the rubric enabled decision makers to understand transparent and consistent evidence into evaluative conclusions.

As this case study demonstrates, substantive findings can be delivered very quickly through the tailored REM approach noting that all findings were presented with substantial caveats around the limited sample size and point-in-time nature of the evaluation. The following section expands upon these implementation enablers, challenges and limitations.




Discussion


REM implementation enablers

There are a number of enablers for success in rapid evaluations that were observed by the evaluation teams and have also been identified in the broader literature, including a preparatory or scoping phase; iterative and/or flexible design; using multiple methods and data sources; a participatory approach; multi-disciplinary teams; action-oriented findings and recommendations; and tailored communication products.



Preparatory or scoping phase

Considering the speed at which rapid evaluations are delivered, incorporation of an expedited scoping phase is helpful in confirming the context, focus, and desired outcomes. The purpose and benefits of the scoping phase are three-fold: first, it provides an opportunity for the evaluation team to agree on the key questions for the evaluation; second, it provides the first stage of stakeholder engagement to achieve participation and ownership; and third, the scoping process allows for evaluators to assess the feasibility of delivering the project as a rapid evaluation by considering aspects like data availability, stakeholder access and implementation project.



Iterative and/or flexible design

The short timeframes in which rapid evaluations are conducted often require adjustments and adaptation due to the inability to extensively plan out the evaluation approach in advance; and also, the flexibility to use the most relevant methods and available data in the context. Many existing rapid evaluation models indicated the need to maintain flexibility in the rapid evaluation design given the need to meet changing needs and priorities (Beebe, 1995; Bergeron, 1999; Trotter et al., 2001; Broegaard, 2020). Beebe (1995) specifically outlines that the foundation for a rapid appraisal aims to provide a framework that identifies the essential elements of a rigorous process while maximizing flexibility in the choice of specific research techniques. Many models outline broad design steps for their rapid participatory appraisals which echo standard evaluation practice but allow for flexibility of method under each step (Annett et al., 1995; Trotter et al., 2001). For example, some guides will indicate a step-by-step approach that proposes collecting data from a range of sources over 1–2 weeks, but does not prescribe specific sources or in which order they need to occur. In the tailored REM approach presented, the evaluation team aimed to balance the need for flexibility with the benefits of using standardized and templated approaches for consistency.



Multiple methods and data sources

The timebound nature of rapid evaluation methods leaves them open to the risk of shallow or inaccurate findings, particularly if drawing on limited data sources. The tailored REM aimed to draw on both qualitative and quantitative sources (state-wide administrative data were available) to validate findings (interviews, surveys, observations, and document analysis). Many other rapid evaluation models similarly propose triangulating data sources to improve the quality of information and provide crosschecks (Beebe, 2002; Vindrola-Padros et al., 2021). This aligns with broader perspectives from the world of evaluation that mixed methods are best able to address issues of causation by combining the strengths of each to achieve an “acceptable minimum level of methodological rigor” (Cronbach and Shapiro, 1982; Bamberger et al., 2006). Multiple data sources are particularly critical when working in short timeframes given the risk that not all perspectives will be heard and therefore findings may be unbalanced.



Participatory approach

To gain insights within short timeframes, stakeholder engagement and participation (particularly including service users in the process) is a critical feature of the tailored REM and many other rapid evaluation approaches. This extends to all aspects of the approach from design to data collection and analysis to reporting and aims to provide an “insiders and outsiders perspective” of a policy or programme (I-Tech, 2008; Tricco et al., 2017). The participatory approach both aims to achieve balanced insights and also to achieve or sustain engagement. Stakeholder participation, as a component of rapid methods, requires time and resource investment, with perspectives being gathered and supported by the professional judgement of the evaluation team.



Multi-disciplinary and highly skilled teams

In line with many rapid models, the tailored REM required delivery using highly skilled multidisciplinary teams noting that proficiency in quick data collection and analysis comes with experience (Annett et al., 1995; Skillman et al., 2019; Vindrola-Padros and Johnson, 2020). The skill of evaluation team members is critical to the success of rapid methods as they must be able to not only collect, analyse and validate the data collected but also employ sophisticated soft skills to ensure the inclusion of multiple perspectives, including reluctant participants, in short timeframes. Experienced researchers are critical to implementing expedited qualitative analysis in the absence of standard processes like direct coding from audio recordings rather than using transcripts (Vindrola-Padros and Johnson, 2020).



Action-oriented findings and recommendations

The key driver for the tailored REM was an impending need to inform a decision or actions. This included funding decisions about whether to continue or terminate a programme/service change and/or continuous improvement decisions about how to adapt or improve a programme or policy given the context and experiences to date. In either situation, decision-making requires a clear and narrow scope to ensure the rapid model can answer specific questions and provide usable findings (Trotter et al., 2001). Unlike some forms of compliance-based evaluations, rapid models often stem directly from requests by end-users, including policy and decision-makers (Tricco et al., 2017). The need to provide action-oriented findings and recommendations drives some of the other design features such as high levels of stakeholder engagement and multiple methods.



Tailored communications products

To effectively inform decision-making, and to honor participatory approaches, the tailored REM used innovative communication products that were shorter and more visual than standard evaluation reports. This is consistent with other rapid evaluation models where products are provided more frequently during the project rather than working toward a “big reveal” final report (Hargreaves, 2014). The use of standardized templates to communicate findings also helped expedite writing up final reporting and recommendations.




REM implementation challenges

Many evaluators and researchers have documented the predictable risks and mitigations of rapid evaluation methods (Anker et al., 1993; Beebe, 2002; Bamberger, 2004; Vindrola-Padros et al., 2021; Gawaya et al., 2022), which include:

– Trade-offs between time, quality and validity.

– The risk of relying heavily on only one source of data where others are unavailable.

– Sourcing the required skillsets and experience in short timeframes.

– Difficulty accessing data and key informants when working at speed.

In addition to these known challenges, when implementing the tailored REM, the evaluation teams noted four further implementation challenges, which build on the experiences of other rapid evaluators: achieving consistency of approach and products; team fatigue; resolving competing findings; and ensuring ethical approaches are maintained.


Consistency of approach

While the tailored REM approach sought to standardize all key evaluation activities for consistency, the evaluation teams involved were occasionally requested to depart from the agreed templates and formats. For example, a programme area might request more detail in reporting which required extending beyond the proposed 10-page format, or seek additional questions to be added to surveys which would mean that they extended beyond the 10-min time estimate. Some evaluation teams also felt the customized rubric that sought to provide a one-page summary of the appropriateness of service and practice changes were not useful or required where for example state-wide administrative data were unavailable in the available timing. When such adaptations occurred, they jeopardized the ability to compare findings across evaluations and to ensure that senior decision-makers were receiving consistent and predictable products.



Team fatigue

In reviewing the literature on rapid evaluation methods, the evaluation team could not identify any references to the additional pressure of delivering at speed and the consequential fatigue faced by the evaluation teams from consistently working at a rapid pace. This may not be a challenge when delivering a single tailored REM, but it is an issue that must be managed when delivering a sequence of rapid evaluations in quick succession. The evaluation teams found that rapid models often required additional effort to meet short deadlines and, on this basis, as the programme of tailored REMs progressed, the team sought to have breaks working on longer-term projects between delivering rapid evaluations.



Managing conflicting findings

When working at speed, identifying conflicting findings when reviewing multiple data sources presents more of an issue than it would in a traditional evaluation process. There is limited time to resolve these conflicts. There were two main mechanisms to resolve this issue as rapid evaluations progressed: consulting with the Evaluation Advisory Group; and/or resolving through the validation stage of the process.



Ethical approaches

Given the timeframes for rapid evaluations, it was more challenging to seek ethical review through a formal research ethics committee process in a fast turnaround timeframe. It is important to note that ethical standards and guidelines vary across different countries. Within Australia, the National Statement on Ethical Conduct in Human Research (2007) provides guidance for undertaking quality assurance (QA) and evaluation activities within an ethical framework without seeking formal ethics approval through a nationally accredited committee. On this basis, the teams worked under the guidance of the National Health and Medical Research Council (2007, 2014). The team adhered to ethical principles including consideration of participants' risk of exposure and their privacy before conducting interviews and distributing surveys. However, this approach means it is absolutely critical that the rapid evaluation activity does not stray beyond a focus on quality assurance into broader research questions. For example, in some cases, a programme area would want to explore service users' experiences of the service system beyond the specific policy or programme in question. For ethical reasons, teams were advised to limit all data collection only to providing information about the experience of the specific policy or programme change under examination.




Contribution

The findings presented seek to both emphasize the benefits of tailoring REM to the context and stakeholder environment, while also demonstrating a tailored REM example in practice highlighting insights and findings achievable for evaluation delivery within an 8-weeks period.

Tailored REM findings from the presented case study contributed to COVID-19 state planning and supported government decision-making about future telehealth practice, potential policy investment and future research. Rapid evaluation findings from the case study also highlight potential benefits and challenges of using telehealth in regional and metropolitan cities and areas for further investigation. The insights delivered useful feedback loops to inform services, pediatricians and allied health clinicians and families on how to improve service delivery within an emergency resource constrained setting. This paved way for the establishment of evidence-based practices in this emerging dimension of health care delivery during COVID-19, which is important to mitigate potential health risks and unintended consequences, such as clinical outcomes and experience or costs that could be associated with the rapid adoption of new technologies.

More broadly, the development of the tailored REM approach supported activity across government departments and agencies. The evaluation team presented the approach at the state and national levels and met with multiple other evaluation teams to share the templates and best practice examples of the approach in action (Williams, 2020).



Conclusion

While there is a range of rapid evaluation models available to practitioners seeking to deliver time-sensitive findings, this article seeks to describe the benefits of considering evaluation drivers and tailoring components to meet contextual and stakeholder needs. These findings are relevant for professional evaluators and evaluation end-users seeking to understand the options and variables when delivering rapid evaluations and to understand, in a practical way, what a tailored REM can deliver.



Data availability statement

The raw data supporting the conclusions of this article will be made available by the authors, without undue reservation.



Ethics statement

Ethical review and approval was not required for the study on human participants in accordance with the local legislation and institutional requirements. The patients/participants provided their written informed consent to participate in this study.



Author contributions

EW drafted the article and developed the overall commentary on the tailored rapid evaluation methods described. MG and DT delivered the rapid evaluation methods and developed the case study for the article. All authors contributed to the article and approved the submitted version.



Acknowledgments

The authors would like to acknowledge the contribution of key stakeholders contributing to the tailored rapid evaluations including department staff, workforce, service users and key experts. We would also like to thank and acknowledge the Department of Health evaluation team who were involved in leading and supporting the tailored rapid evaluations, including Dr. Lisa Thomson, Dr. Jan Browne, Bernadette Pound, Wendy Wade, Dr. Clare Carberry, Dr. Timothy Ore, Nikki Condon, Diz McKinnon, Abirami Jayawardena, Meredith Jones, Tom Hannon, Kathryn Logan, Jane Howard, Delyth Lloyd, Emma Braithwaite, and Nerida Rixon. Many thanks to the executive staff currently supporting ongoing rapid evaluation work, John King and Josephine Norman.



Conflict of interset

The authors declare that the research was conducted in the absence of any commercial or financial relationships that could be construed as a potential conflict of interest.



Publisher's note

All claims expressed in this article are solely those of the authors and do not necessarily represent those of their affiliated organizations, or those of the publisher, the editors and the reviewers. Any product that may be evaluated in this article, or claim that may be made by its manufacturer, is not guaranteed or endorsed by the publisher.



Supplementary material

The Supplementary Material for this article can be found online at: https://www.frontiersin.org/articles/10.3389/fsoc.2022.959095/full#supplementary-material



References

 Anker, M., Guidotti, R. J., Orzeszyna, S., Sapirie, S. A., and Thuriaux, M. C. (1993). Rapid evaluation methods (REM) of health services performance: methodological observations. Bull. World Health Organ. 71, 15–21.

 Annett, H., Rifkin, S. N., and World Health Organization (1995). Guidelines for Rapid Participatory Appraisals to Assess Community Health Needs: A Focus on Health Improvements for Low-Income Urban and Rural Areas. World Health Organisation.


 Bamberger, M. (2004). Shoestring evaluation: designing impact evaluations under budget, time, and data constraints. Am. J. Eval. 25, 5–37. doi: 10.1177/109821400402500102


 Bamberger, M., Rugh, R., and Mabry, L. (2006). Real-world Evaluation – Working under Budget, Time, Data and Political Constraints. Thousand Oaks, CA: Sage.


 Bassot, B. (ed.). (2015). The Reflective Practice Guide: An Interdisciplinary Approach to Critical Reflection, 1st Edn. London: Routledge. doi: 10.4324/9781315768298


 Beebe, J. (1995). Basic concepts and techniques of rapid appraisal. Hum. Organ. 54, 42–51. doi: 10.17730/humo.54.1.k84tv883mr2756l3


 Beebe, J. (2002). Rapid Assessment Process in Qualitative Inquiry. FQS.

 Bergeron, G. (1999). Rapid Appraisal Methods for the Assessment, Design, and Evaluation of Food Security Programs. Washington, DC: Technical guide.


 Braun, V., and Clarke, V. (2006). Using thematic analysis in psychology. Qual. Res. Psychol. 3, 77–101. doi: 10.1191/1478088706qp063oa


 Broegaard, E. B. (2020). Testing Real-time Evaluations for Enhanced Adaptability in Danish Aid Programs. Evaluation, Learning and Quality Department, Ministry of Foreign Affairs of Denmark.


 Coker, D. R., and Friedel, J. N. (1991). The data collection matrix model: a tool for functional area and program evaluation. Res. Higher Educ. 32, 71–81. doi: 10.1007/BF00992834


 Cronbach, L. J., and Shapiro, K. (1982). Designing Evaluations of Educational and Social Programs. San Francisco: Jossey-Bass.


 Driscoll, J. (2007). Practising Clinical Supervision: A Reflective Approach for Healthcare Professionals. Baillière Tindall Elsevier.


 Gawaya, M., Terrill, D., and Williams, E. (2022). Using rapid evaluation methods to assess service delivery changes: lessons learned for evaluation practice during the COVID-19 pandemic. Eval. J. Australia 22, 30–48. doi: 10.1177/1035719X211057630

 Hargreaves, M. B. (2014). Rapid Evaluation Approaches for Complex Initiatives. Office of the Assistant Secretary for Planning and Evaluation, USA. Available online at: https://www.aspe.hhs.gov/sites/default/files/migrated_legacy_files//40541/rs_EvalApproach.pdf?_ga=2.253270281.1897986546.1664773892-464064575.1664773892


 I-Tech (2008). Rapid Evaluation: I-Tech Technical Implementation Guide #6, Produced for US Department of Health and Human Services Health Resources and Services Agency (HRSA). University of Washington.


 Kumar, K. (1990). Conducting Mini Surveys in Developing Countries. USAID Program Design and Evaluation Methodology.


 McNall, M., and Foster-Fishman, P. G. (2007). Methods of rapid evaluation, assessment and appraisal. Am. J. Eval. 28, 151–168. doi: 10.1177/1098214007300895


 National Health and Medical Research Council (2007). National Statement on Ethical Conduct in Human Research. Available online at: https://www.nhmrc.gov.au/about-us/publications/national-statement-ethical-conduct-human-research-2007-updated-2018


 National Health and Medical Research Council (2014). Ethical Considerations in Quality Assurance and Evaluation Activities.


 Neal, J. W., Neal, Z. P., Van Dyke, E., and Kornbluh, M. (2015). Expediting the analysis of qualitative data in evaluation: a procedure for the rapid identification of themes from audio recordings (RITA). Am. J. Eval. 36, 118–132. doi: 10.1177/1098214014536601


 Norman, G., Mason, T., Dumville, J., Bower, P., Wilson, P., and Cullum, N. (2021). Rapid Evaluations of Innovations: A Scoping Review. Research Square. doi: 10.21203/rs.3.rs-1086327/v1


 Noy, C. (2008). Sampling knowledge: the hermeneutics of snowball sampling in qualitative research. Int. J. Soc. Res. Methodol. 11, 327–344. doi: 10.1080/13645570701401305


 NSW Agency for Clinical Innovation (2019). Telehealth in Practice. Telehealth Network, Sydney, NSW.


 Nunns, H. (2009). Responding to the demand for quicker evaluation findings. Soc. Policy J. N. Zeal. 34, 89–99. Available online at: https://www.msd.govt.nz/documents/about-msd-and-our-work/publications-resources/journals-and-magazines/social-policy-journal/spj34/social-policy-journal-34.pdf#page=94


 Ore, T. (2021a). How effective is the use of telehealth for children with autism spectrum disorders? Int. J. Psychiatry Res. 4, 1–4. doi: 10.33425/2641-4317.1090


 Ore, T. (2021b). Impact of COVID-19 restrictions on hospital at home. EC Nurs. Healthcare 3, 127–131. Available online at: https://www.researchgate.net/profile/Timothy-Ore-2/publication/350813866_Impact_of_COVID-19_Restrictions_on_Hospital_at_Home/links/60743edfa6fdcc5f779d0bdd/Impact-of-COVID-19-Restrictions-on-Hospital-at-Home.pdf


 Palinkas, L. A., Horwitz, S. M., Green, C. A., Wisdom, J. P., Duan, N., and Hoagwood, K. (2015). Purposeful sampling for qualitative data collection and analysis in mixed method implementation research. Admin. Policy Mental Health 42, 533–544. doi: 10.1007/s10488-013-0528-y

 Patton, M. Q., McKegg, K., and Wehipeihana, N. (2015). Developmental Evaluation Exemplars: Principles in Practice. Guilford Publications.


 Robinson, R. S. (2014). “Purposive sampling,” in Encyclopedia of Quality of Life and Well-Being Research, ed A. C. Michalos (Dordrecht: Springer). 5243–5245. doi: 10.1007/978-94-007-0753-5_2337


 Rogers, P. (2020). “Real-time evaluation,” in Monitoring and Evaluation for Adaptive Management Working Paper Series.


 Royal Women's Hospital (2019). SMARRT: Symptom Management, Rural and Remote with Telehealth - Final Project Report.


 Scrimshaw, N. S., and Gleason, G. R. (eds.). (1992). Rapid Assessment Procedures - Qualitative Methodologies for Planning and Evaluation of Health Related Programmes. International Nutrition Foundation for Developing Countries (INFDC), Boston, MA.


 Skillman, M., Cross-Barnet, C., Friedman, S. R., Rotondo, C., Ruiz, S., and Moiduddin, A. (2019). A framework for rigorous qualitative research as a component of mixed method rapid-cycle evaluation. Qual. Health Res. 29, 279–289. doi: 10.1177/1049732318795675

 Smith, J. A. (1995). “Semi structured interviewing and qualitative analysis,” in Rethinking Methods in Psychology, eds J. A. Smith, R. Harre, and L. Van Langenhove (London: Sage Publications), 9–26. doi: 10.4135/9781446221792.n2


 Thaker, D. A., Monypenny, R., Olver, I., and Sabesan, S. (2013), Cost savings from a telemedicine model of care in northern Queensland, Australia. Med. J. Aust. 199, 414–417. doi: 10.5694/mja12.11781

 Tricco, A. C., Langlois, E. V., and Straus, S. E., (2017). Rapid Reviews to Strengthen Health Policy and Systems: A Practical Guide. Geneva: World Health Organization, Alliance for Health Policy and Systems Research.


 Trotter, R. T., Needle, R. H., Goosby, E., Bates, C., and Singer, M. (2001). A methodological model for rapid assessment, response, and evaluation: The RARE program in public health. Field Method. 13, 137–159. doi: 10.1177/1525822X0101300202

 Vindrola-Padros, C. (2021). An Introduction to Rapid Qualitative Evaluation (Blog) Social Research Evaluation. Available online at: https://www.the-sra.org.uk/SRA/Blog/Anintroductiontorapidqualitativeevaluation.aspx (accessed March 29, 2021).

 Vindrola-Padros, C., Brage, E., and Johnson, G. A. (2021). Rapid, responsive, and relevant? A systematic review of rapid evaluations in health care. Am. J. Eval. 42, 13–27 doi: 10.1177/1098214019886914


 Vindrola-Padros, C., and Johnson, G. A. (2020). Rapid techniques in qualitative research: a critical review of the literature. Qual. Health Res. 30, 1596–1604. doi: 10.1177/1049732320921835

 Williams, E. (2020). Webinar: Rapid Evaluation during the COVID-19 Response. Australian Evaluation Society. Available online at: https://www.aes.asn.au/evaluation-learning/professional-learning-events/pl-events-vic/1001922-old-seminar-rapid-evaluation-during-the-covid-19-response













	
	TYPE Original Research
PUBLISHED 25 October 2022
DOI 10.3389/fsoc.2022.958250






Rapid qualitative analysis in a mixed-methods evaluation of an infection prevention intervention in a UK hospital setting during the COVID-19 pandemic: A discussion of the CLEAN study methodology

Ruchi Higham1*, Simon Pini2, Aaron Quyn3,4, Mikolaj Kowal3,4, Jack Helliwell4, Razan Saman4, Penny Lewthwaite4, Nicola Young4 and Nikki Rousseau1 on behalf of the CLEAN study


1Leeds Institute of Clinical Trials Research, University of Leeds, Leeds, United Kingdom

2Leeds Institute of Health Sciences, University of Leeds, Leeds, United Kingdom

3Leeds Institute of Medical Research, University of Leeds, Leeds, United Kingdom

4Leeds Teaching Hospitals Trust, Leeds, United Kingdom

[image: image2]

OPEN ACCESS

EDITED BY
Cecilia Vindrola-Padros, University College London, United Kingdom

REVIEWED BY
Nicolás Schöngut-Grollmus, University College London, United Kingdom
 Itzel Eguiluz, National Autonomous University of Mexico, Mexico
 Kristin Bright, Middlebury College, United States
 Laura Gorbea, Puerto Rico Public and Applied Social Sciences Workshop, Puerto Rico

*CORRESPONDENCE
 Ruchi Higham, r.higham@leeds.ac.uk

SPECIALTY SECTION
 This article was submitted to Medical Sociology, a section of the journal Frontiers in Sociology

RECEIVED 31 May 2022
 ACCEPTED 28 September 2022
 PUBLISHED 25 October 2022

CITATION
 Higham R, Pini S, Quyn A, Kowal M, Helliwell J, Saman R, Lewthwaite P, Young N and Rousseau N (2022) Rapid qualitative analysis in a mixed-methods evaluation of an infection prevention intervention in a UK hospital setting during the COVID-19 pandemic: A discussion of the CLEAN study methodology. Front. Sociol. 7:958250. doi: 10.3389/fsoc.2022.958250

COPYRIGHT
 © 2022 Higham, Pini, Quyn, Kowal, Helliwell, Saman, Lewthwaite, Young and Rousseau. This is an open-access article distributed under the terms of the Creative Commons Attribution License (CC BY). The use, distribution or reproduction in other forums is permitted, provided the original author(s) and the copyright owner(s) are credited and that the original publication in this journal is cited, in accordance with accepted academic practice. No use, distribution or reproduction is permitted which does not comply with these terms.



The COVID-19 pandemic created an urgent need for high-quality rapid research. One clinical challenge was how to minimise the risk of transmission in the hospital setting. The CLEAN study conducted a rapid evaluation of the potential utility of a spray-based disinfectant in a hospital setting. The study was undertaken between December 2020 and March 2021 and involved the implementation of the spray in 10 different clinical areas in one UK teaching hospital. A mixed-methods approach was adopted (including observations, surveys, and qualitative interviews) informed by the theories for understanding the implementation of new healthcare technologies. The evaluation found that while the spray had a number of perceived benefits when added to existing disinfection processes, other factors limited its potential utility. These findings informed a number of recommendations for future adoption within hospital settings. This paper describes and reflects on the rapid methodology that allowed us to undertake the study and deliver results in a short space of time. We experienced a number of pressures during set-up and fieldwork due to the challenging conditions caused by the pandemic, and the methodological approach had to evolve throughout the study because of the changing clinical context. The involvement of clinicians from the research setting as full members of the research team was key to the rapid delivery of the research. They provided an essential link to the implementation environment, and their experiential knowledge of the setting added an important perspective to the analysis. Balancing their involvement with their clinical roles was challenging, however, as was coordinating a large and diverse team of interviewers in such a short space of time. Overall, the study highlighted the value of rapid research to inform urgent healthcare decisions in a pandemic. Although our experience suggests that conducting such research requires some practical and methodological trade-offs, we found that there were also numerous benefits of using rapid methods and identified various opportunities to ensure their robustness.
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Introduction

The onset of the COVID-19 pandemic presented unique challenges to healthcare systems. One important clinical challenge was how to minimise the risk of transmission in the hospital setting while keeping infection prevention and control (IPC) procedures manageable. Effective IPC procedures are critical to protecting healthcare workers, reducing hospital-acquired infections and preventing onwards transmission to the general population. Research on healthcare workers' (HCWs) experience of IPC during the pandemic has predominantly focussed on the availability and use of personal protective equipment (e.g., Brooks et al., 2021; Hoernke et al., 2021; Broom et al., 2022), and less attention has been paid to surface cleaning and disinfecting.

A spray-based disinfectant was developed by the British Army in the early days of the pandemic to provide protection for its service people. The spray demonstrated efficacy against the COVID-19 virus at a level required by British and European standards for surface disinfectants used in the medical settings (Anderson et al., 2021), and proof of concept field trials conducted by the Army confirmed the spray technology delivered rapid, high-density coverage. The Army was keen to make this technology available in the healthcare setting to help protect patients and healthcare workers. Most surface cleaning in hospitals uses agents with a broad-spectrum of anti-microbial activity that is applied manually, for instance, in the form of a wipe. Manual cleaning can be challenging, time-consuming, and insufficiently thorough (Donskey, 2019), and the spray could potentially address these drawbacks. However, although a formative usability study had been conducted in simulated healthcare environments, there was a lack of evidence about the spray's capability, utility, and acceptability in real-world hospital settings, especially in the context of a novel respiratory virus causing a global pandemic.

The CLEAN study (critical evaluation of the implementation of VIRUSEND in clinical settings) was a rapid evaluation funded under a call for rapid research to address the challenge of COVID-19. A single-centre, prospective implementation study was conducted between December 2020 and March 2021 in a large teaching hospital in the North of England. The overall aim was to assess the utility of the spray in different clinical environments to inform potential wider adoption into routine hospital infection prevention and control processes. The main objectives were to determine the followings: (i) the clinical environments where the spray offers the most potential; (ii) barriers and enablers to implementation at organisational, ward, and individual levels; and (iii) any unintended consequences of implementation.

The rapid evaluation achieved its objectives, reporting clear findings and recommendations, which informed plans for wider adoption. The focus of this paper was to provide a detailed description of, and reflection on, the rapid methodology that allowed us to undertake the study in a short space of time, in line with the reporting guidelines for rapid research proposed by (Vindrola-Padros, 2021, p. 142–147).



Methods


Study design

A mixed-methods, rapid evaluation approach (Vindrola-Padros et al., 2021a) was adopted, using surveys, interviews, observations, and key informants to understand the implementation and provide timely results appropriate to the pressurised context of the pandemic. The design was informed by two theories for understanding the implementation of new healthcare technologies: a Framework for Theorising and Evaluating Non-adoption, Abandonment, and Challenges to the Scale-Up, Spread, and Sustainability of Health and Care Technologies (NASSS) (Greenhalgh et al., 2017) and Normalisation Process Theory (NPT) (May and Finch, 2009).

Figure 1 provides an overview of the study design, and Figure 2 shows the study timelines (both planned and actual). Observations were undertaken prior to an implementation to understand the cleaning processes in participating clinical areas to inform the implementation plan and training materials. The pre-implementation survey was conducted to capture an overview of HCWs' views and experiences of IPC processes, including the perceptions of their own safety in the workplace during COVID-19. This provided context for the evaluation of the spray and also informed the sampling for the qualitative interviews. Qualitative interviews were conducted once a participant had used the spray for a period of time, so that their usage experiences could be explored in depth. The interviews also provided important context about participants' experiences during the COVID-19 pandemic and their views on IPC processes in the hospital generally. This helped interviewers familiarise themselves with the implementation setting, informed probing questions about the use of the spray, and helped to contextualise the analysis of the study findings. The post-implementation survey provided an overview of HCWs' experiences of using the spray across the different clinical areas, including its acceptability and suitability for different contexts, and was also used to interrogate some of the initial findings from the qualitative interviews. The second survey also included an opportunity for those participants who had not completed the initial survey to complete the initial IPC questions via a branching question.
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FIGURE 1
 Study flowchart.
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FIGURE 2
 Study timelines.




Setting

The study took place in the UK National Health Service (NHS), which provides publicly-funded medical and healthcare services that are free at the point of use for UK residents. Implementation took place in one NHS Trust located in an urban setting in the north of England. The Trust is one of the largest teaching hospitals in Europe, providing healthcare and specialist services for people in the city and surrounding areas. It treats 1.5 million patients every year, including more than 200,000 emergency patients, and employs more than 20,000 staff. Services are provided across seven hospitals and medical services located throughout the city. In total, three of these locations participated in the implementation. Participating clinical areas included outpatient services, theatres, research/administrative activities, and facilities support (e.g., porters).



Intervention

The spray used in the implementation is manufactured by Pritchard Spray Technology Ltd. It uses compressed air to allow for rapid application over a wide surface area. It can be used on various surfaces, including floors, furniture, and light switches, but at the time of the study had not been approved for the use on medical devices. Prior to the CLEAN study, the spray had been evaluated in a simulated hospital environment, which provided information to support training. Users were advised to apply a fine mist from about “arms' length,” leave for 1 min and then either leave to dry or wipe off as preferred. The spray was initially made available to the staff as a 365-ml bottle; part way through implementation a smaller “pocket-size” 75-ml bottle was also made available.



Implementation

In total, 10 clinical teams participated in the study, representing a diversity of clinical environments with variation in the level of infection risk (i.e., including areas treating patients with active COVID-19 infection, environments to which patients were only admitted after testing negative for COVID-19, and areas where COVID-19 status was unknown) and different IPC challenges (e.g., areas needing rapid cleansing between patients, offices, and areas where cleanliness was particularly important such as operating theatres). Some teams were strongly associated with a particular location in the hospital (e.g., the Emergency Department) – these teams were typically multi-disciplinary involving different health professionals. Other teams worked across multiple different hospital environments, undertaking a particular task (e.g., porters) or supporting a particular patient group (e.g., patients with cancer) at various stages in their clinical pathway (outpatients, inpatient, surgery, etc.).

Lead clinicians for each environment were approached by the research team, and approval was sought for the use of a spray-based disinfectant to be piloted. The implementation was tailored to each clinical environment; observations of IPC practise were used to inform implementation and training, and scenarios for the use in each clinical environment were approved with necessary stakeholders. Consideration was also given to which equipment the spray could be applied to so as to not invalidate product warranties or breach medical device regulations. Due to the current phase of testing, with evidence only available for efficacy against COVID-19 and not against other infectious agents of concern in a hospital setting, infection control specialists on the project team advised that the spray should only be used as an additional layer of infection prevention and control, rather than replacing other routine and established disinfection processes.



Recruitment and sampling

All staff members working in participating clinical areas were invited to take part in the implementation. Research nurses approached potential participants in their clinical environments to disseminate study information and gather consent. To maximise efficiency aligned with the rapid methods of the project, research nurses combined gathering consent with providing training on how to use the spray. At this stage, participants consented to participating in the implementation, to providing contact details for receiving the survey invitations, and indicated their willingness to be invited to an interview. Participants were also given a link to an education video, which included an introduction to the project by a senior member of the hospital IPC team, who explained the purpose of the study and provided training in the use of the spray.

We aimed to obtain a purposive sample of participants in the qualitative interviews with attention to the profession, role, seniority, clinical environment, and length of time in the environment. Study recruitment was reviewed at weekly project meetings involving the site and research teams, and interview recruitment was monitored against the purposive sampling characteristics.



Data collection
 
Observations

Non-participant observations were carried out in-person by three clinical members of the research team (RS, MK, and JH). Approval was sought by the clinical leads before commencing observations. An observation pro-forma (Supplementary Appendix A) was developed by a member of the team with experience of IPC processes (RS) and was used in each environment to understand current IPC procedures and potential gaps where the spray could be used. Findings from this stage informed the implementation strategy.

A limited amount of additional informal participant observation was also conducted to support the implementation. Project team members who participated in meetings to prepare for implementation and research nurses involved in recruitment and implementation made anonymised notes of key points and issues raised by hospital staff, and these were shared and discussed at weekly project meetings. A secure Microsoft Teams site was created to enable rapid sharing of key information among the team. The findings were used to adapt the implementation strategy, tailor training materials, address recruitment challenges, and inform the sample and topic guide for interviews.



Surveys

The content of both surveys was developed by the research team (NR, SP, RS, and RH), in consultation with clinical members of the project team, and was informed by the NASSS and NPT frameworks (and, for the second survey, by initial analysis of qualitative interview data). Surveys were distributed to all participating staff and completed electronically using a web-based system (www.onlinesurveys.ac.uk/). Invitations and reminders were sent via email, or by text message where an email address had not been provided, and participants were provided with their study number, so they could complete the survey confidentially. Invitations for the pre-implementation survey were sent out shortly after participants consented. Invitations to take part in the post-implementation survey were sent once participants had been using the spray for a period of time (between 2 and 8 weeks, depending on when the participant was recruited).



Qualitative interviews

Semi-structured qualitative interviews were conducted following the implementation of the spray. Interviews were conducted using Microsoft Teams and were audio-recorded. Following the interview, both the recording and the auto-transcript were retrieved from Microsoft Teams and the recording was then deleted from the Microsoft Teams space. The topic guide (Supplementary Appendix B) incorporated the key aspects of the NASSS and NPT frameworks and covered the context of implementation (participant's role and any changes during COVID-19; IPC processes in the clinical environment) and views and experiences of using the spray. Alongside using the topic guide, novel areas arising during interviews were explored for relevance and then incorporated into subsequent interviews if the research team considered them worthwhile topics to explore in more detail. Developing themes from the early stages of analysis and survey responses were also explored in later interviews.

Due to the rapid methods being employed, a team of six researchers conducted the interviews, including experienced qualitative researchers (NR, SP, and RH) and junior doctors/clinical fellows with no prior experience of qualitative research (RS, MK, and JH). Junior doctors/clinical fellows interested in obtaining research experience were approached by study clinical co-applicants and invited to join the study team – clinical fellows came from infection control (RS) and surgical (MK and JH) specialties. There was an equal split in gender with three female (NR, RH, and RS) and three male (SP, MK, and JH) interviewers. The doctors all worked in clinical areas participating in the study and did not interview HCWs from their own teams. They were given two training sessions prior to conducting qualitative interviews; these sessions focussed on interview technique and the practical aspects of conducting interviews. They were also provided with opportunities to view interviews conducted by experienced qualitative interviewers and to practise using the CLEAN topic guide.




Analysis

Quantitative data were downloaded into Microsoft Excel and cross-tabulated by clinical area and key participant characteristics. Data were summarised descriptively, e.g., frequencies (and percentages) or means/medians (and standard deviation/interquartile range).

Qualitative data were analysed using a rapid qualitative analysis approach. Weekly meetings of the qualitative team were held to enable sharing of initial reflections on the interviews and begin discussion of potential analytic categories. To facilitate this oral analysis process, each interviewer completed a “rapid analysis procedure sheet” (RAP sheet) for each participant (Vindrola-Padros et al., 2020b), which summarised the interview content and their initial reflections (Supplementary Appendix C). RAP sheet headings were broadly defined following the first two interviews and then reviewed and adjusted through team reflection and discussion. Towards the end of the interview period, one researcher (SP) retrieved all of the individual participant's RAP sheets and synthesised the themes into a combined thematic framework. The framework was further refined through iterative discussions in the subsequent weekly oral analysis meetings. Each member of the qualitative team then used this framework to systematically search their interviews for quotes related to each of the themes, taking care to identify diverse views in each area. This was done using a combination of notes made during the interviews, interview recordings, and auto-transcripts. The analysis continued to develop throughout the process of preparing final reports and papers.



Ethical considerations

The study was sponsored by the University of Leeds (UoL) and funded by Innovate UK, part of UK Research and Innovation (grant reference: 77807). The spray manufacturer was an industry partner on the grant and provided supplies of the spray for the study at no cost. The industry partner took no part in data collection or analysis. Ethical approval was granted through by the Frenchay Research Ethics Committee (REC) (20/SW/0178) via the expedited approval route for urgent COVID-19 research. Health Research Authority (HRA) approval was granted, and Confirmation of Capacity and Capability was received from the site research governance office. Medicines and Health products Research Agency (MHRA) approval was not required as the intervention is not classified as a medical device. The study was conducted in line with the requirements of the GDPR and the Data Protection Act (2018) with regard to the collection, storage, processing, and disclosure of personal information.

The risks that the research activity posed to IPC within the hospital and the risk of COVID-19 infection to the research team were regularly reviewed at weekly project management meetings. All in-person research activity was conducted by team members who were hospital staff and trained to work in clinical environments during COVID-19 and had received an individual risk assessment. Face-to-face meetings and data collection were kept to the minimum necessary, and social distancing guidelines were followed at all times.


Informed consent

Written informed consent was obtained prior to the participants undergoing any data collection. Separate consent was taken for participating in the implementation, surveys, and interviews. For the observation aspect of the study, individuals in the research setting were not deemed to be research “participants,” and it was therefore not necessary to gain consent from each individual observed. Notes taken were of general observations of the processes undertaken and did not refer to the individuals either by name or in such detail that identification would be possible.



Confidentiality

All participants were allocated a unique study identification number that was used to identify them on all study records (e.g., interview recordings, transcripts, and survey responses). The link between this study number and participant names and contact details was stored in a password-protected file in a secure folder with access limited to the immediate research team. This file was only used for the purpose of sending survey invitations and reminders and to invite participants to interviews.

Participant names do not appear in any publications, and participating clinical areas are referred to by a letter code rather than by name to help maintain the anonymity of participants. Where quotes from interviews are used, these have been anonymised and a pseudonym was chosen for each interviewee – to maximise confidentiality pseudonyms do not necessarily reflect the gender, age, or ethnicity of the participant.



Safety monitoring

Adverse events (AEs) related to use of the spray were expected to be equivalent to those experienced with other similar cleaning products, including mild skin, eye, and respiratory irritation. All staff using the spray were directed to report AEs to the site research team, as well as completing any standard local occupational health processes. Information on AEs was collected whether volunteered by the participants during data collection or discovered by or reported to the site research team. AEs unrelated to the study were not reportable. Any related AE that met the standard criteria for seriousness was automatically deemed to be unexpected and had to be reported within 24 h of the site research team becoming aware of the event.





Results


Participants

In total, 182 participants were recruited to participate in the implementation study; of these, one withdrew before the end of the implementation. In total, 102 of these participants completed the first survey, 66 completed the second survey, and 23 participated in qualitative interviews. All interviews were conducted between 5 February 2021 and 26 March 2021. Individual interviewers conducted between two and six interviews each.



Findings

The findings of the main evaluation have been submitted for publication in a relevant clinical journal. In summary, the results suggest that the spray-based disinfectant has a number of perceived advantages over existing disinfection processes, and most participants found it a positive addition to their cleaning practices. There were other factors, however, that could limit its potential utility. As well as the main evaluation findings relating to adoption of the spray, the qualitative analysis also explored more general themes relating to HCWs' experience of clinical work and infection control. This analysis explored how clinical perspectives and practises adapted as a result of the pandemic, and how this context potentially affected HCWs' ability and willingness to adopt new processes such as a novel disinfectant spray.

During the interviews, participants reflected on what they would like to see whether this or other similar sprays were to be implemented widely in the NHS. Commonly mentioned issues reflected their priorities in terms of IPC processes and their clinical working environment. First, a desire for “evidence” appeared to be an important factor for many: convincing evidence of the effectiveness of the spray in eliminating viruses, clear evidence of its safety, and evidence of cost-effectiveness. Adoption and endorsement of the spray as an approved product in the NHS was seen as potentially providing reassurance that these evidence requirements had been met. Second, the spray needed to “fit” in easily with their existing working practices. For some, this meant it needed to take less time, for instance by replacing existing cleaning rather than being an additional step, or drying more quickly, so that they could fit it into a busy cleaning schedule. Others thought the risk of adverse respiratory reactions and restricted use on medical devices were potential barriers to adoption. A third group of factors was related to “logistics;” for instance, some interviewees mentioned the need for a clear protocol for how to access supplies and restock, and others wanted clear guidance about where bottles will be stored in clinical environments for the ease of access and to maximise usage. Likewise, the ability to recycle bottles was appealing to many, but plans needed to be put in place for how this would happen.



Dissemination

Emerging findings were shared during the study both within the project team and with the industry partner to facilitate implementation. The primary output of the project was a final report produced for the industry partner, which was submitted at the end of the study and informed further development of the spray and distribution strategy to facilitate adoption in the NHS.

In addition to publishing the main evaluation findings in a clinical journal, we plan to submit a further paper on HCWs' experience of IPC during the pandemic, which will be submitted to a social science journal.




Discussion


Doing rapid research: Practical challenges and opportunities
 
Ethical approval and set-up

Vindrola-Padros et al. (2020b) note that there can be a preconception that rapid research will not have gone through the same rigorous ethics process as other studies, making it seem like a “quick and dirty” alternative to “proper” research. We did not experience this preconception per se, but there was an expectation that expedited ethics processes in place for COVID-19 studies would mean that set-up timescales would be very quick. The study did benefit from fast-track NHS REC and HRA review, as well as expedited timelines for both sponsor review and site approval. However, although the timelines for fast-track review were much quicker than for a standard application, the documentation required for the applications was not reduced (refer to Figure 3A).


[image: Figure 3]
FIGURE 3
 Set-up activities.


Although producing a well-considered protocol and ethics application enabled the team to work through important questions of study conduct, the time required to do this was hard to minimise. There were also a significant number of issues that needed to be discussed and resolved before the ethics application could be submitted and approvals granted (refer to Figure 3B). These issues had to be negotiated with various departments, including the clinical trials unit (CTU) quality assurance team, the contracts team, the sponsor's office, and IT support. Although colleagues in these departments were extremely supportive and responded to queries as soon as possible, the backwards and forwards nature of the discussions meant that resolving each issue inevitably took a number of days, and the cumulative impact on set-up timelines was considerable.

The pressure on set-up timelines was exacerbated by the fact that as well as securing ethical and governance approvals, there were also a number of systems and processes that needed to be in place before implementation could begin (refer to Figure 3C). It was a similar situation with the shift to digital working during the pandemic, which made many study activities easier (e.g., virtual meetings, arranging, and recording interviews), but also created a number of challenges, such as researchers not having access to phone lines when working from home. It was also the first time these platforms had been used for research in our team, which meant we were learning about functionality (such as automatic transcription and anonymising recordings) throughout the early stages of the project. This was also true for our participants who had to adjust to the different dynamics of organising and attending virtual meetings and interviews. The interviewing team being based in different organisations also made setting up efficient processes more challenging; for instance, the Microsoft Teams interface worked differently when logged in from different institutions and arranging for non-university staff to have virtual access to shared folders was not straightforward.



Implementation and fieldwork in a pandemic

The relative complexity of the CLEAN study made planning and setting up challenging. In comparison with some other research conducted with HCWs during the pandemic (e.g., Vindrola-Padros et al., 2020a; Rücker et al., 2021; Smith et al., 2022), our study was distinctive both because it was interventional rather than purely observational (i.e., the study team was involved in delivering an intervention as well as collecting research data) and because of the variety of primary data collection methods involved (observations, online surveys, qualitative interviews, and safety data reporting). As well as complicating the set-up process, this complexity introduced the challenges during fieldwork, largely because many elements of the study were interdependent and had to happen sequentially rather than concurrently. For instance, the observations fed into implementation plan and so had to be completed before the implementation could start, the first survey had to be sent out immediately after consent but ideally before a participant started using the spray, and the qualitative interviews and second survey could only take place after participants had been using the spray for some time.

Implementation took place during the peak of the winter 2020–2021 COVID-19 wave, spanning the period when bed occupancy and pressure on staff was at a peak in the hospital. There were associated challenges in some of the clinical teams that had initially been identified for the study, delaying and in some cases preventing implementation taking place in these areas. This did, however, mean that the study was seen as extremely relevant by HCWs. The COVID-19 situation was also changing throughout the study, which had a significant impact on both implementation and fieldwork; for instance, the emergence of a new variant created questions about efficacy that had to be resolved before the spray could be used in the hospital. The study also spanned the period when HCWs received their first COVID-19 immunisations, reducing their immediate risk of severe illness although most continued to be very aware of the risk of transmission to patients and to their family and friends.

In this context, it was important that we were able to be agile and adapt our approach to respond to the challenges in the implementation setting. We took a flexible approach to engaging with staff in the clinical areas to accommodate the pressure they were under; for instance, in some cases, a one-to-one meeting was held, and in others, research team members attended clinical team meetings to explain the project. Instead of implementing the spray across all areas at once as originally planned, we staggered the implementation, so we could start recruitment in those areas that were ready as soon as possible. It was also important that we responded to the changes during the pandemic context that could have had an impact on perceptions and use of the spray. For instance, questions were added to the survey about vaccine status, as fieldwork took place during the period that HCWs received their first vaccinations, and this could have affected participants' perception of their personal level of risk.

The staggered implementation also allowed us to learn from early experiences, so we were able to adapt the implementation strategy and ensure as many staff as possible used the spray. For instance, we discovered that supply logistics meant participants in some areas were not getting access to the spray for some times after signing up to take part, so we started giving a bottle of spray to each participant when they consented, so they could start using it straight away. We also extended the implementation period beyond what had initially been planned to allow the areas that implemented later in the study enough time to provide useful feedback. This also allowed us to observe changing use of the spray over time – including it becoming routine in some teams – and to see how use changed with the shifting pandemic context. We also expanded the number of participating clinical areas when we became aware of additional environments which could potentially benefit from spray, were interested in participation, and would add to the diversity of environments in which to explore usability. These areas provided valuable additional feedback and mitigated the impact of those areas not able to implement the spray.



Sampling

The short time available for fieldwork and the challenges with implementation limited our ability to sample exactly as planned. We originally intended to use responses from the second survey to inform the sample for the qualitative interviews, but the delayed and then staggered implementation made this impossible, as we had to complete most of the interviews before the second survey was launched. We had also intended to use purposive sampling to select all the participants for the qualitative interviews; however, a high proportion of those we initially sampled were unable to take part before the end of fieldwork. We therefore adapted our sampling strategy to be less purposive and more opportunistic in terms of availability of participants and timing of interviews. We continued to focus on ensuring we included people from different clinical environments, but accepted that in terms of our other sampling criteria, our sample was more self-selecting than we had originally intended.

Discussions with the site recruitment team during our weekly project meetings suggested that the shifting pandemic context may have been an important factor in response rates to the surveys. In the early stages of recruitment, many staff were enthusiastic about signing up for the study, but may have been too busy to complete the first survey because of the heightened pressures caused by the new wave. However, by the end of the fieldwork period, case numbers had decreased substantially and the decreasing pressure in the hospital meant some staff – as noted by one team member – “feel like COVID is over.” Our multi-disciplinary team allowed us to be aware of this dynamic and better understand the perspectives of our participants. However, this resulted in a smaller survey sample than we might have expected without the additional burden the pandemic placed on our participants.

The tight study timescales precluded a significant extension to the fieldwork period, which limited our options for addressing any sampling issues caused by the lower-than-expected response rates. Furthermore, some actions we considered (such as introducing an incentive for the second survey or changing the consent form to make the optional consent to the interviews clearer) would have required an amendment to the ethical approval. Although the amendment review process would have been relatively quick, the project was progressing so fast, and it was not practical to make these changes in time for them to have an impact.

We were, however, able to take a number of other steps to address the recruitment challenges within the limited time we had available and mitigate the impact on sampling. We identified the purposive criteria that were likely to have the most impact on the experience of using the spray (clinical environment and seniority) and conducted targeted recruitment to ensure a good spread of interviews in these areas. We recruited additional environments and staff to the study to ensure that our sample included a wide range of hospital environments and health professionals, and in this respect, we met or exceeded our sampling objectives. In addition, implementation and fieldwork were extended by a month to give us longer to collect survey responses and conduct interviews, and clinical contacts at site encouraged staff to complete the surveys and flexible interview times were offered (including outside of working hours) to maximise participation. The flexibility we were able to offer for interviews was an advantage of our rapid approach, which meant we had a group of interviewers available rather than only one or two, as is common in many standard qualitative projects.

Our ability to respond quickly to the challenges and adapt our approach where necessary allowed us to largely overcome the practical challenges experienced during recruitment, although there were still some limitations in the sampling. We would have preferred to hear from more people in the second survey, as we do not know how the non-respondents would compare with respondents in terms of their experience of using the spray. The interview sample was also predominantly made up of experienced NHS professionals, who could have been more (or less) open to different cleaning methods and may have experienced the pandemic differently from less experienced staff. In addition, the majority of the interview sample described themselves as White. Given the variation by ethnicity in impact of COVID-19, this could potentially be a limitation of the analysis. Such issues with the seniority and ethnic diversity of qualitative sampling have also been experienced in other rapid research studies conducted with HCWs during the pandemic (Hoernke et al., 2021; Singleton et al., 2021).

Despite these minor limitations, we successfully recruited the participants from a range of clinical teams, professions, and ages in a very short space of time, achieving analytic saturation. There was also a significant benefit to the mixed-methods approach – for instance, we were able to include additional groups (e.g., doctors) in the qualitative interviews who were under-represented in the survey samples, and the consistency of key messages across interviews, surveys and observations, and across different hospital environments, gave us greater confidence in our findings. Considerations of data adequacy also took into account the richness and quantity of data, with analytic saturation being achieved with a much smaller number of interviews than expected. Initially, it was anticipated that interviews would be short given most took place with busy clinical staff, often during the working day. However, interviews were longer (several lasting over an hour) and richer than anticipated, with interviewers feeling participants appeared very keen both to talk about their experiences and to contribute to a study that could potentially help the hospital deal with the challenge of the pandemic. This was also reflected in feedback from the lead research nurse, who suggested many staff valued having an opportunity to talk about the challenges they had experienced during the pandemic.



Saturation in rapid qualitative analysis

Our reflective discussions regarding sampling raised some issues around when to cease data collection in a rapid research. The concept of saturation in qualitative research more widely has been increasingly examined, its use critiqued, and alternative concepts, including information power, proposed (Malterud et al., 2016; Saunders et al., 2018; Sim et al., 2018; Braun and Clarke, 2021). Saunders et al. (2018) identify four different variants of saturation; data, thematic (in two forms), and theoretical. None of these resonate fully with our rapid qualitative analysis. We initially applied the term “data saturation;” however, other authors have used this to describe a process where data collection is separated from and precedes detailed analysis. By contrast, our analysis involved an iterative process where data collection and analysis were carried out concurrently during an intense and immersive period of engagement with our topic and setting. Both thematic and theoretical saturation seem to emphasise the communication of the analysis – the themes or theory that is developed. With our rapid analysis, although we sometimes used the term “theme” to refer to categories which summarised something important in our analysis, the aim was less about presenting a well-developed concept – a theme or theory – and more about the overall storey that we needed to tell about the potential value of this new intervention in the context of the pandemic. Themes and theories can be the powerful tools for communicating an analysis, but they take time to mould. Moving beyond descriptive categories to themes that have resonance beyond the immediate study may be challenging for researchers who do not have experience of qualitative research and social science.

Our decision about when to cease data collection was driven by an assessment as to whether we had “adequate data to tell a rich, complex and multi-faceted storey about patternings related to the phenomena of interest” (Braun and Clarke, 2021, p. 211 referring to Sim et al., 2018). Notwithstanding Braun and Clarke's criticism of the concept, “saturation” seemed an appropriate shorthand for this. Aspects relating to information power (Malterud et al., 2016) did enter our decision-making – for example, we discuss the unexpected richness of our data. However, information power suggests to us a quality that resides more in the data – whereas the concept of saturation conveys something important about the extent to which the team have been able to use the data to develop their analysis. We also feel that information power is harder to directly apply in terms of making a decision regarding whether to cease data collection – yes the data are rich – but is it “enough?” In the end, we have used “analytic saturation,” which puts the emphasis on the analysis rather than the data, but reflects that our output was primarily a storey, albeit with sections and headings, rather than themes. This is an important topic within rapid qualitative research, which warrants further consideration.




Analysing rapid research: Getting the most from the data
 
Rapid analysis procedure sheets

From the outset of the project, we were aware that the condensed timeline, combined with delays in study set-up, would apply pressure to the analysis. To mitigate this time pressure, we began analysing data as soon as it was collected through the use of RAP sheets and subsequent reflective discussions at weekly analysis meetings. We began by aggregating thematic data from each interview into one RAP sheet (as described by Vindrola-Padros et al., 2020b); however, our early analysis discussions suggested that it would be beneficial to keep a clear link to the individuals. We therefore modified the approach, completing individual RAP sheets for each interview and maintaining a master RAP sheet to draw together emerging themes. This was similar to the process used by Gale et al. (2019), although our RAP sheets were completed from memory straight after the interview rather than as a summary of the full transcript, and involved a combination of factual interview content and interpretative reflections from the interviewer.

Our approach allowed for the easier identification of differences between interviewees and clinical environments, made it easier to record specific examples of issues to refer to during analysis, and gave us confidence in reaching “meaning” as well as “code” saturation (Hennink et al., 2017). It may be that this level of detail is particularly important for the studies such as ours with relatively applied objectives, which many rapid research studies tend to be. We also found our approach simpler, making it quicker and easier to complete the RAP sheet after each interview. The synthesis of data and defining of themes/sub-themes became a team activity, rather than each individual researcher synthesising their data as they progressed through the interviews. Simplifying the process was particularly beneficial, given the range of experience within the interviewing team. Aggregating data in real time can be quite demanding even for experienced qualitative researchers; it is even more challenging for researchers with limited previous experience of thematic analysis.

Retaining the link to individual cases was particularly important for our analysis because full interview transcripts could not be produced in time for the final report, and the use of individual RAP sheets facilitated conducting the analysis without the full transcripts being available. Each interviewer used either the audio recordings and/or the automatic transcription produced by Microsoft Teams to retrieve specific quotes from their recordings to illustrate key themes for the final report. As similar focussed approaches have been found to yield results comparable to analysis of full transcripts (Vindrola-Padros and Johnson, 2020, p. 1600), this approach appeared to be suitable for a rapid analysis such as ours, with plans for subsequent secondary analyses once full transcripts become available.

We will also further explore the potential of automatic transcription to speed up the production of transcripts for future rapid studies, although a significant amount of time would still be required for checking, editing, and anonymising the transcripts. It is also important to take into account the time required to analyse full transcripts in comparison with the more focussed approach we adopted, and the potential differences between automatic and manual transcriptions would need to be considered (Vindrola-Padros and Johnson, 2020).



Oral analysis process

Our approach to RAP sheets facilitated an early synthesis of key data without requiring significant analytical input. This was complemented by weekly analysis discussions where we had the opportunity to identify and develop themes and to reflect more analytically on the data. This oral analysis process facilitated constant comparison across cases. Individual researchers had a good knowledge of the interviews they had conducted, supported by the RAP sheet which focused attention on the key information from that case. During the weekly meetings, individual researchers made observations based on their cases, and tentative interpretations could be developed immediately with reference to other cases. For example, when one interviewer observed that the small bottles were preferred by their interviewees, the other interviewers could support or refute that observation based on their cases. The team could then develop working hypotheses (e.g., “small bottles are preferred by teams working across different environments” and “larger bottles are preferred in office-based environments”), which could immediately be tested, explored, and developed in subsequent interviews.

As well as facilitating constant comparison, the weekly analysis discussions provided a number of other important benefits for our rapid approach. Weekly meetings allowed all the members of the large interviewing team to participate in the analysis and contribute to the developing thematic structure, and by discussing their observations and the similarities and differences across interviews, all researchers developed a good understanding of the entirety of the dataset. The academic researchers also had the opportunity to clarify initial interpretations with the junior doctors who worked in the implementation environment and were familiar with the use of the spray, providing many of the same benefits as formal member checking (which would not have feasible in the timescales). This oral analysis process may also have been more accessible for the less experienced researchers in the team than a traditional transcript and text-based qualitative analysis process, as it enabled them to work alongside more experienced researchers and benefit from their experience while still being able to contribute to the analysis. As such, our rapid analysis approach using simplified RAP sheets and oral analysis sessions could be particularly beneficial for studies using peer researchers, whom it can sometimes be difficult to involve meaningfully in the analysis process (Powell et al., 2021).

The use of theory was another important factor in our rapid analysis strategy. The study design, interview topic guide, and survey content were all informed by the NASSS and NPT frameworks, which were also reflected in the categories used to summarise the key findings on RAP sheets. The qualitative analysis, however, was largely inductive, using themes that emerged from the data rather than applying an a priori theoretical framework. We considered inductive analysis to be most appropriate for qualitative research that aimed to understand the experiences and perspectives of interviewees, especially in a new social environment (the pandemic) and with an untested intervention (implementing the new spray in an NHS context).

The inductive analysis of the qualitative data combined well with the deductive approach of the surveys to allow us to assess the intervention in the light of both theoretically driven concepts and participant driven experiences. This approach allowed us to quickly understand the implementation context and identify the potential benefits and drawbacks of the spray, which addressed our specific research questions. Another option would have been to apply a more deductive theoretical framework in the initial analysis (such as the process used by Nevedal et al., 2021). This could potentially have made it easier to quickly locate our findings within wider academic discussions; however, this kind of purely deductive analysis can create pressure to “force” qualitative data into an inflexible framework (May et al., 2018).



Mixed-methods and secondary analysis

Data from observations, surveys, and interviews were being integrated throughout the study; for instance, observational data informed the implementation plan, and early analysis of interview data informed the design of the post-implementation survey. However, the compressed reporting timeline made it challenging to conduct a thorough, comprehensive mixed-methods analysis. Although our oral analysis discussions did explore the links between emerging quantitative and qualitative findings, these results were largely analysed independently because these report sections needed to be written concurrently to deliver actionable findings quickly. This gave us limited scope to fully “follow the thread” (Alexander et al., 2008) between the various data sources, as we normally would in a mixed-methods analysis.

It was also challenging to incorporate non-interview data in the final analysis (e.g., notes from the site recruitment team, feedback from observations, and meeting discussions about implementation). This was valuable information that fed into many aspects of the implementation and data collection, as well as being used informally during our analysis discussions, but it was hard to document and incorporate into the analysis in a more formal and systematic way due to the time pressure. Overall, each method of data collection contributed useful insight which helped to address the research questions, but the limited opportunity for integrating data from different sources meant that although the analysis was robust and informative, it was not as rich or nuanced as it could have been had there been more time available.

Overall, the limited time available for analysis meant we had to be very targeted in our approach, which largely focussed on addressing the immediate objectives of the study. This would not necessarily be suitable for all research questions, but it was appropriate for our project given the specific nature of the research questions. It allowed us to deliver actionable findings in a very short space of time, but did not allow us to fully explore the richness of the data or maximise the value of the mixed-methods approach. One way to address this would be to use rapid analysis to deliver the main research findings as quickly as possible and then conduct secondary analyses at a later date when there is less time pressure, full transcripts are available, and data from all sources can be examined together. Secondary analysis would also provide an opportunity for applied rapid findings to be revisited through different theoretical lenses – for instance, recent papers have re-examined data from rapid research in the context of boundary work (Vindrola-Padros et al., 2021b), gender (Regenold and Vindrola-Padros, 2021), and the sociology of emotion (Dowrick et al., 2021).




Rapid research with a multi-disciplinary team
 
Benefits of a multi-disciplinary team

The range of expertise within the project team was one of the most important factors enabling us to undertake the CLEAN study in a short space of time. The study was coordinated by Leeds Institute for Clinical Trials Research (LICTR) and the NIHR Surgical MedTech Co-operative. It was delivered in collaboration with Leeds Teaching Hospitals Trust (LTHT), and the spray manufacturer was an industry partner on the grant. The project was delivered by a multi-disciplinary team based across UoL and LTHT, jointly-led by AQ (Associate Clinical Professor of Surgery at UoL/LTHT) and NR (University Academic Fellow in Healthcare Technology Evaluation at UoL). The research team consisted of NR along with two other experienced qualitative/mixed-methods researchers (SP and RH) and three junior doctors (RS, MK, and JH). Recruitment and implementation at site was overseen by AQ and led by a Senior Research Nurse at LTHT. IPC expertise was provided by NY (Consultant in Medical Microbiology and Lead Infection Control Doctor, LTHT) and PL (Consultant in Infectious Diseases with special interest in new and emerging infections and Speciality Lead for Infectious Diseases and High Consequence Infectious Diseases, LTHT). Senior clinical and academic oversight was provided by a Professor of Surgery at UoL/LTHT and a Professor of Clinical Trials Research in LICTR. Study management, quality assurance, data management, and IT support were provided by LICTR.

The involvement of key stakeholder groups, in particular strategic decision-makers for infection prevention and control in the hospital, was an important factor in the feasibility and overall success of the implementation. The site research team responsible for recruitment, training, and implementation were also heavily involved in the design and management of the study, which facilitated a feasible, flexible, and responsive approach and was crucial for obtaining approvals quickly. Regular meetings between the project team and the industry partner were helpful in providing early access to samples of the product and to findings from a simulation study, which facilitated the development of the training and implementation plan.

The junior doctors who conducted observations were all carrying out clinical duties in one of the clinical areas participating in the study. Importantly, this provided an essential link to the implementation environment for the social scientists within the team, who were unable to attend the project site because of COVID-19 restrictions. It was invaluable to have team members with direct experience and knowledge of the clinical environments and challenges being faced in the hospital helping to direct data collection and facilitate access. The fact they were already based on site meant no research passports or honorary contracts were required, making the approvals process simpler.

The junior doctors were also involved in conducting qualitative interviews, which doubled the size of the interviewing team and made it possible to undertake a much larger number of interviews in the short space of time available and flexibly accommodate the schedules of busy participants. We also found the combination of academic and clinical researchers in the team introduced different perspectives and interviewing techniques that complemented each other and strengthened the research. The experienced qualitative researchers tended to be more exploratory during interviews, and more likely to notice and explore wider themes, whereas the doctors were quickly able to elicit clear, relevant information from interviewees and recognise productive avenues to probe further because of their familiarity with the field. It was also very useful to have these different, complementary perspectives contributing to the analysis discussions and member checking, with the qualitative researchers being able to synthesise ideas and generate themes quickly and the doctors being well placed to make sense of the findings in context and to offer alternative explanations for observed patterns in the data.

There were also benefits for the doctors for their own professional development. They gained training and experience in qualitative research methods and found this helped them adapt their approach to interviews, which was usually fairly rigid as a result of medical history taking that is normally quickfire and specific rather than semi-structured and exploratory. There is rarely the opportunity to participate in this type of research during medical training and it will be a beneficial skill in their future practice, especially with the modern clinical research focus on patient-reported outcomes. Gaining experience of a multi-disciplinary team at work and being involved in study group meetings was also valuable experience as this is not something the trainees are necessarily exposed to in their NHS roles. Although the time demands of the rapid study were challenging, the rapid timescales also facilitated their involvement, as it meant they were able to experience the whole research process, from design and planning to fieldwork, analysis, and reporting. Because of short clinical placements, this might not have been practical in a longer study.



Practical challenges

The doctors' involvement was crucial to the delivery of the project and the robustness of the analysis and findings. There were also challenges involved, however, perhaps the most important being the difficulty for the doctors of balancing their clinical roles with attending training sessions, conducting interviews, and contributing to the analysis. Clinical academics usually have a form of day release or small blocks for research between out-of-hours clinical commitments, so this was sometimes challenging to align with university working hours. There were also logistical challenges associated with delivering training and coordinating the work of such a large group of interviewers; although the increased size of the team did make it possible to do the research in a shorter timeframe, it did not necessarily result in a net saving of working hours for the academic researchers. The size of the interviewing team (in combination with the limited time and lack of full transcripts) also meant that we did not become as familiar with the raw data from all the interviews as usual, although the rapid oral analysis process mitigated this to a large extent.

We overcame these challenges in a number of ways, including holding regular virtual meetings to discuss progress and share different analytical perspectives, developing SOPs for interview conduct to ensure everyone was working to the same processes, and using shared documents such as interview logs and RAP sheets to facilitate collaboration, project management, and oversight. Flexibility from all team members helped us to coordinate regularly, even if not everyone could attend every meeting, and with multiple clinicians on the team, we were normally able to cover for each other when needed. We also aimed to provide training for the doctors that was targeted and efficient, given the other demands on their time, but that was also comprehensive and practical enough that they felt confident to undertake their interviews.



Team-based reflexivity

Rankl et al. (2021) propose a model for incorporating team-based reflexivity in rapid research, which includes dedicated time during regular meetings for the team to reflect on progress and informal individual reflexive discussions (underpinned by orienting questions). We incorporated these elements in our study in three main ways: (1) weekly project meetings which were conducted throughout the study and attended by the whole project team); (2) weekly analysis meetings attended by the interviewing team which were conducted during recruitment, fieldwork, and analysis; and (3) individual reflexive discussions between members of the interviewing team, conducted verbally and/or by email between the interviewing team during the writing of this paper (Figure 4 shows the examples of orienting questions used during these discussions). These activities were supplemented by the qualitative training sessions provided for the junior doctors conducting interviews and also shared channels on Microsoft Teams where all team members could post updates, queries, and links to useful information as well as discuss any emerging issues in between meetings.


[image: Figure 4]
FIGURE 4
 Examples of orienting questions.


The weekly project team meetings and shared Teams channel were invaluable in allowing the site team to discuss their experiences of implementation and recruitment, helping us to identify the problems early and implement solutions quickly. These structured mechanisms for the team to reflect on progress were a crucial factor in enabling us to be responsive and “think on our feet,” which was much more important in this rapid study than we have found during other more standard qualitative fieldwork. Regular team-based reflection also provided the University-based researchers with valuable insight into the implementation context in the hospital, for instance the potential reasons for low response rates and the possible benefits to staff of participating in qualitative interviews which were discussed earlier in this paper. This was particularly important because the University-based researchers were not able to access the site due to the pandemic. It helped us plan the implementation and fieldwork effectively, understand and address recruitment challenges, prepare appropriately for interviews, and contextualise the emerging analysis. In addition, notes from the weekly meetings and virtual discussions on teams provided a record of all the issues experienced and actions taken during implementation and fieldwork, as well as team members' feedback, reflections, and suggestions, all of which formed an important part of the analysis.

The weekly analysis meetings and initial qualitative training sessions provided further opportunities for reflecting on progress, allowing team members involved in the interviewing to discuss their experiences and for the less experienced junior doctors to prepare for their interviews and then reflect on their progress as they began to accumulate more experience. These meetings were also instrumental in elucidating and taking advantage of the diverse experiences and perspectives within the team.

Self-location was an important aspect of these discussions, especially given the diverse nature of the interviewing team and their varying relationships to the fieldwork setting. The junior doctors in particular had multiple roles within the study; as implementers, evaluators, and a link between the academic researchers and the site, but also to some extent as members of the study population. Their insider perspective (Merton, 1972) was extremely valuable both practically, as discussed above, and methodologically, as their familiarity with the setting helped the academic researchers to interpret, contextualise, and validate the emerging results. However, they will inevitably have had preconceptions of both the setting and intervention shaped by their own experiences, which will have influenced attitudes towards the research to some extent. To address the potential risk that the clinical interviewers would not explore interviewee responses in detail because of a shared understanding of the situation and context, the interview training focused particularly on probing and unpicking what might initially be “taken for granted.”

It is also relevant that although the junior doctors can to some extent be considered “peer researchers,” the majority of the interviewees were experienced nurses, making the insider status of the doctors as researchers more a point on a continuum rather than a stable, fixed identity (Hellawell, 2006). The relative professional identities attached to these differing clinical roles and levels of seniority are therefore likely to have been a factor in the interpersonal dynamic during their interviews. In some cases, this may have been beneficial, for instance in creating rapport and having a common understanding of the issues being discussed, but it may also have been detrimental at times.

In contrast, interviews conducted by the academic researchers will have been shaped by their “outsider” status – for instance, some interviewees may have been happier to share certain things with someone seen as being neutral, but others might have found it harder to explain their experiences to someone with no experience of the environment they worked in (Bridges, 2001). It could also be difficult hearing frontline staff describe the day-to-day challenges they faced during the pandemic, and for the academic researchers, this was a stark reminder of how harrowing the situation had been in the hospital at times. As outsiders, this made us particularly aware of the need to approach interviews with empathy and sensitivity, and this may to some extent have affected our approach – for instance, occasionally feeling limited in our ability to probe on certain issues to avoid appearing judgemental of a situation we had not had to face. It also made us even more conscious than usual of our responsibilities to the research participants, both in terms of avoiding placing any unnecessary burden on them and also doing our best to ensure that the research they gave up their time for was valid, robust, and useful.

Other authors have highlighted the risks of a lack of cohesion or conflict in insider/outsider teams (Louis and Bartunek, 1992; Durand Thomas et al., 2000). This was not something that we experienced – rather we were surprised at how quickly and effectively a cohesive team was formed, particularly given that we never met in person during study design or conduct. The pandemic context and COVID-19 focus of the research may have played a part in this. However, it may also be the case that the short but intense nature of rapid research projects facilitates team cohesion compared with projects where relationships have to be sustained over a longer period.

Overall, the benefits of our multi-discipline team far outweighed the challenges it created, although it is still important to be aware of these challenges and to plan accordingly when conducting multi-disciplinary rapid research. In particular, it is important to be mindful of the additional pressures that being involved in rapid research, either as a participant or as a researcher, could place on HCWs, particularly during periods (such as future waves of a pandemic) when they are already facing considerable additional pressures. Regularly, structured team-based reflection and reflexivity helped us to ensure our study was sensitive to these pressures. Dedicated time for the team to reflect on progress meant that our fieldwork plans were feasible, potential problems were recognised and addressed early, and researchers felt supported. It also allowed us time for considering our own self-location and how each researcher's personal experiences and perspectives have shaped the research.





Conclusion

The very conditions that make rapid research necessary can also make it extremely challenging to undertake. Conducting fieldwork and analysis quickly inevitably requires methodological trade-offs, and there is a risk that in the process, the benefits of rich mixed-methods data, theoretical insight, and new digital technologies may not be fully realised. To combat this, it is useful to understand the aspects of a rapid study that could make it particularly challenging, so that projects can be planned to accommodate and mitigate these challenges as far as possible. In our experience, the combination of implementing an intervention, multiple data collection methods, and the pandemic setting posed various challenges during set-up, fieldwork, and analysis. These challenges can be overcome or mitigated through a combination of methodological flexibility, adapted rapid analysis techniques, digital solutions, and secondary analyses to complement and extend the initial rapid analysis.

Perhaps most importantly, knowledge of and access to the implementation and fieldwork setting was key to the success of our rapid study. There were significant benefits to having key stakeholders closely involved throughout the project and an interviewing team which blended academic research experience and familiarity with the clinical context. Although the involvement of stakeholders who are not experienced qualitative researchers in the process of qualitative data collection and analysis can be challenging, there are also significant benefits. In rapid analysis, the benefits are greatest in terms of additional input to data collection; trouble-shooting research obstacles; rapid access to key contextual information and sense checking the developing analysis. Rapid analysis methods may be more accessible to inexperienced qualitative researchers (when working in a team alongside experienced qualitative researchers) than traditional thematic methods, facilitating and enabling meaningful involvement in the analysis process.

The rapid methods employed on the CLEAN study are likely to be most useful for studies such as ours, which address relatively focussed and applied research questions and where answers are needed quickly in a rapidly changing environment. More detailed, exploratory or theoretical research aims might be more challenging to address with this type of approach, although these could potentially be explored using subsequent secondary analyses. In our experience, rapid methods are likely to be easiest to implement in settings which at least some members of the research team have direct experience of (and access to), and rapid methods may in fact be particularly useful for facilitating the involvement of such insiders in the research process. Successful delivery of relatively complex, mixed-methods rapid studies such as CLEAN is likely to require the close involvement of key stakeholders throughout the research and a large and flexible team of interviewers, supported through standardised processes, digital technology, and regular communication.

Overall, our experience demonstrates that despite numerous practical challenges, it is possible for mixed-methods research to be both rapid and robust, generating timely, targeted results to inform urgent healthcare decisions while also providing the opportunity for more exploratory, theoretically informed analysis that can make a valuable contribution to wider academic discourse.
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Long-term research projects are not always able to adapt to a new crisis and incorporate characteristics and approaches of rapid research to produce useful data quickly. Project AViD was a programme of research that ran between 2018 and 2022 to examine factors that shape vaccine confidence. The project initially focused on five country case studies looking at vaccines for Ebola, Measles, Rift Valley Fever and Zika. The COVID-19 pandemic emerged during this time and provided an opportunity to contribute to the pandemic's ‘million-dollar question'–how to deploy COVID-19 vaccines. Drawing on our experience as researchers, and specifically from AViD, we propose seven factors that can influence when and how longer-term qualitative research projects can adapt and contribute to the response to an unfolding health emergency. These include: (1) the phase of research in which the emergency hits; (2) the relative significance of the emergency in the research setting; (3) the specific methods and research team capacities; (4) existing operational links; (5) supportive ecosystems; (6) flexibility in research contracting and funding; and (7) the research team attitude and approach. We close with two considerations for longer-term research projects that find themselves having to “change gear” amid a public health emergency–the need to re-assess risks and benefits and the need to protect equitable partnerships.
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Introduction

When research projects are designed, protocols are written, a timeline is made, and the course is set. Not all projects have the flexibility to make significant changes. Researchers who find their planned work suddenly affected by a crisis, may ask themselves the question: do we swerve from the original course and respond to the crisis, or do we continue within the planned boundaries of our work? If we were studying measles in a community, and then Ebola cases were identified in the area, should we continue with our original focus? Who decides whether it is appropriate to shift focus? There are a multitude of considerations: methodological (e.g., safely adapting the research activities, developing new research questions and approaches); logistical (e.g., impact on travel); administrative (e.g., approval of funders to shift focus); and ethical (e.g., preserving the safety of participants and the research team, obtaining new approvals).

A strength of qualitative research is being, by nature, attuned to the wider context and iterative in design. As qualitative researchers, we look at experience, meaning and perspective, and wider social, cultural, political, and economic dynamics. Incorporating new and significant dynamics is part of our work. In comparison to certain quantitative research designs, qualitative research usually focuses on subjects and environments that are out of the control of the researcher (Robson and McCartan, 2016). As such, qualitative researchers must be able and ready to react to changes in the field and adapt their research design at any time (Edmondson and McManus, 2007).

Rapid qualitative research seeks to understand the impact of complex health emergencies by collecting and analyzing data within a short period of time (Beebe, 2014). The application of these approaches in emergencies has attracted much discussion (see, for example, Pink and Morgan, 2013; Beebe, 2014; Johnson and Vindrola-Padros, 2017; Vindrola-Padros et al., 2020). Characteristics and approaches common to rapid qualitative research are listed in Table 1.


TABLE 1 Characteristics and approaches of rapid qualitative research (Vindrola-Padros, 2021a).
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Longer-term research projects may have the advantage of additional time for rapport-building with participants and stakeholders, data collection, and analysis, and of being able to observe first-hand how beliefs and practices change over time. Yet, they are less suited to informing decisions with the urgency of rapid approaches and are often less action-oriented (Pink and Morgan, 2013). A small number of articles describe how longer-term research projects have been rapidly re-designed in time sensitive contexts to address an unfolding health emergency (Rahman et al., 2021; Vindrola-Padros and Johnson, 2021; Vindrola-Padros, 2021b). We know, anecdotally, that many more research projects pivoted during the COVID-19 crisis to address problems of the pandemic, but little has yet been written on this topic (Rahman et al., 2021). We therefore seek to address this knowledge gap regarding when and how longer-term qualitative research can pivot to respond to an unfolding health emergency and incorporate some of the characteristics and approaches of rapid research, to produce useful data quickly.



AViD

Project AViD (Anthropological Exploration of Facilitators and Barriers to Vaccine Deployment and Administration During Disease Outbreaks) was a programme of research that ran between July 2018 to March 2022 to examine factors that shape vaccine confidence. At the inception of the project, five case studies were designed that would apply different qualitative and ethnographic methods across contexts in Sierra Leone, India, Uganda, and Brazil. These case studies would identify how vaccines can be optimally deployed during an outbreak in their respective settings.

The project originally focused on vaccines for Ebola, Measles, Rift Valley Fever and Zika. At the onset of the Ebola outbreak in the Equator region in the Democratic Republic of the Congo (DRC) in August 2018 additional funding was requested and approved to set up a sixth case study to explore the roll out of an Ebola vaccine. Then, when the COVID-19 pandemic emerged an extension of the AViD project into 2020 was requested and approved. As COVID-19 vaccines were rapidly developed, questions on how to deploy COVID-19 vaccines in low-income settings became the pandemic's “million dollar question”. The AViD research teams, drawing on our learning about other vaccines, started to question how we could contribute to COVID-19 vaccine deployment. Each of the case studies responded differently, which prompted the researchers to reflect on how they varied, and why.

These reflections were documented as part of a formal learning exercise which was embedded in the AViD project. The learning exercise ran in parallel to the roll-out of the case studies, with an external researcher (TJ) conducting quarterly interviews with the research team members, including the case study leads and national research team members of all the AViD projects. The primary aim was to provide opportunity for constructive reflection by the research teams on their work and to bring together information from across the case studies. Interview notes were coded and thematically analyzed. Emerging findings on the “lessons learned” were discussed with the wider AViD team in team meetings and workshops that were convened during the project. Conversations related to pivoting (or not pivoting) their research during the evolving COVID-19 crisis are documented below.



AViD contributions to COVID-19 response

The Sierra Leone case study set out in 2018 to focus on political and economic factors influencing emergency vaccine deployment in Sierra Leone in the post 2014–2016 Ebola outbreak context. The project emerged from pre-existing collaborations in Kambia District during the Ebola vaccine trials, in which the case study lead had been working as a social scientist. The AViD research involved insider ethnography with a researcher embedded into the Kambia District Health Medical Team (DHMT), regular observations at the community and health facility level, power mapping workshops and key informant interviews. During the project, the team co-produced with the DHMT, a social science training package for Community Health Workers (CHW) to study vaccine confidence through a community-led ethnography approach (Enria, 2022). This emerged from early discussions with the DHMT where the need for evidence on vaccine confidence and access specific to the Districts' borderlands was identified as a priority by community engagement and vaccination leads. The case study was therefore designed to be flexible and responsive to the needs of the DHMT and for the data to support their priorities. This flexibility in design meant the project was well placed to adapt at the onset of the COVID-19 pandemic. In discussions with the DHMT as the pandemic emerged, District leadership decided it was important to develop rapid qualitative insights into unfolding events, based on previous experience of conducting research together on vaccine confidence and supply. The AViD research team therefore incorporated new topics into their research activities focusing on (i) rumors about COVID-19, (ii) the impacts of COVID-19 regulations on social economic activities and (iii) trust in the health sector. The team also obtained additional funding to allow the CHW work to pivot to focus on COVID-19, and they conducted observations on responses to COVID-19 in their villages. The urgent need for information required this long-term research to also adopt rapid research approaches (see Table 1), including the development of templates for rapid ethnography and rapid analysis techniques that could be quickly operationalised. Ongoing research had to be analyzed much faster to produce weekly briefings and slides to present at the District COVID-19 response meetings. Findings were shared in almost daily phone calls and collated into a briefing template according to the three major themes, alongside practical recommendations. Aside from offering these rapid insights, the team then also more slowly produced verbatim transcripts and longer-term analyses that complemented the rapid operational outputs.

The AViD case studies in Uganda, the DRC and India did not significantly pivot to the COVID-19 context. By the time of the escalation of the COVID-19 pandemic in mid-2020, these three case studies had already collected most of their data, and so this lens was not incorporated into their work. The Brazil case study originally focused only on Zika but faced some delays at project inception. This meant it could begin in 2020 with a focus on maternal vaccine confidence in Brazil in the context of Zika, dengue fever, chikungunya, and COVID-19.

In November 2021, 5 months before the close-out of the project, AViD made a further, significant pivot to contribute to the COVID-19 context. Prompted by the death of President Magufuli, the AViD project management proposed a sixth case study be added to the existing portfolio, in Tanzania. Given Tanzania's unique context of historically high vaccine confidence but emergent COVID-19 vaccine hesitancy following the former President Magufuli's COVID-19 denialism and rejection of vaccines, it was seen as an important opportunity to understand vaccine roll out. The case study leads equipped CHWs with basic social science research skills necessary to collect community-level data on knowledge, beliefs, rumors, and discussions related to COVID-19, prevention and control measures, vaccines and vaccine deployment. Document analysis and key informant interviews were conducted with COVID-19 response actors to identify strategy and policy areas that community-level findings could inform. To operate in a short timeframe, the research team used a number of rapid research approaches (see Table 1) including: multiple researchers collecting data (the CHWs), multiple data collection methods and triangulation, and diary notes instead of audio recordings and transcription. An iterative process for data collection and analysis was set up, whereby weekly reports from the CHWs were analyzed and further training was provided during data collection to explore in-depth key emergent themes. Given the need for information quickly, CHWs were in the field for a short duration. Table 2 summarises the AViD case study adaptations and their separate contributions to the COVID-19 response.


TABLE 2 AViD case studies adaptations to COVID-19.
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Beyond the individual case studies, the AViD research team as a collective also made several contributions to the global COVID-19 response, in terms of publishing operational guidance and other materials, which are detailed further below.



What factors influence this changing of gears?

Drawing on the experience of the AViD project – particularly the Sierra Leone and Tanzania case studies, and on other relevant research, including by Johnson and Vindrola-Padros (2017), Vindrola-Padros (2021b), Vindrola-Padros and Johnson (2021), and Rahman et al. (2021)—we propose seven factors that influence when and how longer-term qualitative research can adapt and contribute learning to an unfolding health emergency.

In this article, we focus particularly on the experiences of the Sierra Leonean and Tanzanian case studies so as to be able to discuss the complexities of “changing gears” in more depth. These two case studies encountered different challenges that allowed us to draw out some key reflections, particularly on the significance of building long-term partnerships to facilitate short-term project adaptations and the contextual specificity of political sensitivities around conducting crisis research.

1. Timing—the phase of the research when the emergency hits The earlier in the research process that the crisis hits, the more significantly a project can re-focus on the emergency. The AViD case studies all progressed at different rates, and so were intersected by COVID-19 at different phases. The Tanzania case study began when the pandemic was well underway, and so was able to fully focus on COVID-19. Being part of a larger ongoing project allowed this piece of work to get off the ground and begin collecting data rapidly.

Being able to produce findings at the time they are needed is also important for long-term research to contribute to a crisis. Vindrola-Padros and Johnson (2021) identify the importance of timing the generation of research findings to inform decision-making processes. The AViD researchers as a collective published operational guidance on vaccine trials in October 2020 to coincide with the Phase 3 trials of the first COVID-19 vaccine candidates (Burns et al., 2020). As soon as Tanzania was politically able to focus on COVID-19 vaccination, an existing research collaboration between government research institutions and the MoH ensured that the Tanzania case study was able to quickly get ethical approval, activate training and deployment of CHWs as well as recruit local social scientists.

2. The relative significance of the emergency in the research setting In contexts with other pressing priorities, and insufficient resources to act differently, long-term research cannot substantially pivot to focus on an unfolding health emergency. The COVID-19 pandemic has been experienced differently across the globe, both in its actual health impacts, but also in the relativity of it as a threat. COVID-19 may have only partially altered life in countries already ridden with other priority issues, for example areas with active conflict (Bond et al., 2020). The AVID case study in Sierra Leone was well placed to contribute more significantly to a COVID-19 response. However, over time, as reported cases drastically diminished and the health service continued to be over-stretched across different priorities with limited funds, the demand for COVID-19-related research fell.

Political sway is also an important determinant of whether ongoing research can contribute learning to an emerging crisis. During the presidency of John Magufuli, in the early days of the pandemic in Tanzania, COVID-19-related research was not given approval. By early 2021 the president not only denied the existence of COVID-19 in Tanzania but also questioned the efficacy of COVID-19 vaccines and therapeutics that had been developed in high income contexts. During this time public health officials worked as best they could to instill public health measures despite being unable to report cases. Following his death in March 2021, a moratorium on discussing COVID-19 was lifted and public health measures were put into place and the COVID-19 vaccination campaigns began. Support at government level for the new AViD case study became possible (see Lees et al., 2022).

3. Methods and research team capacities The methods used in a long-term research project can determine whether pivoting to focus on an emerging crisis is possible. Some qualitative research methods and approaches lend themselves better than others to being responsive in a crisis. The AViD Sierra Leone case study included an insider ethnographer embedded into the DHMT, whose other role was as a field epidemiologist. Being embedded into an operational team with clear links to any emergency response, made understanding and contributing to a new health crisis possible, although with some limitations, as noted above. Johnson and Vindrola-Padros (2017) similarly describes how being embedded into the UNICEF vaccination team in Pakistan allowed the researcher to re-focus on COVID-19 using a gendered approach. Additionally, response to COVID-19—and all disease outbreaks—demands an interdisciplinary approach, and the design of the Sierra Leone case study meant that epidemiologists, case management teams and social scientists were already working together.

The Sierra Leone and Tanzania AViD case studies both used video conferencing and social media as part of their data collection and supervision methods, which worked well in an emergency context and infectious disease outbreak. Without these methods COVID-19 travel restrictions and other public health and social measures (e.g., physical distancing) would have otherwise made data collection impossible. Rahman et al. (2021) describe the unique value of video conferencing software, including how fruitful the “chat box” can be as part of observation work. However, they conclude that not every qualitative method can become effectively virtual, for example, their projects that relied on participatory methods were more difficult to effectively move online. They also warned that online research can also further disenfranchise marginalized groups, who may not have access to it or know how to use it (Sevelius et al., 2020).

If longer-term research initiatives can adapt to understanding issues as they evolve, they can be more helpful in an emergency setting. Vindrola-Padros and Johnson (2021) emphasize the need to use innovative data collection and analysis methods to understand and address the evolving issues during a crisis. They suggest running data analysis in parallel to collecting data to produce findings in “real-time”. Both the Sierra Leone and Tanzania AViD case studies shifted to work with their COVID-19 related data in this way, rather than first collecting and then analyzing data, the trajectory of most longer-term research models. In Sierra Leone, COVID-19 data was shared within the team daily, including sharing reports, WhatsApp messages and ethnographic observations, bringing together insights from the insider ethnography and the CHWs' work in their communities. In a weekly call, these findings were discussed to clarify their significance and to agree on recommendations.

It must be acknowledged that producing rapid findings comes with trade-offs in terms of depth and ability to trace changes over time. However, in the AViD project we were in the fortunate position of being able to feed findings back rapidly whilst also having the capacity to do more formal, “slower” analysis of transcripts and ethnographic observations over the 4 years of the project. This may not always be possible, and as such the trade-offs need to be recognized and their potential consequences considered.

4. Existing operational links Accessing windows of opportunity to influence crisis programming and policy is particularly important for a longer-term research project to contribute to a public health emergency. Although not established as emergency response research, the AViD Sierra Leone case study was able to contribute to the COVID-19 response at a district-level. Having worked in the Kambia district previously for several years, the Sierra Leone research lead had built long standing relationships with the DHMT and other important health system actors who mobilize during crises, including healthcare workers and CHWs in various communities across the district, this meant that research findings could be delivered directly to those who were able to act on them. These long-term partnerships and relationships with affected communities was a strength, making it easier to conduct rapid research that engaged in ethical and sensitive ways in a moment of crisis. The research on COVID-19 was designed collaboratively with these existing partners and developed organically from these existing relations, rather than requiring new working relationships to be formed at a time of extreme vulnerability.

The AViD Tanzania case study also had strong operational links with the COVID-19 response. The case study leads mobilized an existing collaboration between LSHTM, the National Institute for Medical Research (NIMR) and the Ifakara Health Institute (IHI), which intended to explore deliberative engagement in clinical trials. The co-investigator was the co-chair of the Risk Communication and Community Engagement (RCCE) pillar of the COVID-19 response. This meant there were existing connections with the Ministry of Health, Community Development, Gender, Elderly and Children (MoHCDGEC) Health Promotion department before the research began. As a result, relevant parts of the social science training package (including reflective listening and emotional intelligence) were integrated into national Tanzanian CHW training curriculum on COVID-19.

The AViD project researchers as a collective also made use of their relationships with platforms such as the Social Science in Humanitarian Action Platform (SSHAP) to host and disseminate operational guidance resources including “Clinical and Vaccine Trials for COVID-19: Lessons Learned from Social Science” (Burns et al., 2020), “Social Science Research for Vaccine Deployment in Epidemic Outbreaks” (Bowmer et al., 2020) and “Citizen ethnography in Outbreak Response: Guidance for Establishing Networks of Researchers” (Enria, 2022).

5. Supportive ecosystems For longer-term research to contribute to an unfolding health emergency, certain systems and structures are needed: (1) to create demand for qualitative research on the crisis and (2) for these findings to be taken up. In Kambia, Sierra Leone, there was a weekly District COVID-19 Response meeting, in which the AViD research team shared their key findings and recommendations. These briefings were specifically geared to informing operations. For example, one presentation highlighted the research finding around the mistrust of “strangers” who had been sent to communities for community engagement. This was then addressed through a re-organization of teams deployed to the field. In Tanzania, there had been no formal COVID-19 response structures under Magufuli. These systems were created after his death, and research about vaccines became possible. The AViD research team embedded itself from the beginning into the RCCE pillar, ensuring there was an audience for the research findings.

Other ecosystem factors which enabled AViD to contribute to the COVID-19 response included decision-makers who understood the value of qualitative research, having “champions” of the work amongst decision-makers and having adequate funding to establish these structures and for decision-makers to act on findings of the research.

In addition to emergency response infrastructure, higher education and research institutions must be supportive, look at the context and adjust their expectations accordingly for ongoing research to be able to adapt and contribute new learning to a public health emergency, (Rahman et al., 2021). The AViD Tanzania case study experienced delays because they chose to amend an existing ethical approval submission rather than submit a new application. In emergencies, social science researchers often rely on expedited ethical review processes, wherein proposals for research deemed as having minimal harm to participants are reviewed in a matter of days rather than weeks. The Tanzania team found out it was not possible to expedite an amendment to an existing submission with the Tanzanian National Health Research Ethics Committee. Ethical review processes that allow for amendments to existing submissions to also be expedited could facilitate adaptations during emergencies.

6. Flexibility in research contracting and funding Having a research funder who allows for topics and timelines to shift in light of an evolving health emergency is necessary for longer-term research to adapt and contribute new learning. The funder of AViD was very supportive of shifting the research focus, where possible, to COVID-19. This was a welcome and positive position because during the pandemic research funders who wanted rapid qualitative research to inform clinical decision-making or to provide evidence for public health policy did not tend to think of also requesting adaptions to existing studies. In addition to extending the timeline of the project, the AViD funder also allowed the additional Tanzania case study to be introduced at a late stage of the project. The importance of donor flexibility also contributed to the “resilient” and adaptive research described by Rahman et al. (2021) who received a no-cost extension to continue part of their research and to bring in a new COVID-19-specific angle.

One hypothetical risk raised by the AViD research team was the scenario whereby funders request a substantial refocus on an emerging crisis even when the original focus of the research retains its importance. This could result in the original research topic being neglected. In this case, they argue it is important for researchers to communicate this clearly with project funders.

7. Research team approach and attitude The approach and even the attitude of the research team may play a role in how longer-term research can contribute to an unfolding health emergency. One AViD researcher described how, at times, “we limit ourselves” to focusing on what we know, whereby reacting to an unknown crisis may require a degree of flexibility and boldness. Researchers may identify as “long-term researchers” and may not see their role in a crisis setting. Despite this point, AViD researchers did reflect that many of their network of research colleagues had been eager to contribute to the COVID-19 pandemic however they could. During this pandemic, almost everyone operating in a health setting was expected to adapt and contribute to the pandemic response. So, even for those researchers who paused their research projects, this may have brought about a change in attitude in terms of whether they are “crisis researchers” or not.

Critical reflection on research priorities has helped other researchers adapt their research projects during COVID-19 (see Rahman et al., 2021). The learning exercise embedded within the AViD project was one forum for the research teams to consider if and how to adapt their work, in addition to regular project calls.



Key considerations

Continuing long-term research during an unfolding health emergency, whether or not the research is able to contribute directly to that crisis, introduces significant new dynamics into the research. Learning from the diverse experiences of the AViD project, we highlight two key considerations for researchers.


Re-assess risks and benefits

During an emerging crisis, the first question that researchers should ask themselves from an ethical standpoint is ‘should we be carrying out research at all at this time?' (Vindrola-Padros et al., 2020; Rahman et al., 2021). This should include considerations of whether the research team are best placed to conduct research on the health emergency as it unfolds and whether this re-focusing contributes to a distortion of priorities, whereby other issues get neglected because everyone is shifting focus to the emergency. Accuracy and quality are also ethical requirements, and as such it is important to assess research teams' ability to protect the integrity of the research when it shifts to a rapid approach. As noted in this article, there may be some inevitable trade-offs. For example, rapid analysis for operational purposes may make it difficult to capture nuance and change that can be observed through long-term analysis and reflection. It is advisable to complement rapid, operational research with longer-term, careful analysis of research findings that can contribute to reflections in “peace time” to support future crisis planning.

Continuing long-term research at all during an emerging crisis requires that risks and benefits be re-evaluated. Research itself should not exacerbate any risks that the crisis has amplified—for example, the risk of transmitting infection during data collection, with the researcher themselves a potential “vector of transmission”(Bond et al., 2020). Research should not be an additional burden on participants who may already be under enormous pressure related to the crisis (Rahman et al., 2021). Benefits for participants may also change, for example the research may enable participants to ask questions and voice concerns about the nature of the crisis in question.

Any official public health measures must be followed. A deep understanding of the specific setting can help to identify any localized norms around these protective measures and any other context-specific considerations. For example, members of the AViD Sierra Leone team had previously worked during the 2014–16 Ebola response, including as contact tracers and as social scientists in an Ebola vaccine trial. They were aware of how those memories might affect communities' responses to COVID-19 and were able to rapidly shift to research that considered localized protective measures. For example, the team monitored the development of community responses such as chiefdom task forces that emerged from learnings during Ebola to determine whether they needed to be engaged in the research process.

Rather than continuing and minimizing danger, the most ethical response by researchers may be postponing altogether. However, putting research on hold may have its own ethical implications, in terms of responsibilities to participants and time-sensitive data (Wood et al., 2020).



Protect equitable partnerships

The COVID-19 pandemic transformed and intensified AViD's transnational institutional collaborations and partnerships. Restricted foreign travel meant that AViD depended more heavily on in-country research team members. There is a long history of unequal partnerships and research collaborations between Global South and Western research institutions (Boum et al., 2018). Remote research has the potential to widen power inequalities when local researchers take on more risk of direct field work during a disease outbreak. Dunia et al. (2020) suggests that post-COVID 19 research institutions, funding agencies and ethics boards need to ask more questions about the role of “facilitating” vs. “contracting” researchers at various stages of research in terms of safety and risk implicit in each person's role. Where remote working or other restrictions changes these roles, this must be re-analyzed.

As AViD researchers, we were keenly aware of the power imbalances that continue to dominate Western-led and funded research. It is difficult to shift such systemic inequities and existing research structures often reproduce them. The project endeavored to engage reflexively with these dynamics, and it offered opportunities to further strengthen international relationships and to support existing social science capacity and leadership in country, contributing to a “social science legacy”. Congolese, Sierra Leonean, Tanzanian and Ugandan researchers contributed their expertise to the development of the different methods and engagement activities, in addition to supporting data collection and analysis. COVID-19 highlighted both the possibilities of remote mentorship for locally-led research but also the operational apparatus, such as institutional contracting or financing systems, that can reinforce barriers to power sharing in transnational research partnerships, especially when a crisis emerges. For example, some of the AViD case studies found it difficult to re-channel money and make international payments quickly when they adapted activities in light of COVID-19. Learnings from the AViD project included to formally partner from the outset of the funding application with public health partners, rather than sub-contracting, and to ensure flexibility in financing systems to support collaborative and responsive research.

Concerns about shifting risks onto local researchers in the Sierra Leone case study led to the development of adaptive protocols—such as the CHWs writing ‘lockdown diaries' when movement was restricted—that could be activated by the researchers to align to local regulations and their own risk assessments. At some points, during different waves of the pandemic and as its trajectory was uncertain, the AViD research teams halted their activities altogether.




Conclusion

Researching in crisis gives rise to unique ethical, political, and practical challenges that researchers of conflict and health emergencies have engaged for years. We have highlighted how long-term qualitative research, with its focus on context, is uniquely positioned to provide relevant insights for rapid response to public health emergencies. In this article we explored a component of crisis research that has been relatively unexplored: should we as researchers “change gear” to respond to an emergent crisis and, if so, what factors facilitate this shift? Drawing on experiences from the AViD project and particularly its case studies in Sierra Leone and Tanzania, we have highlighted several factors that could be relevant for researchers pivoting to work on an unforeseen crisis. These include questions of timing, the relative ability and willingness of local emergency responses to take up research findings, existing research and operational links and the flexibility of research funding to be able to adapt. These practical considerations are underpinned by ethical questions which ought to be further explored, including questions about shifting risk, the impact of emergencies on global research architectures and their associated power dynamics and whether research on crisis is always desirable. Our case studies highlight significant practical challenges but also shed light on the possibilities that emerge when existing relationships give rise to organic demand for research that supports crisis response.
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In this article, we explore the challenges of conceptualizing, designing, and establishing a rapid research agenda as a local researcher following a disaster. We share what we learned while developing and implementing this rapid study and explore the challenges shaped by time pressures, our local context, and resource availability. We identify four core challenges, experienced conducting rapid research, and provide suggestions to overcome these challenges. Our goal is to provide insight to undergraduates, graduate students, and professionals who are considering rapid research inside or outside their own communities.
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Introduction

Natural disasters are increasing in frequency and intensity [Intergovernmental Panel on Climate Change (IPCC), 2022]. Triggered by climate change, these experiences have global ramifications to physical, social, and community well-being [World Health Organization (WHO), 2014; United States Environmental Protection Agency (EPA), 2017; United States Department of Health and Human Services (HHS), 2021]. Social science research helps to capture the nuanced experiences of those affected, which can inform future prevention and intervention strategies and provide critical feedback to city planners and local and state governments (Peek et al., 2020). However, research in disaster areas runs the risk of taking resources in short supply that would be used for citizens of the affected area (e.g., housing), and requires creation of partnerships at a time of intense strain on systems (Gaillard and Peek, 2019). As a result, researchers living in affected areas are in a particularly strong position to conduct rapid research associated with the event. In this article, we explore the benefits and challenges local researchers encounter when conducting research following disasters. We provide an honest and frank case study of conducting research in our own community and discuss the unforeseen challenges and barriers to this research approach. We hope this can provide insight to students and professionals assessing their preparedness to take on disaster response research in their communities.

Community based knowledge provides key advantages for research. This knowledge can come from multiple sources including effective community partnerships, participant observation, and from relationships with community members who are also researchers (Gaillard and Peek, 2019). Investigators that are from communities being studied may bring both the perspective of a researcher and a community member to their projects. Because they live, work, and play within the community on a regular basis, they bring additional connections and perspectives to the research through their lived experiences. This is not to argue that communities are homogenous, or that significant privilege doesn't separate a researcher and the members of the community they study. However, it does provide an additional insight into the context of the area and supports rich community connections.

Less is written on the strain that these studies can have on the researcher themselves, and the unintended impact that can have on conducting their research (Mukherji et al., 2014). Although we are trained researchers who have worked in challenging conditions around the globe, the impact of experiencing a natural disaster and trying to establish a research program presented some unforeseen complications for our team. We are trained to think that we should be able to function as researchers regardless of conditions. However, the personal trauma of a disaster affecting your city, being evacuated and displaced for an extended period of time, balancing an emerging multifaceted research project with teaching and other professional responsibilities, as well as these effects on collaborators and networks, requires additional attention and planning.

Here, we share our experience trying to balance these conflicting challenges. Our core academic research team consists of a local (Howells) and non-local (Dancause) researcher. In this paper, we use auto-ethnography to explore Howells' experience of being a local researcher simultaneously experiencing the impacts of disaster and developing rapid research. Our reflexive process occurred in the months after the event and was principally through discussions with collaborators and colleagues, both informally and at conferences where we presented preliminary study results. Some of the difficulties associated with our rapid research mirrored those experience by our colleagues during the COVID-19 pandemic, which helped us to more concretely identify and describe key challenges. Furthermore, Howells used social media to document challenges, observations, and updates in the weeks after the disaster. These brief but frequent notes of observations provided a means to organize and document thoughts and experiences as a disaster survivor and a researcher, and provided a perspective of others' experiences and reactions through their comments.

Both Howells and Dancause have experience in analyzing prenatal stress, including in potentially vulnerable samples such as in low and middle-income countries and among socially disadvantaged communities that experience persistent perinatal health burdens such as prematurity and low birthweight. Having seen the effects of prenatal stress in vulnerable samples, our individual and collaborative research programs are driven by a desire to draw attention to the importance of reducing health disparities and improving the environment for socially disadvantaged communities in general, including during and following disasters. Applying our expertise to develop a study in the Wilmington community was driven by a desire to make not only a scientific contribution, but also to amplify the voices of those affected by the disaster and to potentially draw attention to particular needs and targets to improve the environment for community members. This background in prenatal stress, health disparities, and with vulnerable samples affects our positionality and our approach to the research.



Before the storm

Hurricanes are part of living on the US coastal southeast. Remnants from previous storms, warnings to ensure you have materials ready to evacuate, and reminders to stockpile batteries, canned goods, and drinking water in the case of a storm create a perpetual awareness of the possibility of disaster. However, this also results in a normalization of risk and coping mechanisms that defer those concerns to a later date. In the last week of August 2018, we received the first serious warnings of Hurricane Florence developing in the Atlantic. It was the second week of school at the University of North Carolina Wilmington where I (Howells) was in my third year of teaching as an Assistant Professor. In the coming days, it became evident that my husband and I would need to make a quick decision between sheltering in place through the storm or leaving before the roads were impassable. The forecasted severity of the storm combined with the privilege of having reliable transportation and multiple housing options resulted in us evacuating 400+ miles away to my family's home in Atlanta.

In Atlanta, we were safe, but watched with trepidation as the storm increased in intensity and moved with threatening speed toward our community. As the storm drew closer, the Wilmington community's social media platforms were filled with stories of people choosing to stay or leave, about those who had no choice, about jam packed roads out of town, and distressed people telling their stories. The Weather Channel centered its disaster narrative on Wilmington, and we were transfixed by the impending disaster.

As a researcher specializing in the impact of maternal stress and disparate access to health care, I was particularly drawn to those stories of pregnant people navigating the impending disaster and the uncertainty they were facing. As the storm creeped closer, I contacted my colleague Dancause in Montreal, who had completed significant pregnancy disaster work abroad both independently and as a member of the Stress in Pregnancy International Research Alliance (SPIRAL). Together, we initiated a collaborative study on maternal health and stress following the hurricane. We designed an empirical study to capture prenatal stress due to the storm and its impact on maternal and infant health—even as I was preparing for the impending storm.

The decision to initiate this study arose from wanting to use our research skills to contribute to the scientific literature on prenatal stress and perinatal health, but also to help tell the story of the Hurricane and help the Wilmington community. Although the study was an overall success, we faced multiple challenges in designing and implementing this rapid research. These included (1) misinterpreting the complexity of initiating a study when faced with personal trauma from the event, (2) misjudging the complexity involved in combining protocols with local collaborators who were also experiencing the stress of the event, (3) underestimating realistic delays in campus research support offices, (4) misinterpreting the strength of our community connections. In other words, we were well-intentioned but naïve.



The storm hits

On September 14, 2018, Hurricane Florence made landfall and for 2 days produced record-breaking rainfall in North Carolina—up to 30 inches in an area already threatened by previous rains and sandy, ill-draining soil [National Weather Service (NWS), 2019]. This led to significant flooding, erosion, and destruction of property and infrastructure. As the storm passed over, scenes of destruction emerged. I watched people on TV paddle kayaks through the usually bustling downtown. A friend's destroyed home was being used by multiple media outlets as an example of the destruction. Several of the postcard perfect 100+ year old live oaks that lined the city streets were upended by the storm. Several buildings at the university—including residence halls and a science building—were irrevocably damaged. Power throughout parts of the city stayed off for weeks, and evacuated residents (including my family) were asked to stay away.



The study

There is nothing like the helplessness you feel when you are watching your city struggle with a natural disaster and all you can do is wait for permission to return. During this time, we wrote and submitted a Quick Response Grant to the Natural Hazards Center, Boulder Colorado to support our work. We started developing a protocol combining interviews and questionnaires (in person and online) and framework for our material. Our study proposed to capture maternal stress prior to and following the storm. We developed a custom-made survey of experiences during and following the hurricane based on previous SPIRAL studies (King et al., 2015), and combined them with other measures of mediators and moderators of stress including sociodemographic characteristics, social support, and coping styles (Howells et al., 2020). The majority of these interviews were conducted in my campus office, however I did meet several women in mutually agreed upon areas around the city. I would describe the study and receive their informed consent. The majority chose to complete the questions themselves, and afterwards we would discuss their experiences. These ranged from the stress of their work hours being cut due to damage to their place of employment, to being bitten by snakes during the evacuation process. Many mentioned the distress of being evacuated and separated from their health care team.

In addition to these interviews, we collected maternal hair to measure cortisol in the months before and following the disaster. Hair cortisol provides a non-invasive measure of stress in the preceding months (D'Anna-Hernandez et al., 2011; Stalder et al., 2012). With a 4-cm section, we would be able to assess cortisol levels reflecting the 2 months following the disaster (the proximal 2 cm of hair) and the 1–2 month period before the disaster (the distal 1–2 cm of hair). The questionnaire and hair collection protocols that we developed were largely based on Dancause's past experience in disaster research in other settings. This represented an area where she could contribute to help advance the study, while I took on responsibility for identifying local resources and recruitment sites, communicating with collaborators, completing tasks related to my university review process such as Internal Review Board (IRB) applications, and tailoring the protocol to the local context. Her work and perspective throughout the process was also invaluable at ensuring that were not being mired in inconsequential details that did not support our end goals.

The rapid nature of the study combined with my own experiences of evacuation resulted in additional challenges in the development of the research. Both of us are trained in community participatory research and strive to tailor study objectives and data collection through discussions and feedback with community members, including potential study participants and stakeholders such as public health collaborators. This process of participatory research was less feasible following the disaster. The evacuation meant that meeting face-to-face with key stakeholders was not possible, and rapidly changing and uncertain conditions complicated engaging in discussions with community collaborators and potential participants. Furthermore, our data collection methods had to be adapted both in response to the need to act rapidly, and also to the burdens of participants experiencing difficult and uncertain conditions, who might not have the time or capacity to participate in a complex protocol. As such, we had to make difficult decisions about which information to prioritize and which to exclude from our data collection, with less feedback from community members than in our studies under “typical” conditions.



After the storm—Returning home

Returning home was emotionally challenging. The roads were littered with destroyed trees and collapsed structures. Our home was thankfully intact, although the lack of power for over 2 weeks in humid southeastern North Carolina left a thin layer of mold over everything inside. I shopped for groceries away knowing our local grocery store shelves were functionally empty. I returned to campus and began the challenging process of addressing the psychological and educational needs of our students. There were multiple meetings, and workshops to support the reconfiguration of our classes and make up for the lost month of courses. Faculty had to pick up the pieces of our classes and make significant modifications to our syllabi—with full recognition of the trauma our students had experienced and continued to experience.

Students had lost a great deal of their stability. In many cases, their homes, belongings, and books were destroyed. Everyone knew someone who had lost everything. Although being back in the classroom felt like a step toward normalcy, it was also exhausting and required additional physical, psychological, and emotional labor. Those who recently transitioned their classes due to the COVID-19 pandemic have a strong understanding of this challenge (Adedoyin and Soykan, 2020). In addition, I was personally struggling being away from my spouse who works two hours away. The evacuation gave us precious and unusual time together and being apart intensified the emotional strain of the disaster. Although these challenges were not directly associated with rapid disaster-based research, they speak to the undercurrent of distractions and challenges facing researchers working in the field following a disaster.



Conducting the work—A different kind of storm


Collaborations, research permission, and funding

We were thankful to receive grant funding contingent on IRB (Internal Review Board, comparable with European Independent Ethics Committee) approval. We had started preparing our IRB application while the storm was still active. However, because the university was closed these offices were offline, and we focused our attentions elsewhere in the study preparations until they reopened.

By the time the system was online, we had added another collaborator who had ideas about embedding our study in a larger related study. This would expand the reach of our results and provide a strong comparative data set. We met multiple times to create study protocols and IRB applications that encapsulated both programs. We prioritized the IRB from this larger study because of the possibility of additional funds, personnel, and interdisciplinary reach. Part of the logic was that once the larger IRB was in place, we would be able to add or modify details specific to our study, maximizing our time investment and gaining approval for both protocols. I felt secure in this collaboration because the collaborator had completed significant disaster work in the global south and was connected within the local academic community. It felt powerful being part of a larger study, and I embraced the opportunity.

Unfortunately, merging the studies did not work as hoped. The larger study was unable to move forward as planned, and as such, trainings and data collection events that had been planned were canceled and we had no access to the student research assistants who were supposed to assist with data collection. Members of the research team associated with the larger study were facing their own challenges associated with the disaster, which affected the progress of both studies. Because we had all conducted similar research abroad, it hadn't occurred to me that our ability to perform as researchers could be impacted by our concurrent role as disaster survivors.

We had no provisions in the study to prepare for this situation, and it set our original team back both mentally and temporally. Furthermore, the IRB encapsulating both programs did not, upon close inspection, encompass the key aspects of our proposed work. We had to create and submit a new IRB to our university research office that was by then backlogged with requests and dealing with their own challenges of reopening following the storm. To credit this office, they were supportive and professional throughout, and provided timely feedback on our application.

During this time, we were lucky to be awarded a Quick Response Grant from the Natural Hazards Center. The grant office at my university was in the early stages of reopening and inundated with requests. The delays regarding assessment and approval of the use of funds resulted in a loss of an additional two and a half weeks of data collection. I had not taken into account that my support offices would be overextended and that it would take additional time before the start of research. By the time we had permissions to launch our research from both offices, it was over months from the hurricane's landfall. Our project's novelty depended on being able to sample pregnant people's hair within a three month period to capture cortisol before and after the disaster. Unfortunately, these unexpected delays narrowed the number of people we could recruit. However, we were able to develop a picture of maternal stress with this hair (Howells et al., 2023).



Community based work

A month into our data collection, we were invited to collaborate with a local health center focused on providing health services (including prenatal care) to underserved populations. This invitation stemmed from my pre-existing connections in the health community with nurse practitioners specializing in maternal health. This collaboration enabled us to connect with health care providers and pregnant people, and expanded our recruitment and reach. Health providers would do the initial check in with participants, and assess their interest in hearing more about the project. We would interview these participants before or after their normal check-ups. This helped diversify our participant pool and established a strong relationship moving forward. A minor challenge arose that the clinic times were scheduled during my teaching times. Both had been long established and there was no flexibility. I was able to attend the clinic for the first two hours and then would rely on my student research assistant to attend the remaining time.

Given the difficulty for students returning to class while recovering from the disaster, recruiting student research assistants with the capacity to take on additional responsibilities was more difficult than I had previously experienced. This limited our capacity to adapt to the hours of the clinic, to recruit participants, and to collect data as quickly as we had hoped.

My collaboration with the local health center was successful. However, in general I vastly overestimated my other community connections. Although I had an extensive local community network and was involved with multiple organizations, I realized the kind of relationships that are critical to this research were not ones I had in place. This was exacerbated by the effects of the disaster. Groups and organizations that would have made for strong partnerships were understandably focused on serving the needs of their clients and their employees.

If I had established stronger community research connections before the disaster, I would have been able to ensure the foundation was in place for our rapid response study. Even after having work extensively abroad, I misunderstood how challenging it would be to create relationships with health care teams and to navigate multiple levels of administration, different systems of integrating researchers into clinical activities, and different personnel interests and capabilities (in terms of time commitments and experience with research) across sites. We were already limited by the number of pregnant people in our study area and reaching them was hampered by not having relationships with the providers.




Discussion

The contributions of rapid research and evaluation are undeniable (Oulahen et al., 2020). However, researchers initiating rapid studies following a disaster experience particular challenges associated with time and resource constraints. Local researchers have an unparallel opportunity to engage with their communities following a disaster (Gaillard and Peek, 2019). However, these researchers face many of the same challenges as external researchers in addition to novel ones. In this article, we developed a case study considering the experience of implementing a novel rapid research project as local researchers. This was meant to be a frank and personal examination of the lessons learned by our research team while designing and implementing our study.

Being a local researcher resulted in unanticipated complications in the implementations of our work. These were associated with time pressures, local contexts, and access to resources. The core components discussed in this article were (1) misinterpreting the complexity of initiating a study when faced with personal trauma from the event, (2) misjudging the complexity involved in combining protocols with local collaborators who were also experiencing the stress of the event, (3) underestimating realistic delays in campus research support offices, and finally, (4) misinterpreting the strength of our community connections. In Table 1 we explore these unanticipated challenges and provide suggestions for addressing these before and during the initiation of rapid research.


TABLE 1 Addressing unanticipated challenges associated with rapid research as a local researcher.

[image: Table 1]

Many of the challenges outlined in Table 1 are relevant even in non-disaster situations. Furthermore, the challenge of tailoring a protocol to resource constraints and to favor and retain participation is likely familiar to many researchers regardless of the setting. However, recovering from the disaster coupled with the need to act rapidly amplified the effects of these challenges on our study design, data collection, and outreach compared to our research experiences in non-disaster settings. Although our study protocol was designed with the challenges of rapid research and the disaster setting in mind, we experienced complications in launching the study, recruitment, and data collection that were exacerbated by the strain associated with disaster recovery for me, my colleagues, university administration, and students.

Despite these challenges, as a local researcher conducting rapid disaster-based research following Hurricane Florence, I benefited from having established housing and transportation during a time of severe shortages. Our research also benefited from being associated with the local university and health care center and was tailored to the specific needs of our community. In addition, it meant our research team could incorporate these tasks into their typical work week without taking a leave of absence or suspending their academic positions. Finally, our project was strengthened by a strong collaboration between local and non-local researchers and community collaborators. This relationship provided a healthy balance during a challenging time and the possibility to distribute tasks, where possible, among team members.

Many of the suggestions we propose are relevant in other situations that affect our capacity to conduct our studies as usual, such as during the COVID-19 pandemic, which disrupted campus support services and data collection procedures in many institutions and created a personal emotional strain for members of research teams. Developing techniques to deal with stress and trauma, building larger and more diverse teams to better enable researchers to adapt quickly in the face of changing local conditions and restrictions, remaining in close contact with support offices, and actively engaging with community collaborators are relevant to launching research studies under difficult and uncertain conditions. We hope that by sharing our experiences, challenges, successes, and lessons learned we will be able support other professionals and students in successfully designing and implementing their rapid research.
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Introduction: In middle and low resource countries worldwide, up to 70% of breast cancer cases are diagnosed as locally advanced (stages IIB-IIIC). Delays in referral from primary to specialty care have been shown to prolong routes to diagnosis and may be associated with higher burdens of advanced disease, but specific clinical and organizational barriers are not well understood.

Methods: This article reports on the use of rapid ethnographic research (RER) within a largescale clinical trial for locally advanced breast cancer (LABC) in India, Mexico, South Africa, and the US. Our purpose is twofold. First, we demonstrate the value of ethnography as a mode of evaluative listening: appraising the perspectives of diverse patients and clinicians regarding prolonged routes to LABC diagnosis and treatment. Second, we show the value of ethnography as a compass for navigating among discrepant clinical research styles, IRB protocols, and institutional norms and practices. We discuss advantages and limits involved in each use of RER.

Results: On the one hand, ethnographic interviews carried out before and during the clinical trial enabled more regular communication among investigators and research sites. On the other hand, the logistics of doing the trial placed limits on the extent and duration of inductive, immersive inquiry characteristic of traditional fieldwork. As a partial solution to this problem, we developed a multimodal ethnographic research (MER) approach, an augmentation of video-chat, phone, text, and email carried out with, and built upon the initial connections established in, the in-person fieldwork. This style has its limits; but it did allow us to materially improve the ways in which the medical research proceeded.

Discussion: In conclusion, we highlight the value of not deferring to a presumed incommensurability of ethnographic fieldwork and clinical trialwork while still being appropriately responsive to moments when the two approaches should be kept apart.
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Introduction

Breast cancer is the fifth-leading cause of death worldwide, resulting in 685,000 deaths per year (American Cancer Society (ACS), 2022; World Health Organization (WHO), 2022). Up to 70% of breast cancer cases in middle and lower-resource countries are locally advanced (stages IIB-IIIC, or invasive disease with regional spread) (Unger-Saldaña, 2014; Balogun and Formenti, 2015). In Mexico, breast cancer is one of the main causes of death in younger women (Villarreal-Garza et al., 2019) and women under 40 years of age are significantly more likely than post-menopausal women to be diagnosed with advanced stage disease and triple-negative disease (a more aggressive tumor that is harder to treat) (Villarreal-Garza et al., 2017). Despite 50% of individuals in Mexico having access to national health insurance, women with a suspected case of breast disease face significant clinical barriers (Bright et al., 2011). While individuals may postpone consulting a physician for a number of reasons including concerns about cost, mistrust of medical providers, lack of childcare, or concerns about missing work or being fired, healthcare system issues including referral delays or multiple extraneous appointments between first presentation and initiation of treatment are associated with prolonged routes to diagnosis (Bright et al., 2011; Unger-Saldaña et al., 2019) and may be associated with advanced stage disease and disease progression (Caplan, 2014). In the United States, Black, Indigenous, Latinx, Asian American, and Pacific Islander women with breast cancer are more likely to be diagnosed with advanced disease and experience a higher rate of cancer death at younger ages than white women (Hendrick et al., 2021). Despite clinical advances over the past 20 years, Black women are still two times more likely to die from breast cancer than white women (American Society of Clinical Oncology (ASCO, 2022). Cancer epidemiologists urge more investment in national and subnational cancer resources but are not well equipped to uncover the complex systems and interactions that underlie cancer (e.g., biological, behavioral, social, economic) (Mabry et al., 2022). Beneath epidemiological recommendations is a complex patchwork of political and institutional personalities, goals, and assumed ways of doing things, many of which are so tightly woven into medical life as to seem invisible or insignificant.

Ethnography is a critical tool for teasing apart the complex meanings and structures of power that inform cancer research and treatment (Petryna, 2009; Joseph and Dohan, 2012; Livingston, 2012; Burke, 2014; Bright, 2015; Caduff et al., 2018; Banerjee, 2020). However, traditional fieldwork depends on months or years of immersive observation, interviewing, fieldnoting, and thick description to characterize complex layers of lived experience and historical context. Such methods take time and money and typically rely on one investigator. By contrast, approaches such as rapid ethnographic research (RER) are usually team-based and take place in intensive bursts of several weeks or months. The potential speed, recursivity, and collaborative style of these approaches make them useful in research where multiple agendas and investigators are involved. Moreover, the quick turnaround of findings is appealing in clinical and public health settings where timely results can lead to positive change in patient health and institutional success (Vindrola-Padros and Vindrola-Padros, 2018; Palinkas et al., 2020; Sangaramoorthy and Kroeger, 2020).

In this article, we report on the rapid ethnographic research we carried out as part of a large, transnational study of locally advanced breast cancer in India, Mexico, South Africa, and the US. The original aim of the study was to build a biological and clinical description of locally advanced breast cancer (LABC) in a multinational, multiethnic cohort and to do so in tandem with a phase I/II trial to assess clinical response to concurrent chemotherapy (paclitaxel) and radiation followed by surgery (Formenti et al., 2003). Over the course of the collaboration, more than 50 investigators from fields of anthropology, biology, biostatistics, epidemiology, medical oncology, pathology, radiation oncology, and surgical oncology participated across five centers in four countries (India, Mexico, South Africa, and the US) (see also Connolly et al., 2006; Braunstein et al., 2007; Adams et al., 2010; Arslan et al., 2012 for clinical and molecular outcomes associated with the trial including the identification of unique alterations in protein synthesis underlying the development of LABC).

The idea to carry out rapid ethnographic research (RER) as part of the broader international project emerged early on and was strongly supported by our clinical and molecular science colleagues. In light of the high burden of LABC in middle and low resource settings, investigators agreed it was ethically imperative to ask how clinical and organizational factors contribute to prolonged routes to diagnosis and what can be done to mitigate those. From an anthropological standpoint, we were keen to understand the relationship between explanations of illness and structural factors such as access to primary care, insurance, employment, childcare, transportation, wellness, and safety. In regard to the logistics of the clinical trial, we were interested to understand more effective and equitable routes to LABC presentation, clinical research access, and specialized treatment.

To paint a picture of this tandem project (ethnographic fieldwork and clinical trialwork), we first examine the design of the RER and its practical and epistemological goals. We then discuss some of our key findings including the types of institutional barriers most concerning for access to care and potential strategies for change. On the one hand, ethnographic interviews carried out in the weeks before and during the trial in each site (India, Mexico, South Africa, US) created a regular and confidential space for discussion of differences in research style, ethics, institutional practices, and resource needs. On the other hand, the logistics of doing the trial placed limits on the duration and extent of immersive inquiry characteristic of traditional fieldwork. Furthermore, not all of our ethnographic data were favorable to the goals of the clinical study or its continuation across sites, even as our findings showed that (most) barriers could be navigated. To our fast-paced clinical colleagues, structural barriers often seemed bewildering and something to be circumvented. But as research made clear, the differences simmering beneath the surface of the trial could be as much a site for the discovery of workable solutions, as a place to move on from. In the sections below, we examine the benefits of RER for cross-disciplinary co-learning and nimbleness; that is, the value of not deferring to a presumed incommensurability of fieldwork and trialwork while still being appropriately responsive to moments when those two roles or approaches should be kept apart.



Methods


Setting the scene
 
The clinical trial design and procedures

Our rapid ethnographic research (RER) took place within a transnational, multi-investigator study of locally advanced breast cancer based at the New York University School of Medicine in 2005 to 2018 and carried out at clinical centers in India, Mexico, South Africa, and the US. The study was funded by the US Congressionally Directed Medical Research Program and aimed to understand the progression of breast cancer from local disease to metastasis by asking whether LABC that responds to a specific, uniform therapy is genetically, immunologically, and molecularly distinct from that which is unresponsive and progresses to metastatic disease. With the understanding that LABC is a multidimensional global disease that disproportionately impacts minoritized communities and lower-income patients, the study was one of the first to investigate LABC in an internationally diverse cohort using a multidisciplinary clinical, biological, sociocultural, and health systems approach.

The clinical study, specifically, was a phase I/II trial to assess clinical response to concurrent chemotherapy (paclitaxel) and radiation followed by surgery (Formenti et al., 2003; Adams et al., 2010). Patient entry criteria consisted of patients over 18 years of age diagnosed with LABC (stages IIB-IIIC). Tumor staging was assessed by physical exam, mammography, and/or ultrasound; and all patients underwent further staging via computed tomographic (CT) scan and bone scan to exclude distant metastases. Eligible patients were invited to participate in the trial via informed consent obtained in adherence with each center's IRB and the local language(s) of each center (see discussion of IRBs below). Therapy consisted of 30 mg/m2 paclitaxel administered as a 1-h intravenous infusion twice weekly for 10–12 weeks, with external-beam radiation therapy initiated within 1 week of the first paclitaxel dose and delivered daily to the breast, axillary, and supraclavicular lymph nodes during weeks 2–7, at 1.8 Gy per fraction to a total dose of 45 Gy followed by a boost of 14 Gy at 2 Gy per fraction to the originally palpable tumor (Formenti et al., 2003; Adams et al., 2010). After FDA approval of trastuzumab in 2006, patients with HER-2 positive tumors received weekly trastuzumab (2 mg/kg) during paclitaxel treatment (Adams et al., 2010). Across the four study sites, 195 patients were screened for trial, 71 were enrolled to study, and 68 completed the clinical treatment protocol. This number was significantly lower than the original study participant target of 300. In the results section, we present institutional and organizational factors potentially shaping these lower rates of trial screening and enrollment and then discuss how those contribute to a wider rationale for RER companion studies to clinical cancer trials.



The ethnographic companion study

Prior to the launch of the clinical study (above), we crafted an ethnographic question capacious enough to appeal to diverse disciplinary interests in the broader study: “Given the high burden of advanced stage breast cancer diagnoses in clinically underserved settings, what is the role of institutional and organizational factors in delayed care for LABC?” To this, we added a second question about system change: “What if we could build into this international clinical collaboration a study of local system features, including ethical, existential, logistical, and public health dimensions that affect how people with breast cancer experience access to diagnosis, treatment, and post-treatment care?” We created a mixed-method ethnographic research design comprised of qualitative questions and quantitative measures. In addition to interval measurements of the time between when a person or physician first noticed a symptom to when a person started treatment, our qualitative aim was to understand diverse patient and provider experiences with symptom detection, follow up care, referrals, and other pathways to confirmed diagnosis. Integral to this, we sought to understand the specific barriers providers and patients confront when setting up, administering, or enrolling into an international clinical trial. This article focuses on these qualitative questions and does not report on the quantitative interval study which we report elsewhere (Bright et al., 2011).

While we sought to keep our ethnographic aims aligned with the wider group of 50 colleagues on the clinical and molecular study, we did not want to compromise the inductive science of ethnography or its potential for making underappreciated truths or information visible. Our intent was not to verify one epistemology against another (ethnographic inquiry vs. clinical response) or to set up a framework for external validity. Rather, our rationale for ethnographic research was its potential contribution to (1) the description of LABC transnationally, (2) the characterization of system factors impacting LABC experiences differently across sites, (3) the measure of prolonged routes to treatment, and (4) quicker translation of clinical research to public health.




Ethnographic procedures and methods

We carried out ethnographic research prior to and during the launch of the clinical trial in each of the four study countries. Our university had generous support for medical students to gain experience in international health research, so we worked closely with 12 NYU medical students during the startup of the trial in each location. Because it was the students' first experience in ethnographic research, we organized a rapid four-week course with foci on global cancer inequalities and LABC, human subjects and ethics, mixed method ethnography, cultural awareness, and community engaged research. Following this training, the students and author spent an average of 6 weeks in each site (India, Mexico, South Africa) dividing our time into 3 weeks pre-trial and 3 weeks post-launch. In New York, we spent on average 3 weeks pre-trial and multiple months post-trial at two sites.

Our fieldwork methodology included participant observation, semi-structured interviews with providers and patients, and review of patient charts and registries. In total, the in-person RER portion included semi-structured interviews with 112 patients (India 32; Mexico 30; South Africa 16; New York 34) and semi-structured interviews with 42 providers (India: 9; Mexico: 10; South Africa: 6; New York: 17) including nurses, social workers, primary care physicians, surgical oncologists, medical oncologists, radiation oncologists, epidemiologists, and pathologists. Ethnographic observation including participation in ward rounds, tumor board meetings, surgeries, labs, and other meetings (average of 30 h pre- and 30 h post-trial for 240 h on average total). Each RER experience was participated in by one to three students from NYU, and two to three students from the local site, who assisted with chart review, data entry, and transcription.

Observations and interviews with providers were conducted in English (all sites other than Mexico) and Spanish (Mexico). Patient interviews were conducted in English, Spanish, Afrikaans, Malayalam, Chinese, Haitian Creole, and Russian. In-clinic translators and medical students at each center assisted in the collection of interviews and observations in languages other than English.



Ethics and analysis

IRB approvals were obtained from participating centers Tygerberg Hospital (South Africa), Amrita Institute of Medical Sciences (India), Instituto Mexicano del Seguro Social (Mexico), Bellevue Hospital (US), and NYU Cancer Center (US), as well as from our study sponsor CDMRP-DOD. Verbal consent was obtained prior to interviews in the preferred language of the participant. Interviews lasted 30 to 45 min and were audio recorded with participant consent. Patient and provider interviews explored perceptions of and experiences with symptom discovery, symptom explanation, efforts to seek care, barriers to care, confirmation of diagnosis, and expectations about treatment. In the absence of an official tumor registry in two of the five sites, we conducted one-year retrospective chart review of new breast cancer cases to understand the proportion of LABC to earlier stage cancers. Data retrieved from charts included tumor staging, disease-related information, and time intervals between symptom detection, initial visit, diagnosis, and start of treatment. Interval data were entered into excel. Descriptive data were recorded in notebooks, word, and excel.

We carried out partial manual transcription of interview recordings and observational data and then reviewed the transcripts and notes to develop a coding schema based on salient themes including perceived barriers to diagnosis and treatment and local institutional issues impeding access to care or continuity of care. We then used social network analysis to assess structural barriers and potential leverage for system change (Rapport et al., 2020). Given the considerable variation in clinical structures at each site, and in healthcare systems in each country, we aimed to identify idiosyncratic system features in LABC diagnosis or treatment that would be particularly important to examine more closely before system improvements could be made.



The shift to multimodal ethnographic research

After the initial in-person work was completed, we shifted to digital modes of communication and information gathering including video chat, phone, text, and email. We met twice monthly via conference calls with clinicians and research coordinators in the sites abroad. In New York, we continued to meet weekly with our clinical and scientific colleagues. Friday morning meetings of our multidisciplinary breast research group provided opportunity to exchange notes with colleagues and observe system barriers. While in-person fieldwork lasted 6 weeks on average in each site, our use of multimodal ethnographic research (MER) including digital technologies for informal interviewing, needs assessment, and organizational study enabled us to continue adding to and deepening our analysis of system barriers up until the study closed in 2018.




Results and findings


Communication barriers

Overall, our findings revealed a disturbing pattern of healthcare system barriers that we have reported previously (Bright et al., 2008, 2011; Yip et al., 2011; Bright, 2015). The most common barriers identified by patients and providers were insufficient training at the primary care level for evaluation of symptoms or referral to care, mismanagement of suspicious lumps, underutilized pathology, and delay in referral to imaging and/or diagnostic exam. In addition, patients described political economic barriers including lack of health services in their neighborhood or township, lack of transportation, too costly transportation, job precarity, lack of insurance or money for care, geographic distance from home to clinic, and gender inequality (e.g., in South Africa where several participants were uncertain whether they could seek care or start treatment due to insufficient support from employers, husbands, and/or tribal leaders). Findings diverged across national settings as well. While patterns in presentation to diagnosis appeared significant across all study sites in the US, patients in India, Mexico, and South Africa more frequently reported infrastructure barriers including lack of specialty care and coordination of care, prevailing societal perceptions about women's health as a low priority, lack of family savings for health care, and distance between patients' homes and cancer treatment centers (as far as 500 km).

In this section we focus on RER participants' difficulties with in-clinic communication about treatment and clinical trial screening. We had expected that friendly, linguistically appropriate navigation would help support patients with complex, sometimes scary procedures such as biopsy, surgery, and chemo-radiation—as well as reduce stress associated with the processing of large amounts of new information, promote interaction with the clinical research team, and enable patients to feel more prepared to make decisions about trial participation. In a prior study at our collaborating site in New York, Chinese American breast cancer survivors had reported multiple barriers during interactions with clinical staff and a majority reported unmet information needs (Eaton et al., 2017). Our RER findings in this study revealed that patients experienced similar gaps and that those occurred across three dimensions of communication: translational, structural, and decisional.

RER participants agreed that navigation in one's preferred language was vital, along with effective translation of clinical procedures in plain language. But RER participants also spoke about unmet needs in communication structure as well, including gaps in what clinicians understood or were curious to learn about patients' cultural and/or religious explanations about particular physical conditions; variations in social norms regarding authority, voice, turn-taking, and forthcomingness during clinical interactions; and patients' time and transportation limitations when it comes to multiple appointments. In settings like New York, where English-speaking physicians routinely interact with non-English speaking patients, additional problems cropped up when patients experienced too much or too little information exchange during clinical trial screening. Patients across the four sites reported that the experience of either “rushing through things” or “information overload” directly impacted their decision to decline or feel unsure about trial participation.

Beyond these two levels, a third level of communication was salient for RER participants: decisional communication. Among patients who had reported either very few or very diverse experiences with clinicians in the past—including for example multiple interactions with traditional healers, public health agencies, and/or primary clinics—there were additional barriers to navigate around decision making, an aspect of care that shifts in salience when treatment or a clinical trial is offered. Many patients explained that a yes or no answer was sufficient, for example, and did not perceive clinical trial screening interactions as a site where one could ask questions. There was also some confusion among clinicians regarding what patients consider to be a decision in the first place and how those various meanings and expectations would shape discussions about clinical trial options. RER patients and clinicians agreed that informed decision making needed to take place across all three registers of communication: translational, structural, and decisional. There was room, some participants added, for more open and creative uses of digital modalities, along with non-verbal demonstrations including whiteboard diagrams, surgical video demonstrations, e-health, and other tools.



Institutional flashpoints

In addition to barriers at the healthcare system level and in-clinic communication issues, institutional research barriers were noted across the sites by RER participants. In the following sections, we focus on the experiences of the clinical trial investigators at the four locations. Particularly for the initial stages of the study, moments of conflict springing from epistemological differences in the aspirations of investigators, study sponsors, and hospital administrators played out differently depending on the organization of the relationships between these groups of stakeholders, including (but not limited to) their relative power. Because of the effect of these ignition points on the very possibility of collaboration, we examine their implications for global cancer and cancer healthcare system change in the discussion section below.


“How long is a piece of string?”: Negotiating the meaning of consent

In the early days of the collaboration, before the clinical trial, we sought approval from Institutional Review Boards (IRBs) at each site. Protocols were drawn up to ensure that informed and fully voluntary consent was gathered from eligible trial participants. Colleagues across the sites were united in their concern that the trial should fit as seamlessly as possible into existing hospital activities. The shared nature of these concerns did not mean unanimity in how to address them. In most cases, differences centered on the scope and content of ethics protocols and consent forms.

Located on the outskirts of Cape Town, Tygerberg Hospital is the second largest public specialty hospital in South Africa. With unemployment as high as 80% in some of the Western Cape, many people rely on Tygerberg Hospital for most or all of their health care. Less than 10% of people in Cape Town have health insurance or health savings accounts, and those who do tend to be wealthy, white, and with access to their own transportation. By contrast, patients at Tygerberg tend to come from underserved rural areas and townships. About 60% are mixed race, 15% Black, 15% white, and 10% East Indian. Nearly all speak Afrikaans and have limited access to cancer health information and social, financial, and transportation resources for screening and treatment seeking.

In the weeks prior to the LABC trial, we spoke on nearly a daily basis with the surgical oncologist leading the local study. On one occasion, we were having a conversation about IRB approval (one of many, as it turned out). We asked whether the process for our trial was different from the usual procedure at Tygerberg. “How long is a piece of string?” he grimaced, “of course it is different! The biggest thing is that it [the study sponsor CDMRP] requires two sides of review, local and their own, and that makes it difficult. Because there is not a lot of congruence between what the institution needs and what it wants.” We asked what he meant. “To me, a wholly new experience was to obtain a certificate for the ‘handling of hazardous substances.' This was something that no one had ever thought of. It's not that we throw all our hazardous substances into the river, but we handle it in an entirely different way. What the study sponsor wanted, there is no precedent here. It inspired a lot of head-scratching.”

We asked whether he could think of any other instances of incongruence. He immediately responded, “consent forms.” He described how one of the most off-putting aspects of the trial was the labor (on his part) to satisfy stringent local protocols made doubly difficult by the study sponsor's stringent protocols in the US. To demonstrate this point, he read a passage to me from the Standard Operating Procedures and Guidelines of his hospital pertaining to consent: “the language used in the consent form should be familiar to the local community and easily understandable; the form must be written in clear simple language aimed at a maximum Standard 6 [Grade 8] reading level.”

Several months prior, during local IRB's review, our colleague was dismayed to learn that approval had been withheld due to improper translation of the consent documents in English and Afrikaans. This meant another month of revision, resubmission, and review by the local IRB, to be followed by yet another review by the study sponsor in the US. He continued, “this language problem is a classic example of the IRB being difficult. There's someone on our IRB who has a language bee in their bonnet. They want to have the language correct, so it's understood correctly. But it's the level of scrutiny. What they're taking objection to is just too much. They're telling us where to put the punctuation, and they want us to follow language patterns from 100 years ago [more formal Afrikaans speech patterns].” Summarizing his experience, he said with a sigh, “it all just confirmed my prejudices regarding regulatory concerns. As usual, it was a pain in the behind, and it introduced a whole new level of harassment.”

This perception was echoed by a surgeon at the collaborating site in Cochin. He described a serious conflict in the consent process. On the one hand, most patients preferred to arrive at a decision about treatment (including participation in clinical research) through collective discussion with family members and medical providers. It was not unusual to observe five or six family members taking part in a treatment discussion. On the other hand, the LABC clinical trial (and its study sponsor) required a written consent document signed by the individual patient. The surgeon explained the difficulty in trying to reconcile these two methods:

There's typically a lot of extra information in the written consent form. It's not fair to expect a patient to understand all that information. They take the consent form and bring it home, but I don't think they read it. Their consent is really based on how comfortable they feel with us after one or two visits. Not on the form. There is a concern here that is very different from what you have in the West. Here the family is all-powerful. How to break the news and when? You have to take the family into all confidence with all decisions. Especially if the prognosis is bad, the family requests that the information be put in another way [conveyed in the least negative way possible].

We asked whether he felt that consent processes are for the family or for the patient? “I don't think it's for the patient. It's more for the family. Decisions are made by the family as a group. Or at least one or two members of the family. But usually, it's the father or the son or the sister who makes the decision. Then the patient signs. But this is only after the family gives the green signal.”

To our colleagues in Cochin, the wording of the consent was not the issue. The form was too long (15 pages). They guessed that patients would not read it (they were correct). Echoing investigators in Mexico and South Africa, investigators in India said that families would want to weigh the doctor's opinion of the trial in combination with their own. This was not because of literacy issues, although literacy was not unimportant, but because of expectations regarding communication. Furthermore, in cases where the patient was elderly or terminally ill, family members would sometimes opt to not tell the patient of her diagnosis, and this was generally considered acceptable by local physicians.

Our findings revealed that an expectation of individual consent was incommensurate with local expectations of collective decision-making; and a process that ended with a signature rather than a family agreement was not preferred. According to most of the providers we interviewed in India, Mexico, and South Africa, the consent form should be approached as a result and not the starting point for treatment conversation. In the end, because our colleagues in Cochin were not supported by the same study sponsor as the other sites, they were not beholden to the same IRB harmonization. Swiftly, they drew up a protocol that aligned with local convention: a short consent form that physicians could use as a reference point during consultations, but not expect patients to read.



Tangled in red tape: Divergent procedures and interests

As the trial was about to open in New York, we were on the phone with the collaborating surgeon in Mexico when he told us that he had some “very discouraging news.” The IRB in Mexico had decided that the transnational LABC center protocol (which had been revised at least four times to respond to specifications from national and local IRBs including Mexico) was so different from the original protocol that it could no longer be reviewed even as an amended protocol. The latest version would need to be resubmitted as an entirely new study. “This is really unfortunate,” explained our colleague, “because this means that the protocol goes to the back of the queue.” When we asked him, “so how long is the queue?” He replied, “I expect that it will take at least another 2 or 3 months to reach the point where the committee will look at it again.”

In the end, it took a year and a half to receive approval from the IRB in Mexico, and another 6 months for the study sponsor to give their green light. This was then followed by a period of at least 1 year during which the study PIs in New York would phone the colleague in Mexico City once a month to ask if there had been any progress with the study (namely, patient enrollment, tissue collection). Each time, the answer was “no, but I expect this will change.”

It appeared, at the outset, that institutional barriers were the cause of the delay. Typically, a high-volume clinic like the one in Mexico saw more than 150 breast cases per week, 10–15% of which might be confirmed as new diagnoses. This level of caseload gave physicians little time to speak with patients about their eligibility for a trial. In this case, however, it became clear that the lead physician on the study was not interested in the research. His initial assurance, in interviews, that he could do the job alone (independent of a multidisciplinary team) was probably a red flag. Coordinating the LABC study required the participation of nurses, data managers, social workers, and a raft of colleagues in surgery, medical oncology, radiotherapy, and pathology.

Fortunately, there was another researcher at the same center interested in taking the lead on the study. Right at that moment, however, a different set of issues emerged: a new administration had taken over the hospital, and they were not as interested in research. Their position was that medical practice and medical research should be carried out apart, and this created an epistemological flashpoint of the sort defined above. It was at that point, unfortunately, that the clinical collaboration fizzled. What did endure however was an interest in the investigation of structural problems impacting the high rates of advanced stage disease found at this particular institution.



Distributing for a common good: The ethics of sharing data and biological samples

The delays in regulatory approval that our collaborators experienced in Mexico had little to do with logistical or ethical dimensions of experimental research. During the 2 years of discussions leading up to the point that our collaborators received study approval, the national IRB in Mexico was more interested in the provenance of R&D components of the trial and made several rounds of requests for additional information regarding what biological (blood and tissue) samples would be collected, by whom, and in which laboratories. According to our colleagues in Mexico, the IRB wanted to know what opportunities for molecular and genetic training and technology transfer would be present if they signed onto the trial. In fact, our collaborator in Mexico himself strongly shared this interest and worked closely with us to cultivate research internships and international study exchanges for medical students and fellows between Mexico and the US.

The issue of tissue collection, shipment, and sharing also figured significantly in India. When asked whether the local IRB had raised concerns about the international dimension of the study, the PI in India responded: “Personally I don't feel strongly about that. But the government has been very concerned, especially with genetic therapies and engineering. Government agencies generally oppose sending any biological material abroad.” Due to anticipated roadblocks with the Indian Council of Medical Research (ICMR), tissue shipment was not attempted. In the end, the PIs in New York and India suspended the tissue sharing component of the collaboration. While the clinical trial and sociocultural studies proceeded, the possibility of biological material sharing remained firmly under the authority of the ICMR, an agency whose commitment to the national promotion of science made it reluctant to participate in collaborations where lab studies take place overseas. From their point of view, participation in studies where translational science or R&D takes place abroad prolonged the position of India as a site of resource extraction rather than innovation.

From an anthropological standpoint, the “sharing” of data or biological material was not neutral but fraught with legacies of extractivist science. This has been true as much for medicine as for anthropology; for example, ethnographic collecting expeditions deployed in colonial India sought to make anthropology worldly while producing Victorian-age science as authoritatively British (Breckenridge, 1989). The politics of data sharing raised questions about how information itself was interpreted. What was perceived as intellectual property in one cultural context was not always perceived the same way across sites; and the norms by which data sharing was practiced varied across borders. In regard to language and meaning, terms such as “non-proprietary” and “academic collaboration” were controversial and not easily agreed upon. Despite growing international acceptance of a general norm of data sharing across sites in the same academic program, there remained multiple and incompatible definitions of the term (For additional discussion of issues related to the collection and sharing of data sets across multiple sites or users, see, for example, Manderson et al., 2001 and Nygaard et al., 2007).

A better understanding of the multiple interpretations of “sharing” and its analogs (transfer, storage, extraction, translation, etc.) and application in different locations and contexts was critical to the facilitation of cooperation in this transnational study. Likewise, a clearer articulation of “common good” (rather than simply obligations and rights), especially in the area of data sharing, was greatly needed. Collaborating laboratories and scientists needed to see evidence (e.g., contractual plans rather than simply “good faith”) that the data they shared would be used for a global common good rather than just to increase the profits of Western medical institutions or biotech companies. Supporters of cross-site data sharing have argued that increased sharing enables researchers to better detect and respond to health threats of global significance such as COVID-19, SARS, and H1N1. Whether increased opportunities for data sharing translate into more robust systems of public health, however, is not clear and warrants greater discussion in the global cancer health community.





Discussion

In the early days of the clinical trial, it was evident that our qualitative ethnographic approach would be valuable as a means toward more than sociocultural description of prolonged routes to breast cancer diagnosis and treatment. What if we could also tailor our approach toward a study of local system and public health dimensions that had already affected (or could affect) people's experiences of diagnosis, treatment, and post-treatment care. For example, specimen collection (tumor, blood) was an essential part of the clinical trial science, but it involved huge challenges. While some studies describe such challenges and how to address them (Ellerin et al., 2005), most trial reporting leaves them out, to the detriment of efforts to replicate similar procedures in other settings.

Our findings revealed two critical companion uses of ethnography in transnational cancer research. First, the value of ethnography as a mode of evaluative listening: appraising the perspectives of diverse patients and clinicians regarding prolonged routes to LABC diagnosis, treatment, and clinical trial decision making. Second, we show the value of ethnography as a compass for navigating among discrepant research styles, IRB protocols, and institutional norms and practices. At the same time, there are benefits and limits involved in each use of RER to be reconciled (or at the very least anticipated in a study of this scale). On the one hand, ethnographic interviews carried out before and during the clinical trial enabled more regular contact, social rapport, and communication among investigators and research sites. On the other hand, the logistics of doing the trial placed limits on the extent and duration of inductive, immersive inquiry characteristic of traditional fieldwork.

However, as the trial moved from the startup period where face-to-face check-ins, discussions, and troubleshooting were crucial, digital ethnographic interactions via video chat, text, and email added more contact and communication among investigators and the deepening of findings and analyses. Beyond what it sped up with regard to data collection and the potential application of results, it created what literary theorist Mikhail Bakhtin calls a chronotope, a process that spans space and time boundaries in a manner coming close to simultaneity (Bakhtin, 1981). This enabled a “just in time” dialogue about institutional politics and needs, in much the same way adverse events are reported in group trials and assessed by investigators across sites. This convergence among investigators otherwise separated by thousands of kilometers was particularly crucial when swift access to treatment was at stake. As air travel was already expensive, environmentally unfriendly, and time consuming to maintain the RER beyond only one or two initial site visits, we increasingly relied on hybrid ethnographic methods: an augmentation of video-chat, phone, text, and email carried out with, and built upon the initial connections established in, the in-person fieldwork. This style had its limits; but it did allow us to materially improve the ways in which the medical research proceeded.

In this way, the RER was chronotopic in its potential to bring disparate spaces, time differences, and diverse agendas together. At the same time, the anticipatory work of pre-trial ethnographic research was critical to understanding researcher differences, styles, and institutional practices and resources. The selection of sites and lead investigators was as critical to the success of the study as the study outcomes. No matter how well designed the study was for internal and external validity, no matter how valid the indicators, no matter how reliable the measurement tools, if the study was not (or could not be) implemented according to its design, the findings would not be reliable. In other words, if solid structures for communication and collaboration were not in place early during the development of multi-site research programs, nothing else would have been sustainable. At the same time, we needed greater awareness of the roles and contributions of various departments and agencies within the sites before the launch of the study. Early conversations should have included asking each collaborating department as well as each local PI what role they sought to play.

The difficulties we outline here took place long before the outbreak of the COVID-19 pandemic. The suddenness and speed of the pandemic's global spread intensified barriers to cancer treatment and clinical trials worldwide. Hospital closures and appointment cancellations led to a short-term drop in diagnoses, even as an uptick in more advanced diagnoses and mortality is now evident (Zhao et al., 2022). In light of the digital modalities accompanying COVID distancing protocols and quarantine, RER and multimodal approaches may shed light on hidden or unappreciated routes to diagnostic imaging or clinical care, while helping to promote ongoing communication among researchers during the course of a clinical trial, including when it has to shift most of its operations online. Just as traditional fieldwork is based on inductive science and uncertain results, rapid ethnographic research and multimodal ethnographic research models do not come with easy-to-follow directions or guaranteed benefits. Case analyses of the sort presented in this special issue of Frontiers Medical Sociology are therefore crucial for the sorts of relatable, if not replicable, guidance they may offer.


The value of rapid ethnography in transnational cancer research

Much can be done to avoid problems that threaten success, and much can be learned from projects that do not unfold exactly as one expects. If there was one lesson that resounded above all others, it was that building a collaborative, connected team is essential and that the work involved in assembling a team can be as vital, prickly, and, in many ways, rewarding as piloting the research itself. Below, we summarize some potential benefits of RER in transnational cancer research.


Create curiosity

This may seem obvious but expectations regarding the value of research can differ dramatically among researchers. Aim for discussions early on with each investigator about why they are drawn to take part in the project. Expectations about discovery may not be shared. Brief life history interviews can be a great way to capture the interest and collaboration of multiple people, agendas, or institutional partners (Life history is an ethnographic method of exploring one person's lived experiences and how those shape the sorts of ways they see and live in the world).



Cultivate collaborators

Researchers do not tend to spontaneously start collaborating on their own. Because of its participatory, team-based approach, RER can promote “cooperation between experts and “non-experts” in problem solving” (Sangaramoorthy and Kroeger, 2020). RER can be a useful way to start with the assumption that perspectives and goals will be different. As counterintuitive as it may seem, expecting difference rather than agreement may result in a longer lasting collaboration.



Build a checklist

RER can enable researchers to identify local needs early on. Is the infrastructure sufficient to carry out the study protocol? Is each site equipped and prepared for the work? Does each site have ongoing capacity for collecting and tracking data? Are there site-specific IRB considerations, e.g., cultural expectations of informed consent, to consider early on?



Prioritize people

RER is a great way to make visible local structural issues that impact high burdens of diagnostic and treatment delay and then direct those findings into programs and policies that prioritize care for marginalized and vulnerable populations (Sangaramoorthy and Kroeger, 2020).



Promote public science

Rapid ethnography and digital ethnography can be used synergistically to create new forms of digital engagement, data sharing, and public science. This is potentially vital in situations where a healthcare problem is emerging or rapidly changing (Johnson and Vindrola-Padros, 2017; Vindrola-Padros et al., 2020).




Future directions in global health

Efforts to create a team and to harmonize our approach gave us insights into bigger issues of public health. The reason for our study was to add to the knowledge needed to reduce deaths from breast cancer in regions where this burden remains especially high. However, the more we tried to identify and seek individuals within a community to be part of our study, the more deeply we entered into the community and their healthcare system. We found that delivery systems often lack preventive screening, or even rudimentary public health interventions. Referral from primary to specialty care (primary and secondary prevention) are defined differently and approached differently in different settings, as is the use of hospital-based medicine for anything other than acute care. The prevailing perception in many communities is that clinical treatment centers are bureaucratic and detached from social and family comforts. One makes use of these only during late stages of disease and only for urgent, acute interventions rather than for preventive (or even curative) care. In other words, the process of developing our research study gave us the impression that the lack of system capacity necessary for early detection and treatment of breast cancer plays an important role in the burden of advanced cancers globally and that social and community understanding are part of this gap.

As cancer research practice becomes ever more global, with similar shifts observable in public health and policy, we are likely to see the continuation of a trend whereby the borders that separate industry, academia, and advocacy become more porous. Just as HIV and AIDS activists established a new form of public engagement with clinical research over the past decades, cancer activist organizations have followed suit. This will change both the kind of research being conducted and the ethical and social terms used to ask people to take part in clinical cancer studies. Screening and early detection initiatives will succeed only when they achieve an alliance of organizations (governmental, legal, medical, educational) and only when they effectively address health service delivery factors such as availability, accessibility, and coordination between public health and medical services.

With this discussion, we have sought to show that there is a need for intensive, rapid ethnographic contact between countries, investigators, research participants, and advocates, and this contact should be in person and digital. Such approaches ensure findings can be adequately considered by diverse players (inside and outside an organization) and delivered to publics in an affordable way (Vindrola-Padros et al., 2020). In a majority of studies about cross-site cancer research, the emphasis has been on how to solve problems conceived in technical and legal terms (e.g., language to be tweaked in a consent form, data to be moved across borders). But lodged among the logistics of funding and ethics approvals is a world of epistemological differences; variations not only in what knowledge is to be communicated, but in how knowledge is approached in the first place. A more thorough evaluation of primary-to-specialty referral networks is needed to develop interventions aimed at reducing time to diagnosis, including improved training in early detection of smaller breast lesions and effective triage to diagnosis. In countries and medically underserved settings (including major public hospitals in the US) where advanced breast cancer accounts for a high burden of cases, such interventions may enable significant improvements in breast cancer related morbidity and mortality, while reducing the associated high costs for people diagnosed with this disease as well as the medical systems that care for them.
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Quick-response research during a time of crisis is important because time-sensitive findings can inform urgent decision-making, even with limited research budgets. This research, a National Science Foundation-funded Rapid Response Research (RAPID), explores the United States (U.S.) government's messaging on science in response to the COVID-19 pandemic, and how this messaging informed policy. Using rapidly emerging secondary data (e.g., policy documents taken from government websites and others), much of which has since been removed or changed, we examined the interactions between governing bodies, non-governmental organizations, and civilian populations in the Southeastern U.S. during the first 2 years of the pandemic. This research helps to better understand how decision-makers at the federal, state, and local levels responded to the pandemic in three states with the lowest vaccine rates and highest levels of poverty, income inequality, and disproportionate impacts borne by people of color in the nation: Alabama, Louisiana, and Mississippi. This study incorporates the Policy Regime Framework to discuss how two foundational concepts (ideas and institutions) helped govern policy implementation during the COVID-19 pandemic. This research fills a significant information gap by providing a better understanding of how policy regimes emerge across multiple levels of government and impact vulnerable populations during times of a public health crisis. We use automated text analysis to make sense of a large quantity of textual data from policy-making agencies. Our case study is the first to use the Policy Regime Framework in conjunction with empirical data, as it emerged, from federal, state, and local governments to analyze the U.S. policy response to COVID-19. We found the U.S. policy response included two distinct messaging periods in the U.S. during the COVID-19 pandemic: pre and post-vaccine. Many messaging data sources (agency websites, public service announcements, etc). have since been changed since we collected them, thus our real-time RAPID research enabled an accurate snapshot of a policy response in a crisis. We also found that there were significant differences in the ways that federal, state, and local governments approached communicating complex ideas to the public in each period. Thus, our RAPID research demonstrates how significant policy regimes are enacted and how messaging from these regimes can impact vulnerable populations.
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Introduction

In December of 2019, a novel coronavirus that would eventually be called SARS CoV2 began infecting people in China's Wuhan Province. Although the initial infection was isolated to only 59 people, this COVID-19-causing virus quickly spread to other areas and countries (Hubbard, 2021), prompting the World Health Organization to declare COVID-19 a pandemic in March 2020. As the virus made its way to the United States, it was met with a largely disjointed response, which has since been widely criticized internationally (Devlin et al., 2021) and domestically (Lewis, 2021). The pressures of the pandemic also exposed an acute weakness in the federal style of healthcare policy implementation, which divides decision-making power between federal, state, and local governing arrangements (Haffajee and Mello, 2020). As of May 2022, there have been more than half a billion confirmed cases of COVID-19 worldwide resulting in more than 6.2 million deaths (World Health Organization, 2021a). As conflicting and politically divisive information emerged from the White House, such as former President Donald Trump's admission that he was downplaying the severity of the virus and his declaration that COVID-19 would “miraculously go away,”1 subnational governments (e.g., U.S. state governments) began to take differing approaches to combat the spread of COVID-19, resulting in “a patchwork of responses by state and local governments, divided sharply along partisan lines” (Altman, 2020; Tollefson, 2020). In addition to some of the conflicting and politically divisive information and differing approaches, many of the policy documents and governmental recommendations have been deleted or removed from government websites since the inauguration of President Joseph Biden. This loss of relevant policy documents makes our RAPID research imperative to show how the government responded to COVID-19 during the emergence of the crisis. By documenting impermanent, time-sensitive COVID-19 policy, our research seeks to untangle a complex web of events, using public policy scholarship to explore policy responses to the COVID-19 pandemic in the Southeastern U.S. We argue that understanding why and how policy responses and messaging around those policies happen could provide insight into other types of public health policies, and that without RAPID funding this information can and will be lost, lessening the ability for our society to learn from policy failures and enact changes necessary to not repeat mistakes even as they may be happening in real-time.

Very few Americans have escaped the effects of the COVID-19 pandemic, whether it be via illness or lockdowns (Kupferschmidt and Wadman, 2021). Despite widespread vaccine availability in the U.S., several new and highly transmissible strains of COVID-19 (e.g., Delta and Omicron Variants) have swept across the U.S. in 2021 and early 2022 (Katella, 2021). Unfortunately, experts warn that states with large unvaccinated populations are at the greatest risk of becoming “hotspots” for new infections (Darnell, 2021; DeCiccio, 2021; Mitropoulos and Brownstein, 2021). As of early 2022, Alabama, Louisiana, and Mississippi (the states that this paper focuses on) were still among the least vaccinated states in the U.S. (Mayo Clinic, 2022). This vulnerability demonstrates the importance of examining policy regimes in these U.S. states, a gap that this research fills.

Due to the urgency of the pandemic, decision-makers have prioritized rapid implementation of policy, limiting efforts toward deliberate study of how policy responses to COVID-19 have been implemented and vary across three scales of government: federal, state, and local. Using the Policy Regime Framework's insights on ideas and institutions, we analyze n = 277 policy documents to trace policy responses to the pandemic across federal, state, and local actors. We advance the Policy Regime Theory, finding that policy ideas (such as the most up-to-date science on COVID-19) and institutions (such as the government agencies responsible for implementing responses) vary significantly by scale of government (e.g., federal, state, or local government). This research's contribution is an original case study of what policy regimes were implemented across scales to respond to the COVID-19 pandemic so as to provide lessons learned in a vulnerable context.



Case selection: The Southeastern United States

We focus on the Southeastern U.S. because of the devastating toll that COVID-19 has taken on the region. The American Southeast is one of the regions that has fared the worst throughout the pandemic based on rates of infection, death, and testing, with Alabama, Mississippi, and Louisiana ranking among the worst in the nation (Menendian et al., 2020). When viewed alongside data on income inequality and anti-discrimination laws, which are designed to examine how governmental arrangements (i.e., policy regimes) accommodate the needs of marginalized people, researchers found that in states that failed to respond adequately to the COVID-19 pandemic (i.e., Alabama, Louisiana, and Mississippi), elderly people, disabled people, people of color, and people with low-incomes were disproportionately impacted (Menendian et al., 2020; Othering Belonging Institute, 2021).

There are many reasons why Alabama, Louisiana, and Mississippi have lagged in vaccination rates, witnessed accelerating inequality rates, and suffered extensively throughout the pandemic. Much of the Southern U.S. is rural, making access to healthcare more difficult. In addition, minority communities disproportionately face logistical issues regarding access to education and healthcare, public health infrastructure is often underfunded and understaffed, and mistrust in public health institutions remains a concern (Mitropoulos and Brownstein, 2021; Tai et al., 2021). According to the U.S. Census Bureau, in 2019, Mississippi had the highest rate of poverty in the U.S. (19.6%), followed immediately by Louisiana (19%) and closely by Alabama (15.5%) (U.S. Census Bureau, 2020), and these are amplified in some communities by the significant racial poverty gaps that persist for minorities, especially between Black and white populations in the South (Kent, 2020; U.S. Census Bureau, 2021). Because of these and other pressures, COVID-19 disproportionately affects disadvantaged racial and ethnic minority groups in the U.S. (Laurencin and McClinton, 2020; Romano et al., 2021).

While experts agree that vulnerable populations should be better protected, the responsibility to protect vulnerable populations is in the hands of local, state, and federal governing arrangements, which have at times floundered in the wake of the pandemic. Examples include President Trump's downplaying of the virus (Wolfe and Dale, 2020); the Centers for Disease Control and Prevention's (CDC)2 initially slow and flawed testing strategy (Cohen, 2020); conflicting guidance regarding preventative measures such as handwashing vs. mask-wearing (Nagler et al., 2020); the decentralized response among federal, state, and local leaders; and healthcare inequalities fueled by structural racism (Bailey et al., 2021; Lewis, 2021).

Research has shown a need to better understand the governmental responses to the COVID-19 pandemic and explore the interactions between governing bodies, non-governmental organizations, and civilian populations. Greer et al. (2020) argue that to assess governmental responses to COVID-19, one should look at pre-existing social policies, the political regime type(s) and formal institutions present, and the governing capacity. Our research aims to contribute to these gaps to better understand how lawmakers responded to the pandemic in these vulnerable locations. In particular, we leverage RAPID funding and the urgent collection and use of policy document data sources (e.g., policy documents published on government websites) to preserve data on what the government was doing to respond to the crisis in real time. This enables a clear-eyed look at what happened, and the beginning of developing lessons learned for future policy responses.

This study incorporates the Policy Regime Framework developed by May and Jochim (2013) to discuss how decision-makers responded to the COVID-19 pandemic in Alabama, Louisiana, and Mississippi. The Policy Regime Framework, at its core, enables researchers to work backward from a significant policy problem, such as the arrival of COVID-19 in the U.S., to evaluate the governing arrangements, otherwise known as policy regimes, that emerged in response. Additionally, the framework identifies the foundational ideas, institutions, and interests that govern the success or failure of policy implementation (Jochim and May, 2010; May and Jochim, 2013). The COVID-19 pandemic spanned thousands of U.S. jurisdictions, impacting virtually every facet of human life beginning in 2020. To narrow our focus, we apply the Policy Regime Framework specifically on policy responses to COVID-19 that were established to conduct science-based messaging in the Southeastern U.S. In other words, how were agencies at different scales communicating science to the public as a necessary precursor to implementing policy compelling behavioral changes like mask wearing.

The Policy Regime Framework focuses on the ideas, institutional arrangements, and interests encompassing the broad, authoritative responses to policy problems (May and Jochim, 2013). Ideas explain the shared understandings among different actors and decision-makers. Institutional arrangements are described by May and Jochim (2013) as producing “structure-induced cohesion,” which refers to the design of a particular institution and its actors. Institutional arrangements may include governmental and non-governmental entities. Lastly, interests include the ability of a policy regime to generate recognition or “buy-in” among the public and mobilize affected stakeholders. If the public supports the policy regime, it will often have a greater capacity to affect change; in other words, the governing capacity of a policy regime corresponds to the amount of stakeholder buy-in, or lack thereof (May and Jochim, 2013). Because of the type of data that we use in this study (policy documents3) and the fact that it cannot be used to infer public support, we opted to focus on the ideas and institutions of the COVID-19 policy response.

Carter and May have applied a “policy regime lens” to the COVID-19 pandemic as a theoretical exercise, an effort which we try to complement with empirical data (2020). They posit ideas as decision-makers discussing “flattening the curve” to reduce pressure on state healthcare systems versus the “opening [of] the economy,” which was often invoked to rebut controversial mitigation strategies, such as social distancing (Carter and May, 2020). Relevant institutional arrangements included (1) the apparent lack of coordination between directors of the CDC and the Food and Drug Administration during the pandemic, and (2) the ill-prepared status of the U.S. healthcare system to respond adequately to the emerging crisis (Carter and May, 2020). Last, in the case of interests, these included (1) the radical politicization of COVID-19 and (2) the resulting response measures, which often fell along party lines, creating a divide that failed to generate bipartisan support. Thus, federal-state relationships and governing capacity may have suffered (Carter and May, 2020).

Other studies have applied aspects of the Policy Regime Framework to analyze policy on climate change (Campbell-Lendrum et al., 2007; Wood et al., 2014), carbon sequestration (Peterson St-Laurent et al., 2017), renewable energy production (Sergent, 2014), political revolutions (Givel, 2015), U.S. National Security (May et al., 2011; Wirls, 2015) and COVID-19 (Carter and May, 2020; Cai et al., 2021).4



Materials and methods

A case study design was selected since it enables analysis of current and unfolding events that cannot be manipulated (Yin, 2009). This study views policy responses to COVID-19 in the southern U.S. as a critical case, defined as a case critical to Policy Regime Theory, where a policy regime was enacted during a crisis. We expected federal, state, and local scales of the policy regime to show variation for ideas and institutions unique to their scale, offering insights that first tell us what the government has done at each scale to respond to the pandemic and how these policy responses fit together. Second, our case can lay the groundwork for comparison to responses in different regions or different countries as we begin to study the efficacy of our pandemic response–a subject that will be studied for a generation.

This case study used an exploratory sequential research design, where qualitative data is collected first, followed by quantitative analysis to further understand qualitative results. Mixed methods research is preferred when neither qualitative nor quantitative methods alone provide an adequate understanding of a complex topic (Palinkas et al., 2011). The purpose of an exploratory sequential study is that the qualitative findings (i.e., how a policy regime is enacted) can inform the quantitative method (how variation occurs at the federal, state, and local scales) (Creswell and Clark, 2017).

We collected a total of n = 277 policy documents, including the statements of policymakers, governmental and non-governmental organizations, and private sector actors enacting COVID-19 policy within federal, state, and local scales. One hundred ninety-six policy documents were from the federal government (71%), 31 focused on state governments (11%), and 40 focused on local governments (14%). There were also 10 documents coded as “international” (4%). The first policy document collected was published in 2016 (a document from the National Security Council on fighting pandemics) and the last collected policy document was published in July 2021 (a CDC website with updated information on how the virus spreads). We defined policymakers for COVID-19 as prominent governmental employees (both elected and civil service) working in an agency or organization with statutory authority or significant relationships to agencies/organizations with statutory authority. Often, policymakers work closely with the private sector (defined as a company owned by an individual or publicly traded) and with non-governmental organizations (NGOs) defined as incorporated non-profit entities.

Our sampling logic is purposeful sampling, a widely used qualitative research technique for identifying and selecting information-rich data related to a phenomenon of interest (Palinkas et al., 2015). Purposeful sampling entails selecting documents with first-hand or detailed information on the phenomenon of interest (Creswell and Clark, 2017). We determined when we had collected enough policy documents when information saturation was reached or until no new substantive information was entered into the dataset (Miles and Huberman, 1994). New concepts in statements stopped adding to the overall story at n = 248. We found that we had compiled only a limited number of policy documents from the local scale. We chose to search for and add an additional 29 local data points to the data set for a total of n = 277.

To build our dataset of policy documents, our purposeful sampling strategy combined three specific, purposeful sampling strategies: maximum variation, snowballing, and critical case strategies (Palinkas et al., 2015) (see Figure 1). Beginning with maximum variation, we relied on this strategy to seek out important shared patterns that cut across policy documents that derive their significance from their heterogeneity. In our research, this heterogeneity involved clustering policy documents into the federal, state, and local scales of government. It required exploratory research on COVID-19 policy responses to facilitate our understanding that policy responses are likely varying at these three scales. For federal policy responses, we used the Department of Defense policy response timeline, which comprehensively lists all federal responses to COVID-19 (U.S. Department of Defense, 2022). For state-level responses, we used the working paper published by Hallas et al. (2021) outlining the U.S. state policy responses to COVID-19. For local responses, we performed targeted searches of local government websites for the three largest metropolitan areas in each state (Alabama: Huntsville, Birmingham, Montgomery; Louisiana: New Orleans, Baton Rouge, Shreveport; Mississippi: Jackson, Gulfport, Southhaven) (see Figure 2). These searches took place between March and July of 2021. A difficulty in this approach is that as government officials and administrations change, so do the policy documents listed in timelines and on government websites. Many government websites only show the most recent recommendations without a way to access prior information. This was mitigated by copying the text of policy documents into our data set and categorizing it using dates (for both publication and date of access) and agency names.
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FIGURE 1
 Sampling method.
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FIGURE 2
 This timeline represents core events from 2020 to 2021. The central events along the timeline were sourced from the CDC and the American Journal of Managed Care (AJMC Staff, 2021; Centers for Disease Control Prevention, 2022b). The exterior events are examples from our data, representing how ideas, institutions, and interests can provide context for government responses to the COVID-19 pandemic.


Once this preliminary understanding was obtained, we then explicitly sought out policy documents from specific federal agencies (e.g., CDC, National Institutes of Health, and Federal Emergency Management Agency); from state agencies (e.g., Louisiana Health Department); and from local governments (e.g., City of Birmingham, Alabama). To ensure that we were collecting documents in a valid way, we triangulated our compilation using snowballing. Snowballing was used during the creation of this dataset by performing key informant interviews of 17 respondents. The human subjects interview data collected from this process was not used in this study, but rather the names of the agencies that these respondents work for and the snowballed organizations that they named as important epicenters of COVID-19 policy responses were collected. We asked key informants, “who knows about the COVID-19 policy responses in Alabama, Mississippi, and/or Louisiana?” and their answers determined where we would sample relevant policy documents. The 17 key informant interviews were conducted remotely using ZOOM video conferencing technology between December 2020 and June 2021. Respondents were identified based upon representation of the largest population centers within each state. They included local government employees and elected officials, state and regional public health officials, and employees of local and regional media outlets, universities, NGOs, and local and regional business associations. All respondents verified that they had been responsible for communicating COVID-19 information to the public in a policy-making organization or role.

In addition to using key informants to help us sample and select policy documents, we used two comprehensive timelines to cross-check human subjects' data and help us determine when information saturation had been reached at the federal, state, and local scale. These timelines included (1) that of the Department of Defense, which comprehensively lays out all federal responses to COVID-19 (“Coronavirus Timeline,” n.d.) and (2) that of Just Security, a think tank based at the Reiss Center on Law and Security at the New York University School of Law (Goodman and Schulkin, 2020).

To narrow down thousands of policy responses and potential documents, we used a third type of purposeful sampling strategy called critical case thinking. Critical case strategies for sampling permit logical generation of data and analysis, assuming that our findings of the policy regime in Alabama, Mississippi, and Louisiana may also be relevant to other cases (Palinkas et al., 2015). Using these methods, we could then frame the COVID-19 policy responses within federal, state, and local contexts with the Policy Regime Framework and its components (e.g., ideas and institutions). In order to be included in our dataset, policy documents needed to speak to at least one of these concepts.

Twenty-two specific search terms were entered into the online search engine Google and the Auburn University Library Nexis Uni Database using the terms “COVID-19 response” with the name of the organization, agency, or jurisdiction. Search terms included are listed in Appendix A. There were criteria for the types of policy documents utilized in this search. Policy document selection criteria included documents, websites, social media posts, and videos that tell what agencies within the government are doing to respond to COVID-19.

We coded the documents using the Policy Regime Framework theoretical constructs. Coding took place in two cycles. In cycle one, we looked for “lenses,” or the components of the Policy Regime Theory, specifically ideas and institutions (Strauss and Corbin, 1997). The codebook, which contains the main themes from the Policy Regime Framework is located in Table 1. In brief, policy documents received the code for “ideas” if a document mentioned science, research, or technical information underlying response to COVID-19. Policy documents received the code for “institutions” if they were related to an agency's activities, procedures, or if they contained information about an agency's work across scales (federal, state, and local). In some places, “interests” were revealed by way of policy-maker actions (e.g., cutting federal pandemic response programs before the pandemic shows some voters/elected leaders' interests in minimizing the role of the federal government). Where possible, we note in our analysis where these interests break through. To determine where they break through, we use the “3-i Framework” criteria for defining interests, which asks: who wins/loses, and by how much do some win and some lose (Gaynor, 2020).


TABLE 1 Codebook for the Policy Regime Framework.
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This research was a multi-coder effort with multiple coders assessing inter-coder reliability. Seven total coders assigned codes between March and June 2021, and three of the seven coders selected approximately 25% of codes to check the work and ensure agreement between the previous coder.

After the first sorting of theoretical concepts, a second round of coding took place. Respondents' own words were used to further sort the theoretical concepts into smaller components, preserving the participant's perspective and helping to understand how ideas and institutions were defined at the three scales of government (Saldaña, 2021). Phase two required that we refine the initial codes to what Saldaña refers to as “consolidated meaning,” where you group similar codes within an overarching category.

In order to further narrow down the large quantity of information generated from our policy document dataset, we used an automated text analysis method to efficiently extract common themes (topics) from the reviewed literature. We used the R package stm (Structural Topic Models; Roberts et al., 2019) to identify co-occurring content and prevalence of these topics within these framework levels. The structural topic model allows us to identify topics using document-level metadata (Roberts et al., 2019). To incorporate document-level metadata, data for the first round of coding (for the Policy Regime Framework levels: ideas and institutions) were used. We then identified whether the policy document was sourced from federal, state, or local sources. We used the most common two-word phrases at each scale of government for ideas and institutions to form our thematic (topic) model. Two-word phrases allowed us to better make sense of the data, as single-word outputs were less relevant.



Results


General results

The main actors at the federal level include former President Trump, the CDC, the Federal Emergency Management Agency (FEMA)5, Congress, and individuals who represent those organizations. At the state level, leading actors included governors, legislatures, universities6, state hospital systems, and public health agencies. Lastly, at the local level, actors included city governments, officials, hospitals, local news stations, and newspapers.

There were two distinct periods in the U.S. during the COVID-19 pandemic. The first period focused on specific safety actions prior to the rollout of the vaccine. These actions included (but were not limited to): wearing a mask, social distancing, closing schools and businesses, restricting travel, quarantining, stay-at-home orders, testing, and increasing ventilation (Mississippi State University, 2020; Centers for Disease Control Prevention, 2020c; Alabama Department of Public Health, 2009, 2021; American Red Cross, 2021; Occupational Safety and Health Administration, 2021; City of Birmingham, 2021b; World Health Organization, 2021b). We examined which levels of government used these safety actions in their messaging. The second period of messaging took place after vaccines had become available to the public in mid-December 2020 (Centers for Disease Control Prevention, 2020a). After the administration of vaccines began, messaging shifted to promoting vaccine trust and confidence as well as increasing overall vaccine acceptance (Centers for Disease Control Prevention, 2020b).



Ideas
 
Federal messaging on ideas: Declaring an emergency, suggesting safety responses, providing supplies

Of the 277 policy documents examined, 170 mentioned ideas (i.e., science, research, or technical rationale behind an agency's response to COVID-19), making this the primary messaging topic. Because the messaging of federal agencies focused mostly on communicating ideas7, it makes sense to ask, “what were the leading perceptions of the core ideas behind policies in regard to the COVID-19 regime?” (May and Jochim, 2013). Table 2 below provides an overview of these ideas.


TABLE 2 A list of qualitative codes and examples for ideas at the federal, state, and local levels.
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At the federal level, the most commonly used messaging topics (two-word phrases isolated using automated text analysis and our own multi-coder effort) were public health, social distancing, infectious diseases, safety actions, and medical supplies. This suggests that federal agencies were focused on messaging that (1) communicated to the American public that a public health emergency in the form of a major disaster was unfolding, and (2) promoted safety actions such as social distancing and provisioning of supplies in an emergency capacity. The federal government issued 57 concurrent Major Disaster Declarations (in all 50 states, 5 territories, indigenous tribes, and Washington, D.C.) in 2020 (Gaynor, 2020)8. The following quote from The New York Times is attributed to senior White House officials and provides an example of recommendations for what actions to take in this Major Disaster Declaration (social distancing and safety actions):

By the third week in February, the administration's top public health experts concluded they should recommend to [Former President] Trump a new approach that would include warning the American people of the risks and urging steps like social distancing and staying home from work (Lipton et al., 2020).

Other safety actions prioritized by the federal government included social distancing, testing for the illness, new and increased cleaning procedures, and travel restrictions. Leadership on designing safety actions came from the CDC and the Department of Health and Human Services more broadly. Safety actions were then further spread to the general public more broadly by national and local news sources.



Subnational state messaging on ideas: Implementing safety responses by partnering with major institutions and the private sector

It was at the state level that federal-level ideas became concrete policy responses. The most common two-word phrases for ideas in subnational (state) governmental responses included: public health, social distancing, contact tracing, health care, and disease control. State governments focused on making policies, laws, and regulations requiring specific safety actions (based on federal ideas emanating from the CDC). For example, the governor of Alabama, Kay Ivey, issued a mask mandate on July 16th, 2020, that ordered masks be worn in public indoor spaces, on public transportation, in gatherings of 10 or more people, and in outdoor public spaces (Lardieri, 2020). Mississippi and Louisiana also issued state-wide mask mandates in the summer of 2020 (Louisiana Office of the Governor, 2020; Exec, 2020). These mandates were based on CDC science and recommendations that individuals should wear masks to help prevent the spread of the virus (Centers for Disease Control Prevention, 2020c).

As a public safety action, contact tracing was often employed by the agencies responsible for disease mitigation and public health, such as state health departments (Louisiana Department of Public Health, 2021). Compared to more uniform mask mandates, contact tracing has taken on several forms and has been used for decades by state and local officials to stop the spread of infectious diseases. This method identifies people who may have been exposed to a pathogen and alerts them to quarantine and to monitor their health for signs and symptoms (Centers for Disease Control Prevention, 2020b). Alabama, Louisiana, and Mississippi all conducted contact tracing differently, although the ideas and much of the financing came from the federal government (CARES Act, 2020). These policy responses ranged from partnering with large state institutions, such as major university systems, to performing the task within the state government agencies themselves. For example, the state of Alabama has partnered with the University of Alabama at Birmingham to conduct its contact tracing efforts (Windsor, 2020). On the other hand, Louisiana has outsourced its contact tracing to the private sector, opting to hire contractors (Myers and Sledge, 2020). Mississippi used its own state public health governmental agency, the Mississippi State Department of Public Health (Mississippi State Department of Health, 2021).



Local messaging on ideas: Face coverings

The most common two-word phrases used by local government entities were face coverings, neck gaiters, face shields, positive cases, medical guidance, and number active (the software used for analyzing the data removed words like “of”). Local government focused on ensuring that citizens understood how to engage in safety actions in relatable and practical examples. Local governments focused on providing ideas for how individuals without access to surgical masks can still comply with state mask mandates. The following quote from a New Orleans government official quotes CDC guidance in a general way, making it more easily digestible:

Current CDC data suggests that a cloth face covering may protect the wearer and prevent the spread of the virus to others. Visit CDC's [“do it yourself”] Cloth Face Coverings [website] to see CDC guidelines on the use of face coverings (Mississippi State Department of Health, 2021).

Even when state mandates for face coverings ended, some private sector businesses kept their mask mandates in place. For example, business advocacy groups like the Alabama Retail Organization, a group that is similar to a statewide chamber of commerce, provided scientific information to enable business owners to decide whether to keep a face-covering mandate in place in their stores (Alabama Retail Association, 2021). They also provided infographics and resources for business owners, such as signs to hang in their stores.




Institutions
 
Federal government

Two hundred thirty-three out of the 277 total data points included mention of institutions (i.e., agency activities, procedures, responses, anything an agency did to implement policy). Federal level messaging on institutions focused on public health, the White House, the Task Force, the private sector, and national security. Table 3 above provides an overview of institutions with examples.


TABLE 3 A list of qualitative codes and examples for institutions at the federal, state, and local levels.
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The most important institution was the U.S. White House, with influence in American public life preceding the pandemic. The Trump administration disbanded the institution responsible for pandemic response: the National Security Council's Global Health Security and Biodefense Unit9. American lawmakers expressed concern to President Trump, such as in a letter from Senator Sherrod Brown in 2018 where he cited the importance of this unit to address international health crises such as the Ebola virus (Brown, 2018). Senator Brown's letter also criticized proposed budget cuts, arguing that these would leave Americans vulnerable to the “next, inevitable outbreak.” Other Congressional Lawmakers expressed similar concerns worrying that “fragmented organization of global health security responsibilities throughout the federal government” may characterize a future pandemic (Bera and Connolly, 2018). At the same time, Rear Admiral Timothy Ziemer, the only senior national security official focused on pandemic preparedness, was removed from his post, and no replacement was assigned (Reuters, 2020). The Trump administration also proposed cuts10 to the CDC's Prevention and Public Health Fund, a fund that partially supports immunization access and infrastructure (PBS NewsHour, 2018). These examples show how the President's policy agenda-setting, staffing decisions, and priority-setting directly contribute to disaster preparedness and response. Although our manuscript does not focus on interests, these policy-making events depict interests of the U.S. president's political party, the Republican Party, a party with a platform typically focused on reducing the size and scope of the federal government. Likewise, research has shown that public attitudes of Republican voters that trust the federal government to manage the pandemic have a 25-point gap compared to Democratic voters, a significant difference revealed in the actions of their elected leaders (Hamilton and Safford, 2020). Thus, Trump voters may perceive a win in these cuts, but those who opposed Trump and his party may see a loss of essential services during an emergency.



Pre-vaccine pandemic

One of the White House's initial responses was to create the President's Coronavirus Task Force, which was designed to bring together federal actors and pandemic experts to inform the White House's response to the pandemic (this is expanded upon in the following section).

Speaking to the public and presenting information is also one of the key institutional actions of the presidency, especially during national emergencies such as a pandemic (Bucy, 2003). President Trump used his pulpit to speak to the American public to assuage public fear toward the virus and reassure the public that the federal response was highly effective. His language would often downplay the severity of the pandemic. Below is an example from the data of the language President Trump employed:

You may ask about the coronavirus, which is very well-under control in our country. We have very few people with it, and the people that have it are … getting better. They're all getting better. … As far as what we're doing with the new virus, I think that we're doing a great job (Blake and Rieger, 2020).

The President used his office to curate federal-level coronavirus communication and messaging. The White House sparred over language use with the CDC on numerous occasions, including on CDC guidelines for religious services that initially recommended less singing during services and that members not share drinking cups (Sun and Dawsey, 2020). After pushback from the White House, the guidelines were changed to clarify First Amendment protections and to have no mention of choirs or singing. CDC officials were asked to clear formal documents and guidelines with the White House before anything was released.

Two major policy responses that the White House enacted included travel bans and the initiation of Operation Warp Speed. The first ban was for travel to and from China in early February 2020, and a second quickly followed, extending the ban to Iran (Facher, 2020). In March, another ban was announced for 26 European states (BBC News, 2020). These travel bans were initiated to stop new coronavirus cases from entering the U.S. However, they were implemented after the first cases of the virus were already reported within the U.S. in January 2020. The White House initiated Operation Warp Speed on May 15th. It aimed to bring together and organize government agencies, the military, and pharmaceutical companies to accelerate the development of a COVID-19 vaccine (Jacobs and Armstrong, 2020).

These data demonstrate various ways the President used his office to address COVID-19. Concrete actions such as designating a Task Force and launching Operation Warp Speed are key ways the White House influenced federal response to the pandemic. These findings are coupled with overarching policy preferences for smaller government, proposed budget cuts, and personnel arrangements that set the stage for White House operations and efficacy. These elements, mixed with the President's ability to craft public messaging, demonstrate the importance that the Presidency has in pandemic response, even before a pandemic has occurred.



Task force

On January 29, 2020, President Trump created the President's Coronavirus Task Force to manage, mitigate, and oversee federal response to the virus (The White House, 2020a). It was staffed by a variety of government professionals and scientists from the federal government, including Dr. Deborah L. Birx, then the State Department's AIDS director; Alex Azar, then United States Secretary of Health and Human Services; and Dr. Anthony Fauci, who since 1984 has served in a leadership role in the National Institutes of Health. Additional members are listed in Appendix B. The focus of the Task Force was on border control as a means to stop the spread of COVID-19.

The Task Force was the main federal institution briefing state leaders (such as the National Governors Association) on the most recent science and responses required of the federal and state governments (Department of Health Human Services, 2020). As soon as February 21, 2020, the Task Force began to discuss that the federal response should consider shifting solely from international border control and containment of the virus through various travel bans to “mitigation,” meaning the implementation of social distancing mandates among the U.S. public (Lipton et al., 2020). On February 26, a meeting that would recommend social distancing to President Trump was canceled, and Vice President Pence replaced Alex Azar as head of the Task Force. Azar's Task Force had previously received criticism from the White House for advocating public health measures that the White House felt were too extreme (Diamond, 2020). The next day, February 27, Vice President Pence added Larry Kudlow, an economic advisor to President Trump, and Treasury Secretary Stephen Mnuchin to the Task Force to ensure that the economy remained a key consideration (Collins and Vazquez, 2020). On March 2, Vice President Pence officially recognized mitigation as the Task Force and U.S. Government's new goal. Shortly after, the Task Force began planning mitigation strategies for hard-hit communities (including the U.S. Southeast) across the U.S., including aims to expand testing and sending PPE to those in need (Schwellenbach, 2020; The White House, 2020b). In early May, Vice President Pence suggested that the Task Force would finish its work by the end of the month (Weiland et al., 2020). However, it was quickly decided that the Task Force would instead shift focus from mitigation to “re-opening” the country and the economy (Cillizza, 2020).

Through the summer and fall of 2020, the Task Force would continue to advise federal response to the pandemic. This occasionally resulted in criticism of inconsistent messaging from the White House, which would recommend actions that directly conflicted with guidelines laid out by the CDC, the agency that would traditionally lead a response to a pandemic in the U.S. This criticism came from CDC officials, aides who left the White House, state governors, and unnamed individuals who were purportedly close to Task Force discussions. For example, in March 2020, the Task Force and the CDC simultaneously issued different numbers and size recommendations for social gatherings (Mazzetti et al., 2020). In October 2020, the Task Force refused to legitimize a CDC mandate to require employees and passengers to wear masks on all public and commercial transportation (Kaplan, 2020).

The creation of the Task Force was a central institution-oriented action taken by the federal government to address the COVID-19 pandemic. Its frequent appearance in the data demonstrates the Task Force's importance. The narrative laid out by the data shows how the Task Force was largely involved in every aspect of the federal response, at times openly contradicting scientific institutions such as the CDC. President Trump's Task Force openly contesting the CDC, an agency which Republican voters do not place trust in Hamilton and Safford (2020), again reflects the political interests breaking through policy-making. Voters who perceive the federal government as untrustworthy perceive the President contesting leadership, and with that, a political victory. This dynamic creates losses for citizenry seeking a clear and transparent message from their elected leaders.



Private sector as a federal partner for implementation

Following the longest recorded economic expansion in U.S. History (2009–2019) and the subsequent outbreak of COVID-19 in 2020, the U.S. saw the most significant drop in Gross Domestic Product (GDP) since the measure was created (Bauer et al., 2020). Between February and April 2020, the U.S. lost 22 million jobs, resulting in an economic crisis that disproportionately impacted women, minority workers, lower-wage earners, and less educated people (Bauer et al., 2020; Stevenson, 2020). The private sector was closely tied to federal institutions because the U.S. government relied heavily on the support of the private sector to meet objectives for COVID-19 testing, enact PPE production and distribution, and conduct vaccine research and production. To ensure effective collaboration between the federal government, the FEMA Supply Chain Task Force was created, headed by Jared Kushner, President Trump's son-in-law (Cancryn and Diamond, 2020). This institution enacted airlifting emergency medical supplies to the U.S as a part of Project Airbridge, crowdsourcing PPE donations, establishing drive-through testing sites, and quickly devising hospital plans to maximize ventilator usage. This Task Force received criticism because its authority overlapped with existing disaster response procedures and personnel within FEMA and the Department of Health and Human Services (Cancryn and Diamond, 2020). This approach complicated federal agencies' abilities to respond to COVID-19 by decentralizing projects and creating jurisdictional confusion (Confessore et al., 2020).



State government institutions

The most common two-word phrases about institutions at the state level focused on face coverings, social distancing, campus community, staff and students, and exposure notification. Because our sampling purposely focused on universities, it is not surprising that many of our data points mentioned campus community, staff, students, etc.

The most important state-level institution was found in the executive branch, specifically in state governors and public health agencies. State public health agencies issued regulations in the form of Emergency Orders, which are executive orders or regulations that allow lawmakers flexibility and rapid action by bypassing the legislatures. The priorities of Emergency Orders focused on the two-word phrases from our data (e.g., face coverings, social distancing, exposure notifications). In general, Alabama, Mississippi, and Louisiana's Emergency Orders were administered in two phases: year one of the pandemic, between March of 2020-March 2021, when the public was asked to remain at home (except for “essential workers” such as healthcare workers), and from April 2021 onward, where the public was advised to stay home if they would like to diminish risk– the former constituting a period of higher risk and uncertainty. For example, the Alabama Department of Public Health issued its first Emergency Order on March 6, 2020, alerting healthcare workers and the public that a novel disease outbreak was underway and that depending on the severity of respiratory symptoms being experienced, officials in state or local government should be notified within several hours to help monitor case counts in the state (Alabama Notifiable Diseases/Conditions, 2020). Year one of the pandemic in Alabama was characterized by Emergency Orders known as Safer at Home, asking residents to stay home unless their job required them to be in public and limiting gatherings in places like religious buildings and gymnasiums. Year two Emergency Orders were titled Safer Apart and were less strict than the previous year.

The second type of important institutions at the state level included public, state government-administered university systems, and state agencies responsible for public health policies. American universities are important places to study the pandemic policy responses as they house approximately 20 million students, many of whom are in close quarters in classrooms and shared housing (Smalley, 2021). Our data focuses on public flagship universities, which in the U.S. context are known as leading national or regional universities dating back to the founding of public universities in the U.S. in the mid-1800's (Douglass, 2016). Due to our purposeful sampling strategy, our data focuses on policy responses related to university policy responses, leaving school-age children outside of the scope of this paper, despite the issue's indisputable public importance.

Public universities in the U.S. had policy responses set within two discrete periods: before and after the vaccines. Prior to the vaccine, universities issued guidance based on the ideas or the science emanating from the CDC. University guidance often accommodated different instructional modalities (such as moving classes online or a hybrid of online and in-person), safety actions (such as requiring mask-wearing and social distancing), and technologies such as smartphone apps to enable students to self-screen for symptoms before coming to class.

Following the rollout of the vaccine, universities attempted to persuade their students and nearby communities to get the vaccine. This was important because of the remarkably low vaccination rates in the Southeastern U.S. Alabama, Mississippi, and Louisiana were in the bottom seven U.S. States for percent of the population fully vaccinated in late 2021 (The New York Times, 2021). One example of a persuasion campaign is Auburn University in Alabama which partnered with famous alumni and basketball athlete Charles Barkley to communicate with students about the safety and efficacy of vaccines (Auburn University, 2021).



Local government: Specific actions to keep the public safe

The most common two-word phrases about institutions at the local government level were sports complexes, recreation spaces, private gatherings, standing capacity, and health department. This furthers the pattern wherein state and local governments adopted their ideas from federal actors, issued Emergency Orders from state executive branches of government, and implemented and enforced them at the local scale. One such way was limiting the number of people allowed in indoor spaces at any given time. These limitations were often made by local governmental actors complying with state-level Emergency Orders. An example can be found in the statement below from the New Orleans local government:

All indoor public and private gatherings shall be limited to 150 individuals and outdoor public and private gatherings shall be limited to 250 individuals. Also, Outdoor Recreation Spaces and Sports Complexes will be allowed to open at up to 50% of standing capacity (City of New Orleans, 2020).

Local governments were focused on compliance with specific safety actions and mandates. Throughout 2020, local governments (city and county governments) in the southeastern U.S. implemented many different safety precautions and mandates. For example, Jackson County, Mississippi, asked visitors not to enter county buildings, and employees were required to participate in daily screening (Jackson County Mississippi, 2021). In Jefferson County, Alabama (city of Birmingham), the Department of Health began providing COVID-19 testing for children (City of Birmingham, 2021a). Furthermore, Auburn, Alabama, closed the public library in March 2020 and shifted its purpose to being a COVID-19 resource center for residents (Dorton, 2020).

Despite mask mandates being issued by state governments, enforcement became the responsibility of local governments. Similar to states partnering with large institutions like universities, local enforcement often happens with large institutions and the private sector. For example, the largest and most well-known retail store in America, Walmart, issued its own mask mandate in its stores on July 20th, 2020 (Smith and de la Rosa, 2020), which occurred earlier than the state mandate for face coverings in Mississippi (August 4th, 2020). Ninety-five percentage of Americans shop at Walmart and it is also the primary retailer for rural and low-income Americans, highlighting the importance of Wal-Mart's actions for local government initiatives (Emory, 2017; Gustafson, 2017). Private sector businesses operating at Walmart's scale requiring face covers may even act as the de-facto enforcement of state and local orders.



Ideas and institutions at each level of government: Similarities and differences

Ideas in the Policy Regime Framework are where the science, research, or technical rationale behind an agency's response to COVID-19 are found. For the federal government, the focus was on the formal declaration of a national emergency, suggesting safety responses through input from federal agencies, and providing medical supplies to hospitals, state governments (e.g., state health agencies), and other healthcare facilities (e.g., nursing homes). It was at the state level where the federal-level safety suggestions became concrete policy responses for local governments to implement. Lastly, it was the local level of government where officials ensured that citizens understood how to best engage in safety actions (e.g., masks and social distancing).

Institutions in the Policy Regime Framework are most commonly associated with the agency activities, procedures, responses, or anything an agency did to implement policy. At the federal level, messaging around the concept of institutions focused on the White House in two main ways: (1) its creation of the White House Coronavirus Task Force that brought together federal officials, public health officials, and pandemic experts and (2) the Trump administration's travel bans and vaccine development. At the state level, messaging around the concept of institutions focused on two main points: (1) governors and other state-level agencies issuing Executive Orders and other concrete policies and (2) state university systems implementing safety measures, altering teaching modalities (e.g., in-person vs. online), and rolling out vaccines for the student populations and surrounding communities. Lastly, local governments messaged around the idea of institutions in one main way, focusing on implementing public health measures to protect local communities (e.g., limiting the number of people in public areas, closing government buildings for in-person services, closing recreational spaces, and implementing mask mandates for local businesses).





Discussion

At its core, the analysis of policy regimes asks, “How do significant shifts in public policy occur?” Wilson (2000) suggests that significant policy regime changes operate based on paradigm shifts, where catastrophic events, demographic challenges, economic crises, and other policy problems act as flash-points for revolutions in policymaking. The beginning of the COVID-19 pandemic served as a flash-point for policymakers, as they were tasked with responding quickly to a novel and deadly virus. This is important to note because in a scenario like a pandemic, situations on the ground change rapidly and governmental turnover results in policy documents and policy recommendations being erased, modified, or obscured. Our research contributes to this thinking by theorizing how significant policy regimes are enacted. In our research, ideas emanated from the federal government (The CDC and White House), which, at times, could not agree on the ideas to inspire policy. Ideas were used by executive governments in the states to enact Emergency Orders, which initially led to strict orders (stay-at-home orders and restricting gatherings) that were eased over time. At the local level, the responsibilities for enforcement of state orders were borne by local businesses and government. Additionally, as administrations changed at every level of government following the 2020 election and the pandemic continued, entire websites and policy documents were deleted or taken offline. This further exacerbated the difficulties faced by decision-makers as they continued to deal with vaccine hesitancy and decisions related to public health, such as easing social restrictions. Further research is needed to determine whether, in states like Alabama, Mississippi, and Louisiana, with often vulnerable, marginalized, and low-income populations, these communities were best served by this policy regime response to COVID-19. For instance, with White House officials battling with experts in the CDC for weeks over reopening guidelines (Sun and Dawsey, 2020), were these communities in the Southeast caught in the middle, bearing the impacts of these disagreements? An initial look at this question portrays a regional impact that is disproportionate to the other regions in the country. The U.S. Southeast has the lowest vaccination rates in the country with Alabama, Louisiana, and Mississippi in the bottom four in terms of percent fully vaccinated. Additionally, Mississippi has the highest death rate from COVID-19 in the country with Alabama and Louisiana also in the top 10. We cannot say for certain if these numbers are a direct result of governmental messaging around the seriousness of the virus or the importance of getting vaccinated, they do indicate that more research is needed to determine exactly what impact messaging had on these populations.

It is also suggested by May and Jochim (2013) that as new policy regimes arise, policy effectiveness hinges on the feedback processes that influence those governing arrangements. We corroborate their argument with several of our findings from the federal-level institutions data. First, with Former President Trump frequently downplaying the severity of the COVID-19 pandemic, and with his administration cutting key pandemic preparedness bodies within the government, it is possible that these actions led to feedback all over the country. In Alabama, for example, non-Hispanic Black Americans without postsecondary education perceived themselves to be at less risk from COVID-19 compared to other groups (Scarinci et al., 2021). Is it possible that the White House downplaying the virus informed these perceptions? Further research can determine whether the specific communication strategies and content of messages led to behavioral changes in the public that put already at-risk communities at greater risk.

The need for time-sensitive, rapid research has been identified by other authors, even in the context of COVID-19. Rahman et al. (2021) emphasize that in order for decision makers to make informed choices, researchers must employ innovative, methodologically-sound strategies to quickly communicate accurate information. Furthermore, developing these research skills helps to prepare the scientific community, as well as our governing bodies, to respond to crises like the COVID-19 pandemic in the future.

There are many difficulties associated with designing, implementing, and disseminating RAPID studies during a crisis. These challenges include time pressures, changing governments, limited resources, and the ability for decision-makers on the ground to receive and digest the research findings. As the pandemic went on, new variants of the SARS CoV2 virus emerged, causing decision-makers to change their approaches to mitigation and responses to governmental directives. As this happened, it was difficult to stay up-to-date on governmental policy responses because policy documents were removed, policies changed, and information was difficult to find. For example, the Executive Order signed by the mayor of Carencro, LA, a suburb of Lafayette, LA, that laid out policy guidance for the public has been removed from the government's website and is no longer accessible. Another example of data becoming increasingly difficult to access is on the New Orleans, LA Chamber of Commerce website. The COVID-19 Resources section of its website is still active but has removed links that were originally under “COVID-19 Website Resources.” There were also a number of policy documents that were once on the White House website, were removed as is customary when a new administration takes over, but can now no longer be found on the Trump administration's post-White House website. Our team was able to copy much of the text from policy documents that have since been removed from government websites. But, it is unlikely that we were able to capture every policy document that was published at any given time. This is a challenge that any team doing this type of research would face, and it is not likely to ever be fully addressed. During the COVID-19 pandemic, there were countless governmental agencies at every level implementing policy guidance. Additionally, due to the political nature of much of the governmental responses in the U.S., many of the subnational governmental policy responses were different compared to federal government agency recommendations (e.g., some states enacted strict social distancing guidelines while others focused on keeping small businesses afloat). This inconsistency, and the time constraints of the project, led to increased difficulty for the research team, who gathered as many diverse policy documents as possible.

In our paper, we focused only on ideas and institutions since analyzing interests would require measuring public support in a way that policy document data would not permit. We do, however, return to the intersection of ideas, institutions, and interests as drivers of policy change, an intersection that was first described by Heclo (1994). Heclo offers perhaps the most concise summary of the three pillars of Policy Regime analysis available today, “Interests tell institutions what to do; institutions tell ideas how to survive; ideas tell interests what to mean.” In other words, institutions refine ideas (shared beliefs) through the interests of actors and then develop guiding principles which inform plausible policy responses. Taking the Donald Trump Administration as a proxy for interests, the Trump Administration was often combative with the leadership of federal government agencies. For example, the Administration's open dispute with the leadership of the U.S. Department of Health and Human Services, which published a report on shortages of masks and other essential safety equipment in American hospitals. Ultimately, it fell on state and local level decision-makers to make sense of the chaos and implement solutions to shortages. These solutions looked different in all 50 states. In Alabama, for instance, they relied on existing disaster plans, such as the 2009 Alabama Healthcare Disaster Planning Guide and its stockpile of personal protective equipment, including over a million surgical masks (Alabama Department of Public Health, 2009). By 2020 however, many of these stockpiled items had gone missing or were unusable, leading to local actors such as businesses improvising asking customers to use handkerchiefs or scarves as face covers.

Some of the incoherence of the federal, state, and local responses begs the question: would COVID-19 responses be more effective in a place with a centralized governmental system? Kettl (2020) notes that the decentralized initial response by the federal government led to varied state responses. Tied to these varied responses were increasing levels of friction between every level of government and that “these frictions had real impacts on the health of Americans” (Kettl, 2020). Cai et al. (2021) use the Policy Regime Framework to examine China's response to COVID-19. They found that China's response capabilities were hindered by its strict top-down governmental structure, which resulted in poor early-warning and preparedness capabilities. Furthermore, the party-state's rigid control structure incapacitated grassroots organizations and volunteers, failing to generate cohesion and interest alignments. Given the similar outcomes in the U.S. and China, differences between centralized Chinese systems or decentralized American systems provide a compelling area for future research. Carter and May (2020) provide some preliminary answers, finding that the U.S. initially displayed an incoherent response to COVID-19, which undermined the U.S.' capacity to mitigate the spread of the virus and ultimately led to impaired legitimacy and the deterioration of the federal policy regime. They also questioned the ability of the U.S. to get all states “on the same page” and foster the legitimacy and bi-partisan cohesion necessary to prevent the U.S. death toll from surpassing 136,000. At the time, Carter and May (2020) considered this number “sobering;” as of May 2022, U.S. COVID-19 deaths have reached nearly 1 million (Centers for Disease Control Prevention, 2022a), further justifying a closer examination of the U.S. response to COVID-19 using the Policy Regime Framework. Unfortunately, while we can quantify the damage COVID-19 has done in the United States, in some countries like China, it remains impossible to know COVID-19's actual cost to human life; a lack of governmental transparency has led to notoriously misleading and underreported statistics (Adam, 2022).

In our analysis, we use the concepts developed here to show how leading actors at the federal, local, and state levels aligned with ideas and institutions. There were two distinct messaging periods in the U.S. during the COVID-19 pandemic: pre and post-vaccine. We also found that there were significant differences in the ways that federal, state, and local governments approached each. Federal level ideas focused on messaging that communicated to the public that a public health emergency was unfolding and promoted safety actions such as social distancing and provisioning of supplies in an emergency capacity. At the state level, those federal-level ideas became concrete policy responses (from the executive branch of government, governors, or large public universities). At the local level, government entities focused on ensuring citizens understood how to stay safe through personal protective behaviors like social distancing and enforcing those desired behaviors. Federal level messaging on institutions focused on the White House, the Coronavirus Task Force, and the private sector as a federal partner for implementation. States' responses focused on the executive branch and its Emergency Orders. States also partnered with large institutions, such as state university systems, to implement the ideas emanating from federal sources like the CDC. Local governments focused on enforcing specific safety actions and mandates derived from federal guidelines and recommendations. The most important contribution of our research is to examine what happened in three of the lowest income states in the U.S., where people of color and other minority communities were disproportionately impacted by the pandemic. Our research shows how federal, state, and local governmental action, mainly messaging, occurred in the pre- and post-vaccine stages of the pandemic. It is imperative to take from this research the need for public health measures and future epidemic responses to be removed from political dialogue to the extent possible in the U.S.'s current political environment. In a time of increasing polarization between the two major political parties, it is necessary to ensure in the face of future epidemics that governmental responses and recommendations are made with the public's best interest in mind. It is increasingly important in marginalized communities that already experience disproportionate levels of sickness and death during a global pandemic that all levels of government coordinate and respond to public health crises in lockstep.
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Footnotes

1For more examples see: “It's going to disappear”: A timeline of Trump's claims that COVID-19 will vanish (Wolfe and Dale, 2020).

2The CDC is the U.S.' major national public health agency in the Department of Health and Human Services. It is in charge of ensuring the public health of American citizens and responding to health crises.

3The Food and Drug Administration in the United States approves medication, tests for diseases, and vaccinations, among other responsibilities.

4For more examples which apply the policy regime lens see (May and Jochim, 2013, p 427).

5FEMA is the U.S. disaster response agency. It is in charge of coordinating disaster response and assisting state and local governments with resources and funding.

6State governments in the U.S. provide significant funding for state universities. This funding assists in keeping tuition costs down, allowing for more residents to enroll in university.

7Of these 170 data points of ideas, 103 were from federal agencies, 20 were from state agencies, 16 were from local agencies, and 31 were null.

8A Major Disaster Declaration is when FEMA formally declares a disaster, unlocking federal resources for subnational levels of government including cities and states.

9This unit was established in 2015 by the Obama administration's National Security Advisor Susan Rice (Reuters, 2020).

10Through tax reform in December 2017 and more proposed budget cuts in February 201.
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Appendix A


Search Terms

Search terms to find policy documents:

• “COVID-19 Response United States of America federal government”

• “COVID-19 Response Centers for Disease Control”

• “COVID-19 Response Alabama Department of Public Health”

• “COVID-19 Response Alabama”

• “COVID-19 Response Louisiana”

• “COVID-19 Response Louisiana Department of Health”

• “COVID-19 Response Mississippi”

• “COVID-19 Response Mississippi State Department of Health”

• “COVID-19 Response Huntsville”

• “COVID-19 Response Birmingham”

• “COVID-19 Response Montgomery”

• “COVID-19 Response New Orleans”

• “COVID-19 Response Baton Rouge”

• “COVID-19 Response Shreveport”

• “COVID-19 Response Jackson”

• “COVID-19 Response Gulfport”

• “COVID-19 Response Southaven”

• “COVID-19 Response Auburn University”

• “COVID-19 Response University of Alabama”

• “COVID-19 Response Louisiana State University”

• “COVID-19 Response University of Mississisppi”

• “COVID-19 Response Missisisippi State”




Appendix B


Coronavirus Task Force

The team members of President Trump's Coronavirus Task Force include: (1) Dr. Birx, facilitator of the United States' participation in the Global Fund to Fight AIDS, Tuberculosis, and Malaria who would become the Task Force coordinator; (2) Alex M. Azar II, then the Secretary of HHS and appointed chair of the Task Force; (3) Dr. Robert R. Redfield, [then] director of the CDC, already in charge of overseeing the United States' response to the coronavirus; (4) Dr. Antony S. Fauci, head of the National Institute of Allergy and Infectious Diseases at the National Institutes of Health since 1984; (5) Kenneth T. Cuccinelli II, [then] leader of the United States Citizenship and Immigration Services in the Department of Homeland Security; (6) Dr. Jerome Adams, [then] United States surgeon general; and (7) Seema Verma, [then] administrator of the Centers for Medicare and Medicaid Services (Shear, 2021). Initially, the Task Force focused on keeping infected Chinese Citizens from coming to the United States while simultaneously evacuating several thousand Americans from China: “The genesis of [the Task Force] was around border control and repatriation,” said a senior official involved in the meetings.
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Much of the methodological literature on rapid qualitative analysis describes processes used by a relatively small number of researchers focusing on one study site and using rapid analysis to replace a traditional analytical approach. In this paper, we describe the experiences of a transnational research consortium integrating both rapid and traditional qualitative analysis approaches to develop social theory while also informing program design. Research was conducted by the Innovations for Choice and Autonomy (ICAN) consortium, which seeks to understand how self-injection of the contraceptive subcutaneous depot medroxyprogesterone acetate (DMPA-SC) can be implemented in a way that best meets women's needs, as defined by women themselves. Consortium members are based in Kenya, Uganda, Malawi, Nigeria, and the United States. Data for the ICAN study was collected in all four countries in sub-Saharan Africa. In order to both illuminate social phenomena across study sites and inform the program design component of the study, researchers developed tools meant to gather both in-depth information about women's contraceptive decision-making and data targeted specifically to program design during the formative qualitative phase of the study. Using these two bodies of data, researchers then simultaneously conducted both a traditional qualitative and rapid analysis to meet multiple study objectives. To complete the traditional analysis, researchers coded interview transcripts and kept analytical memos, while also drawing on data collected by tools developed for the rapid analysis. Rapid analysis consisted of simultaneously collecting data and reviewing notes developed specifically for this analysis. We conclude that integrating traditional and rapid qualitative analysis enabled us to meet the needs of a complex transnational study with the added benefit of grounding our program design work in more robust primary data than normally is available for studies using a human-centered design approach to intervention development. However, the realities of conducting a multi-faceted study across multiple countries and contexts made truly “rapid” analysis challenging.
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1. Introduction

The methodological literature on rapid qualitative analysis generally focuses on studies that have: (1) solely employed rapid techniques; (2) used both rapid and traditional approaches for the purpose of comparing the two in terms of their ability to generate reliable findings (Taylor et al., 2018; Nevedal et al., 2021). Combining these two analytical approaches and using them complementarily can be useful for projects that have a program design element in addition to a desire to illuminate social phenomena. However, despite the promise of leveraging qualitative data for myriad project objectives, we know little about what it looks like to integrate rapid and traditional analytical approaches, and how this integration can serve researchers working on various aspects of a single study.

While there is a range of methods qualitative researchers can draw on to analyze their data (Huberman and Miles, 1994), these methods generally entail organizing data via coding, and then iteratively developing a set of themes through several stages of data review and comparison (Lester et al., 2020). The amount of time this process can take varies widely depending on the method chosen, the amount of data to be analyzed, and the number of researchers participating in the analysis. Particularly because traditional qualitative analysis can be very time- and resource-intensive (Queirós et al., 2017), and often relies on a small group of researchers' deep knowledge of the data, researchers leading complex global health studies need versatile solutions that will enable multiple researchers on a team to use qualitative findings to inform multiple study components.

Rapid qualitative analysis is one potential solution, as these methods can help to: reduce study time and cost; improve data collection efficiency and accuracy of findings; and collect a large amount of data in a reduced period of time (Vindrola-Padros and Johnson, 2020). Since producing written transcripts is one of the most time-consuming aspects of qualitative analysis, as Vindrola-Padros and Johnson (2020) note, most researchers employing rapid techniques focus on either eliminating the use of transcripts through techniques such as mind-mapping or coding directly from audio/visual sources (Halcomb and Davidson, 2006; Burgess-Allen and Owen-Smith, 2010; Neal et al., 2015), or turning out transcripts more quickly using either specialized equipment or specialists who are trained in fast transcription (Scott et al., 2009; Johnson, 2011). Studies analyzing the validity of these approaches have found that results tend to be equally valid regardless of approach (Gale et al., 2019; Nevedal et al., 2021) as long as researchers are skilled in using relevant techniques and software (Davis and Meyer, 2009). However, while there is an established evidence base surrounding rapid analysis, qualitative researchers are underutilizing the potential to combine these approaches with more traditional qualitative work to speak to social phenomena while addressing applied study objectives at the same time.

With its promise to quickly design programs that are uniquely responsive to users' needs, human-centered design (HCD) is a burgeoning area in the global health field. HCD researchers and practitioners seek to iterate and “fail fast to succeed sooner” in their design and iteration of solutions (Thoring and Müller, 2011; Müller and Thoring, 2012; Brown, 2013). Altman et al. (2018) note that this philosophy of rapid failure can pose a tension in the health field, where the stakes of failure are high. However, while Altman et al. note this tension between design and health, they also note the role that low-stakes failure (e.g., low-fidelity prototyping, testing, and analysis early in the design process) can minimize the risks of end-of-process failure. Therefore, rapid analysis of qualitative data is a key component of the HCD methodology, as it plays a role in moving quickly between information gathering and solution development/testing. However, strategies for rapid analysis in the design process are rarely discussed in the literature (Roschuni et al., 2015). HCD researchers instead write about “sensemaking” as an activity that happens intuitively through iterative reflection on the part of both individuals and research teams (Kolko, 2010a,b; Stigliani and Ravasi, 2012). Despite both qualitative and HCD research employing rapid analysis methods for similar ends, to our knowledge the literature on rapid qualitative analysis has had little overlap with the literature on HCD. This is an area of opportunity to better understand how rapid qualitative analysis might best be integrated into HCD work as part of a multi-faceted study.

Below, we describe the experiences of a multi-country consortium combining both rapid and traditional qualitative analytical approaches to: (1) investigate women's experiences making decisions regarding contraception in Kenya, Uganda, Malawi and Nigeria; (2) use an HCD approach to develop interventions that will facilitate women's access to a new self-injectable contraceptive in Kenya, Uganda and Malawi. We detail the processes we used to conduct both traditional qualitative analysis across multiple teams, sites and contexts, and the ways in which findings from both this analysis and a rapid analysis process contributed to the program design component of the overall study.



2. The ICAN study

Launched in late 2019, the Innovations for Choice and Autonomy (ICAN) study aims to understand how self-injection of the contraceptive subcutaneous depot medroxyprogesterone acetate (DMPA-SC) can be implemented in a way that best meets women's needs, as defined by women themselves. ICAN research consortium partners are based at: the Malawi University of Science and Technology (MUST) in Malawi; the Makerere University School of Public Health (MakSPH) in Uganda; the Kenya Medical Research Institute (KEMRI) and Maseno University in Kenya; AkenaPlus Health in Nigeria; and the University of California San Francisco (UCSF) in the United States.

Each ICAN site has formed its own core team that consists of 1–2 lead researchers working closely with at least two senior researchers, and varying numbers of junior researchers and a flexible number of support staff depending on the scope of work to be carried out locally. In total, there are 8–12 members of each core team in the consortium. Project leads in each ICAN country selected team members with a mix of expertise in qualitative and quantitative methods, program intervention design, and project management to meet the diverse needs of the study. The US-based team, as prime funding recipient, is responsible for cross-country research design, and overall project oversight and management. Each team based in sub-Saharan Africa does the same at country level while managing local stakeholder engagement, data collection, and ethical board approvals. These teams have the agency to adapt and localize agreed upon methodology and timing of data collection based on their own deep understanding of the local environment. All teams are responsible for contributing to overall consortium governance, research design, data collection, data analysis, publication, and support for early career researchers.

To achieve the overall study objective, the ICAN study was divided into two phases with distinct aims. The aim of Phase 1 is to deeply understand contraceptive decision-making and women's experiences seeking, accessing, and using contraception, to understand for whom self-injection of DMPA-SC may be a powerful method. The aim of Phase 2 is to identify effective approaches for introducing and supporting the use of self-injection (in the context of a variety of contraceptive options) in a way that helps women overcome barriers and optimize facilitators to contraceptive decision-making and use.


2.1. Phase 1: Formative qualitative research

This paper focuses on Phase 1 of the ICAN project as well as the early stage of Phase 2. The Phase 1 formative qualitative research involved first collecting 241 (approximately 60 per country) semi-structured in-depth interviews with women of reproductive age in the ICAN countries located in sub-Saharan Africa: Kenya; Uganda; Malawi; and Nigeria. Women were purposively sampled based on their age, prior contraceptive use or non-use, and previous experience with DMPA-SC. In the age category, our sample was divided between age groups 15–19 years and ages 20–45 years because adolescents often have different attitudes toward and experiences with contraception than older, often married, women. In each country, data collection took place in two geographically and culturally diverse sites (Nairobi and Kisumu metropolitan areas in Kenya; Oyam and Mayuge districts in Uganda; Ntchisi and Mulanje districts in Malawi; and Enugu and Plateau states in Nigeria). Teams used various methods to recruit participants in each site, including working with either local community health volunteers/workers, local health providers, or members of the local ICAN Community Advisory Boards to identify potential participants. Data collection was conducted by ICAN team members who were fluent in the local language and trained in qualitative research. The data collection instruments included questions meant to help the researchers: (1) understand women's contraceptive decision-making and opinions related to self-injection of DMPA-SC (Phase 1 research priorities); (2) identify effective approaches for introducing and supporting the use of self-injection (Phase 2). All participants provided either verbal or written consent to be interviewed depending on local ethical requirements and interviews took an average of 1 h to complete. The analysis phase of the research is described in detail below.



2.2. Phase 2: Program design

In Phase 2 of the ICAN study, we carried out a human-centered design process in three of the ICAN study countries: Kenya, Uganda, and Malawi. In each country, the ICAN team aimed to identify effective approaches for introducing and supporting the use of self-injection in a different sector: the e-commerce sector in Kenya, women's social communication networks in Uganda, and health surveillance assistants in Malawi. These sectors were chosen strategically based on where ICAN would best be able to support other self-injection work led by grantees of the same funder. We structured our human-centered design approach around the following stages: (1) conduct design research, (2) analyze design research, (3) generate ideas, (4) create testable prototypes, (5) test prototypes with stakeholders, and (6) refine and finalize prototypes for implementation.

Stages 1 and 2 of this HCD process sought to complement the broad research conducted in Phase 1 of the ICAN study to include a specific focus on the channel of interest in each country. Therefore, the rapid analysis process described in this paper was leveraged to help inform the human-centered design process undertaken in Phase 2 of the ICAN study.




3. Integrating traditional and rapid qualitative analysis to meet multiple study goals

While ICAN has followed a traditional qualitative analysis approach to answer key research questions related to the ways in which women make and act on decisions related to contraceptive use, the team also has strategically employed rapid analysis techniques to respond to the many needs of a complex study. Below, we detail the processes we used to meet multiple study objectives using one set of in-depth interviews.


3.1. Simultaneous data collection and preliminary analysis

To meet the first objective of the ICAN study—deeply understanding contraceptive decision-making and women's experiences seeking, accessing, and using contraception—we employed a traditional approach to qualitative data analysis. In order to make this process work across a complex research consortium, some of the larger ICAN teams appointed a subset of researchers (about 4–5 people) to a local qualitative analysis team, while some teams elected to have all of their members participate in the analysis team. Members of ICAN US also joined each local team. In each case, teams consisted of researchers who specialize in qualitative methods as well as researchers who are interested in growing their skillset in this area. We describe the process of organizing a traditional analysis across multiple countries, sites and teams in more detail in a separate manuscript that is currently in preparation (Suchman et al., in preparation). Manuscripts describing our findings are in preparation as well.

Since one of our goals in meeting our first study objective was to develop a theory of women's contraceptive decision-making, we adopted a modified Grounded Theory approach. Grounded Theory involves constant engagement with analysis throughout the data collection process and beyond, requiring researchers to iteratively collect, analyze, and question data until they have reached saturation for the key themes that inductively arise (Glaser and Strauss, 1967; Corbin and Strauss, 1990; Charmaz, 2006). Though Grounded Theory often requires multiple rounds of data collection to allow for iterative theory development, fully adopting this approach was not practical for our multi-country team due to time constraints and IRB constraints regarding modifications to study instruments.

We therefore modified the Grounded Theory approach by dividing qualitative data collection into four stages in Kenya, Uganda and Malawi. This staged approach included pauses between each stage to allow the qualitative teams to begin tracking emerging themes in the data, monitor data quality, and make adjustments to data collection instruments, as appropriate and allowable by local IRBs, while fieldwork was being conducted. While all three ICAN country teams followed the same set of phases, the timing of data collection was staggered across countries with ICAN Kenya collecting data from February–April 2021, ICAN Uganda collecting data from February–May 2021, and ICAN Malawi collecting data from March–June 2021. Further demonstrating the potential limitations of Grounded Theory methodology in some settings, the ICAN Nigeria team did not consider a lengthy data collection period to be either practical or safe, and after rigorous planning and piloting, conducted data collection over a 2-week period in September 2021. Since the data collection instruments had been tested extensively by other ICAN teams at that point (and were further tested and refined by the ICAN Nigeria team prior to launching data collection), the team scheduled data collection within the shortest time practicable to assure the safety of field staff while maintaining the integrity of the data.

Our approach to the pauses between each data collection stage combined the Grounded Theory practice of “open coding” with an approach adapted from the literature on rapid qualitative analysis to improve efficiency of data review. In contrast to more structured qualitative analysis approaches, which entail developing a key set of themes to explore in the data before coding (Ritchie et al., 2014), open coding involves reading through full interview transcripts and noting key themes as they emerge from the data. As themes emerge, they may necessitate additional data collection to ensure that researchers have adequate data to support the validity of each theme (Walker and Myrick, 2006). Once ICAN data collectors completed an audio-recorded interview, it was immediately sent for transcription. As completed transcripts became available, they were shared with the larger team in a secure, cloud-based folder (using Box content management software) and members of each qualitative analysis team were assigned one or two full transcripts to read and open code during each data collection phase. This process started slowly in Phase One of data collection, because most transcripts in each country had to be simultaneously transcribed and translated into English so that team members across all ICAN countries could use the full dataset.

On the rapid analysis side, interviewers completed a post-interview report form (PIRF) following each interview (see Supplementary material for the PIRF template). Depending on what local teams determined made the most sense for their team in the field, some teams used paper-based versions of the PIRF form, while others completed the form in the survey instrument REDCap. REDCap was accessible on interviewers' laptops or mobile phones either on- or offline, and this ability to complete the PIRFs without internet access was key for interviewers working in remote areas. Once an interviewer connected to the internet, data was immediately transferred to the shared REDCap server. One ICAN team member monitored REDCap for all countries and regularly transferred completed PIRFs to a shared Box folder so that all team members could access them. Paper-based PIRFs were returned to each team's office and scanned into a shared folder.

The PIRFs were designed using a combination of the framework approach that some qualitative researchers have used to quickly analyze data that has already been transcribed (Fox et al., 2016; Koenig et al., 2016; Palinkas et al., 2019), as well as the field notes qualitative researchers often use to contextualize their analysis (Phillippi and Lauderdale, 2018). These structured note-taking forms covered seven key questions related to ICAN's main areas of inquiry. In line with our first objective to deeply understand and theorize women's contraceptive decision-making, the PIRFs were meant to help us move data analysis along more efficiently. We found that they helped our teams avoid a heavy dependence on completed transcripts to conduct our modified Grounded Theory approach during the phased data collection process, which was especially important given the often slow pace of simultaneous transcription and translation. In line with our second objective, the PIRFs also allowed us to quickly analyze a subset of data to contribute to the HCD process, which began in Kenya and Uganda shortly after we completed data collection.

During each pause, analysis team members skimmed the PIRFs collected since the last pause in addition to reviewing and open coding their assigned full transcripts. Analysis teams then met and used a structured meeting guide (see Supplementary material) to facilitate discussion of findings as related to the study's key research questions. Teams also discussed additional themes emerging from the data through the open coding process and any suggested adjustments to the data collection instruments to better capture emergent themes and ensure accuracy of the data. Data collection instruments were then updated as needed and allowed by local IRBs before fieldwork resumed.



3.2. Modifying a traditional approach to coding and writing analytic memos

Once data collection was complete in each country, we took the traditional approach of coding our qualitative data (Basit, 2003; Williams and Moser, 2019; Giesen and Roeser, 2020). During this phase, each of the coding teams based in Kenya, Uganda, Malawi and Nigeria worked to establish consistent code application using a codebook that was co-developed both inductively drawing on emergent themes from the data collection pauses, and deductively using the available literature. Using a process developed by the ICAN Kenya team, members of each analysis team used Dedoose qualitative analysis software to individually code the same transcript and then met as a group to code the same transcript together over a series of Zoom sessions. ICAN US team members joined these meetings to facilitate cross-country learning and sharing. After coding a full transcript as a group, individual team members then coded a second transcript and split into pairs to discuss any questions or discrepancies in coding. All teams achieved consistent code application after these two rounds and then moved on to coding independently.

To complete independent coding, a subset of researchers from the original analysis teams used Dedoose to code a set of individually assigned transcripts from their own country.

The ICAN US team developed a standardized template for analytic memos that was meant to help coders capture preliminary findings related to key study themes in real time while coding. These memos were divided by key research questions, such as “How do women form contraceptive preferences?,” each of which had related sub-questions. However, coders found these lengthy templates cumbersome and impractical, and they were rarely used. Instead, some researchers kept more flexible memos of their own. Unlike the memos used in Grounded Theory (Montgomery and Bailey, 2007), these memos largely consisted of bullet points related to both key study themes and any emerging themes with supporting quotes, rather than reflecting more deeply on the research process and findings. This bulleting process was less time-consuming than reflective memoing and acted as a way to summarize takeaways from individual interviews with some synthesis. Memos were saved in a shared Box folder so that all team members are able to access them, and several ICAN researchers have already used these notes to inform their own analyses without having to refer back to many code reports.

Final analyses are ongoing and are driven by key ICAN research questions, as well as the individual interests of ICAN team members. Each ICAN team has decided which set of analyses they would like to prioritize and individual researchers across countries are leading both country-specific and cross-country analyses.



3.3. Rapid analysis for program design

While the qualitative analysis teams were working toward consistent code application and beginning independent coding in late 2021, researchers participating in the ICAN HCD workstream in Kenya, Uganda and Malawi were beginning the program intervention design phase (Phase 2) of the project. In Nigeria, ICAN is conducting implementation research and evaluation of two existing programs that aim to support providers offering DMPA-SC rather than developing a new intervention.

Before launching program design, a team of ICAN researchers from each country conducted a rapid desk review of the literature relevant to the service delivery channel they expected to focus on. In Kenya, ICAN has partnered with the online pharmacy Kasha (www.kasha.co.ke) to bolster the dissemination of DMPA-SC in the e-commerce space, while the project is partnering with Malawi's Ministry of Health to support community health workers in offering DMPA-SC for self-injection. In Uganda, ICAN has partnered with the AIDS Information Center (AIC) and the Baitambogwe Community Healthcare Initiative (BACHI) to support women in making and acting on contraceptive decisions by leveraging social communication networks outside the healthcare system. The first step in the desk review process was to brainstorm topics and questions to better define the design challenge in each country. After agreeing on a list of relevant topics, representatives from each team were assigned a topic to research. They then sought out papers relevant to their assigned topics using internet searches and by searching through the team's existing database in the Zotero citation management program, which was accessible to all members. After finding relevant papers, team members completed a quick summary of the article in a shared Google sheet. Google sheets was used to account for version control and to ease collaboration. During this process, journal articles were shared amongst team members using a shared Box drive and also were saved in Zotero. The literature review was bolstered by review of the PIRFs completed during qualitative data collection in Phase 1, as well as review of a subset of qualitative transcripts. These materials also were divided up among HCD team members, who reviewed them individually and completed a shared Word document summarizing their findings. Based on the set of information gathered, the desk review for each country was summarized into a word document utilizing a socioecological framework. HCD teams used this data to identify key themes and data points that helped to frame and refine the HCD research question, and also to inform subsequent steps in the design process.

Building on the desk review, several members of the research team who had been more actively involved in earlier phases of qualitative analysis conducted a rapid review of an additional subset of full transcripts as well as an additional set of PIRFs from each country, and developed insights to complement the desk review findings and directly inform intervention design. While the desk review focused narrowly on each country's channel of interest to gain a specific understanding of how women engage with the various channels, this additional rapid review used a broader lens to incorporate data related to women's contraceptive decision-making (collected mainly to answer our Phase 1 research question) with the goal of providing a more holistic understanding of the context in which women will potentially interact with and use the chosen delivery channel in each country. The three researchers selected the PIRFs and transcripts for review with the goal of equally representing contraceptive users and non-users, with some over-sampling of DMPA-SC users. They then divided and assigned the PIRFs and transcripts equally among themselves, and each developed analytic memos similar to those used for the full qualitative analysis with a focus on key themes that were relevant to intervention design. The researchers met regularly during this process to discuss and consolidate findings before sharing a final draft with the individual HCD teams via email and the shared Box drive. Members of the HCD teams then discussed and provided feedback on the preliminary insights before they were formally adopted into the intervention design process.

This rapid understanding was critical at multiple points in the HCD process: first, the rapid analysis directly informed the plan to collect additional data (stage 1 of HCD), and second, the rapid analysis was directly relevant to developing and prototyping new solutions (stages 3 and 4 of HCD).

First, the rapid analysis informed additional data collection in the HCD process by quickly summarizing key themes from interviews related to each country's channel of interest (e-commerce in Kenya, community health workers in Malawi, and social communication networks in Uganda). These themes were then used to identify areas where HCD data collection needed to go further to better understand the sector-specific constraints and opportunities in each country. For example, in Kenya, a rapid analysis of the initial in-depth interviews showed a theme around respondents being open to shopping online, but also not fully trusting the online shopping experience. The articulation of this theme led the ICAN HCD team in Kenya to probe deeper into the balance between motivators and barriers to shopping online: how big of a challenge is lack of trust in e-commerce, and for whom does the benefits of shopping online outweigh the barriers to doing so?

Second, the rapid analysis informed solution development in the HCD process by helping to examine the most appropriate or effective message around contraception, messenger to deliver the message, and mode of communication for the intervention. For example, preliminary findings from the ICAN qualitative data suggested that women in Uganda trusted healthcare providers above other sources, such as friends and media, to give them reliable health information. Since the ICAN project will be developing an intervention that uses social networks to provide peer support and convey information related to contraception in Uganda, the qualitative team recommended that any intervention using social networks still employ healthcare providers in some way to convey information critical to the program's success.

Following this analysis process, stages 3 through 6 of the human-centered design process sought to create new and novel solutions to address the needs identified from our research. While we do not describe our process of solution generation in this article, we note that a core value of the HCD process is in leveraging a deep understanding of users' needs and contexts to then drive a creative process of developing a wide range of solutions and then testing and iterating to find solutions that are feasible, viable, and desirable (Brown and Katz, 2009).




4. Discussion

Through a combination of rapid and traditional qualitative analysis techniques, we were able to meet multiple objectives of a complex study and ground our human-centered design process in more robust data than is normally available for this type of intervention design work. In Phase 1 of the ICAN study, we adapted a modified grounded theory approach in three of the four ICAN study countries. The outputs from this phase were translated and transcribed in-depth interviews, a subset of transcripts that were open coded by research team members, the post-interview report forms (PIRFs) that summarized key points of each interview, and notes from qualitative analysis team meetings conducted during each data collection pause. These outputs were used during data collection to inform needed adjustments to the interview guides and all transcripts are currently under additional analysis to answer key study questions related to women's contraceptive decision-making. In addition, the transcripts and PIRFs collected during Phase 1 of the study were used in a rapid analysis process to inform the initial stages of the intervention design work conducted in Phase 2. Since human-centered design typically employs only a rapid approach to both data collection and analysis (IDEO.org, 2015), drawing on a large qualitative sample to contextualize the program design work allowed for more robust findings to feed into the HCD workstream. This gave the team greater confidence in the solutions they were developing and testing, and sets the stage for designing interventions that are more attuned to user needs and less likely to require extensive adaptation.

While using rapid analysis techniques helped our team stick to timelines and share data more efficiently across a large group of researchers, our experiences also highlight the limits of rapid analysis in a multi-faceted project carried out across a variety of settings. First, because much of the methodological literature on rapid analysis suggests bypassing the transcription process through means such as listening directly to interview audio recordings or using specialized transcription software, it presumes that interviews are conducted in a language that is: (1) familiar to the researchers; (2) legible to voice recognition software. These conditions are often not met in global health studies, particularly when working in transnational teams. In the ICAN study, all interviews were conducted in a local language and then had to be both translated and transcribed to make them accessible to researchers working across all five ICAN countries. In some cases, such as in Nigeria, even ICAN researchers based in Abuja did not speak the local languages in the chosen study settings, and had to hire and train interviewers with these linguistic skills to conduct data collection. Given the amount of time it takes to translate, transcribe and quality check interviews that often lasted 60 mins or more, as well as the amount of data under review (~60 interviews per country), a rapid review of all transcripts would not have been possible during Phase 1 of the study. Although we did not fully anticipate this challenge when we developed the PIRFs, these forms ended up being critical for quickly gathering usable data. We were then able to triangulate this data with findings from open coding of a small subset of available transcripts to develop preliminary themes and inform additional data collection.

Further, many of the studies described in the rapid analysis literature rely on relatively small, local teams. In HCD work, this is a requirement to ensure that resulting programs are tailored to local context (Melles et al., 2021). However, a significant proportion of global health studies employ researchers working across international borders. Some rapid qualitative research conducted using large teams spread across multiple locales suggests that it can be challenging due to the increased administrative burden of managing multiple teams at once (Vindrola-Padros et al., 2020), which can diminish the time savings that rapid approaches are meant to offer. We concur that managing qualitative analysis across multiple teams created a significant burden for the coordinating team at ICAN US. In addition, because researchers from ICAN US had to join many of the individual analysis team meetings for the purposes of coordination, this likely slowed down an analysis process that might have been more efficient if managed locally or in a way that allowed all analysis teams to coordinate more organically amongst themselves. To this extent, Vindrola-Padros et al. (2020) decision to allow individual teams a significant amount of autonomy may be an attractive alternative for the sake of efficiency. In addition to being efficient, it is critical that all teams have the autonomy required to respond to local conditions in a way that keeps researchers safe. This was demonstrated in our own study by the ICAN Nigeria team's decision to conduct data collection in a relatively short timeframe due to security reasons. This was also the case for numerous studies conducted in the context of the COVID-19 pandemic (Omary et al., 2020). However, we note that while autonomy is critical, cross-country analysis is an opportunity to bring teams back together to collaborate and develop analyses that are greater than the sum of their parts.

The rapid analysis literature also suggests that conducting rapid analyses across multiple sites and teams may be challenging due to the competing demands team members often face when their time is managed by multiple institutions (Taylor et al., 2018). This has certainly been the case for ICAN with most researchers based in study countries also working on other studies or tasks (e.g., teaching, administration) assigned by their respective institutions. Since the complexity of the ICAN study itself demands that many team members work on multiple project objectives, researchers have found themselves constantly trying to balance competing demands. As such, aspects of the project that are less urgent than others have sometimes slowed down or been relegated to just a few researchers due to team members' needs to prioritize and accomplish many tasks at once. For example, when reviewing and analyzing qualitative data for the Phase 2 rapid analysis only a few researchers conducted analysis of women's contraceptive decision-making, because other researchers were not available. While we were able to conduct this analysis relatively rapidly, the need to conduct rapid analysis meant that some researchers were excluded due to their limited availability. If we had been required to include all team members this would have significantly slowed the process.

Despite the multiple challenges that make rapid analysis generally more challenging in complex transnational studies and may undermine researchers' ability to conduct analysis that is truly “rapid,” we recommend that practitioners working to develop a new global health solution pair rigorous qualitative research with an HCD process. To do so, including rapid analysis of qualitative research in the process is necessary to ensure the iterative development of solutions is continually informed by data. In our project, we found that conducting in-depth qualitative research complemented the HCD process by adding rigor, and that the HCD process complemented our qualitative research by adding a focus on leveraging research to drive iterative solution development.

For studies that are able to integrate traditional qualitative analysis with rapid approaches to inform program design, we offer the following recommendations.

1. Traditional qualitative and HCD researchers should work closely together from the beginning of the study to design qualitative tools that serve multiple purposes. In our case, we used the PIRFs for both the traditional qualitative analysis, as well as our analysis to inform intervention design. These forms helped us to efficiently collect data that could immediately be used for multiple components of our study. In addition, HCD-related questions that were included in the qualitative interview guides also allowed us to gather more extensive data for this piece of the study than is normally used for HCD research, thus giving us a more substantial body of evidence on which to design programs.

2. Carefully consider implementation logistics before developing data collection tools. While the PIRFs were designed to be short and relatively easy to complete, for example, the memo templates ultimately went unused because they were too long and prescriptive.

3. Establish accessible, shared spaces to store materials. Our use of a shared Box drive made data transfer significantly easier and gave all team members both immediate and ongoing access to any materials produced in the analysis process that might inform other areas of analysis. Using the web-based platform Dedoose to code our data also facilitated data sharing and version control, and increased efficiency. Programs such as NVivo and Atlas.ti that require saving each coder's work individually and merging individual files would have required additional central management and made it more difficult for other team members to access the coded data.

4. Consider the appropriate sequencing and combination of different types of data collection and analysis to accomplish multiple objectives efficiently and well. In the ICAN study, we began with traditional formative qualitative data collection integrated with tools to facilitate rapid analysis. This gave us a set of full transcripts as well as notes to work with, both of which we were able to use for both a traditional qualitative analysis, as well as rapid analysis to inform program design.

In sum, our experience indicates that multiple factors such as linguistic and contextual differences may undermine researchers' ability to conduct analysis that is truly rapid. As global health studies become increasingly complicated and study teams often are pressed for both time and resources, some aspects of our approach may be particularly useful. Integrating traditional qualitative approaches with rapid analysis can be a highly efficient and effective way to meet multiple objectives of a complex study as long as the approach is carefully considered at the outset of the study and all team members have equitable opportunities to participate.
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Introduction: Rapid evaluations can offer evidence on innovations in health and social care that can be used to inform fast-moving policy and practise, and support their scale-up according to previous research. However, there are few comprehensive accounts of how to plan and conduct large-scale rapid evaluations, ensure scientific rigour, and achieve stakeholder engagement within compressed timeframes.

Methods: Using a case study of a national mixed-methods rapid evaluation of COVID-19 remote home monitoring services in England, conducted during the COVID-19 pandemic, this manuscript examines the process of conducting a large-scale rapid evaluation from design to dissemination and impact, and reflects on the key lessons for conducting future large-scale rapid evaluations. In this manuscript, we describe each stage of the rapid evaluation: convening the team (study team and external collaborators), design and planning (scoping, designing protocols, study set up), data collection and analysis, and dissemination.

Results: We reflect on why certain decisions were made and highlight facilitators and challenges. The manuscript concludes with 12 key lessons for conducting large-scale mixed-methods rapid evaluations of healthcare services. We propose that rapid study teams need to: (1) find ways of quickly building trust with external stakeholders, including evidence-users; (2) consider the needs of the rapid evaluation and resources needed; (3) use scoping to ensure the study is highly focused; (4) carefully consider what cannot be completed within a designated timeframe; (5) use structured processes to ensure consistency and rigour; (6) be flexible and responsive to changing needs and circumstances; (7) consider the risks associated with new data collection approaches of quantitative data (and their usability); (8) consider whether it is possible to use aggregated quantitative data, and what that would mean when presenting results, (9) consider using structured processes & layered analysis approaches to rapidly synthesise qualitative findings, (10) consider the balance between speed and the size and skills of the team, (11) ensure all team members know roles and responsibilities and can communicate quickly and clearly; and (12) consider how best to share findings, in discussion with evidence-users, for rapid understanding and use.

Conclusion: These 12 lessons can be used to inform the development and conduct of future rapid evaluations in a range of contexts and settings.

KEYWORDS
  rapid evaluation, reflections, key lessons, COVID-19, mixed methods


1. Introduction


1.1. Summary

This manuscript aims to explore how large-scale evaluations can be conducted rapidly, in tight timescales and with appropriate stakeholder engagement. We aim to show that rapid evaluations in these circumstances can be carried out to a high quality but that sometimes difficult decisions must be made to balance the needs of rapidity with those of scope, rigour, time, and resources.

We begin with a summary of what this manuscript adds to the evidence. We then outline why rapid methods were needed within an evaluation of COVID-19 remote home monitoring services and reflect on key lessons in conducting rapid evaluations.



1.2. Background
 
1.2.1. Why were rapid methods needed within this evaluation?

The COVID-19 pandemic was an unprecedented global event that impacted on and changed the delivery of healthcare services in England and internationally (Hutchings, 2020; Leite et al., 2020; National Health Service, 2020; Oxtoby, 2021) (e.g., healthcare appointments were cancelled or delivered remotely and parts of the workforce were redeployed).

COVID-19 was responsible for millions of hospitalisations and deaths worldwide (Al-Tawfiq et al., 2020; World Health Organisation, 2021). Individuals with COVID-19 sometimes develop “silent hypoxia,” where they have dangerously low oxygen levels but without breathlessness (Greenhalgh et al., 2021). This resulted in patients being admitted to hospital with advanced COVID-19, thus requiring invasive treatment, potential admission to intensive care, and poorer outcomes than if they had been admitted sooner (Alaa et al., 2020; Mansab et al., 2021).

COVID-19 remote home monitoring services were developed internationally at the start of the pandemic to address this clinical concern (Annis et al., 2020; Ford et al., 2020; Karampela et al., 2020; Kricke et al., 2020; Nunan et al., 2020; O'Keefe et al., 2020; Thornton, 2020; Hutchings et al., 2021; Margolius et al., 2021; Vindrola-Padros et al., 2021c). In England, services were rolled out nationally by NHS England and Improvement (NHSEI). Within these services, patients were given pulse oximeters and asked to regularly record and submit oxygen levels and other symptoms to a team of administrators and clinicians via digital technologies or over the telephone. Patients were then escalated for further care if necessary (National Health Service, 2021a,b). For an infographic of the service, please see (Nuffield Trust, 2022a).

There was a need for rapid, real-time evidence and learning to support the scale-up and roll-out of remote home monitoring services, in order to respond to the pandemic. Early evaluations of COVID-19 remote home monitoring services in England had provided some evidence on areas such as safety, effectiveness and implementation (Bell et al., 2021; Clarke et al., 2021; Vindrola-Padros et al., 2021b). But there was a need to understand more fully the impact and cost of services, and staff and patient experiences of services, with a view to inform scaling up service delivery and national roll out.

Three studies (see Beaney et al., 2021, 2022; Lloyd and Parry, 2021; Pariza and Conti, 2021 for details of the other two studies) were commissioned to collaboratively conduct evaluations of COVID-19 remote home monitoring services. Within this manuscript, we focus on one of these evaluations, conducted by two rapid evaluation teams: National Institute for Health and Care Research (NIHR) Rapid Service Evaluation Team (RSET) (Nuffield Trust, 2022b) and NIHR Birmingham, RAND Europe (a not-for-profit policy research organisation) and Cambridge Evaluation (BRACE) centre (University of Birmingham., 2022). These centers were commissioned in 2018 to conduct rapid evaluations of healthcare services. BRACE and RSET aim to evaluate new ways of providing and organising care, including impact, cost, implementation and experiences, and to provide lessons for the NHS and care provision (Nuffield Trust, 2022b; University of Birmingham., 2022). The two centers are organised for rapid working as they have multi-disciplinary core teams with standing advisory and public patient involvement groups, with the ability to draw in wider research support or expertise where needed. Since 2018, RSET and BRACE have conducted numerous rapid evaluations of healthcare and social care services (Nuffield Trust, 2022b; University of Birmingham., 2022).



1.2.2. Summary of the evaluation

The evaluation was comprised of three distinct, but closely linked, studies (Phase 1, Phase 2 and care homes study). The Phase 1 findings were used to inform service improvements and national roll-out of services. Research questions and a summary of methods for each phase of the evaluation are outlined in Table 1. Findings from the Phase 1 study (Fulop et al., 2020; Vindrola-Padros et al., 2021b,c), Phase 2 study (Crellin et al., 2021; Fulop, 2021; Walton et al., 2021; Fulop et al., 2021; Georghiou et al., 2022; Herlitz et al., 2022; Sherlaw-Johnson et al., 2022; Sidhu et al., forthcoming a) and care homes study (Sidhu et al., forthcoming a, forthcoming b) have been published elsewhere.


TABLE 1 Research questions and a summary of methods for each rapid evaluation phase.
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1.3. Literature review and how this manuscript adds to the evidence base

Previous research has outlined what rapid evaluations are, their features, benefits and some of the factors that may support and challenge them (Smith, forthcoming; Vindrola-Padros et al., 2021a; Norman et al., 2022). Important elements of rapid research include: using large multidisciplinary evaluation teams to enable parallel data collection and analysis; different layers of analysis depending on purpose (high level vs. in-depth); feedback loops to share findings while the study is ongoing; building relationships quickly with stakeholders; and piloting data collection tools (Vindrola-Padros et al., 2021a). However, some of the challenges of rapid research include balancing cost and time with rigour and scope and the quality of data (Vindrola-Padros et al., 2021a; Norman et al., 2022).

Building meaningful relationships and coproducing evaluations with key stakeholders are key elements for the development of service innovations and evaluations (Arnstein, 1969; Chouinard and Milley, 2018; Djellouli et al., 2019), with evaluators providing expertise on the methods and process and stakeholders providing context and service specific knowledge (Chouinard and Milley, 2018). A review of stakeholder engagement identified several reasons why stakeholders should be involved in research, including: empowerment, capacity building, increasing the relevance and use of findings and ensuring sensitivity to the specific context (Chouinard and Milley, 2018). Existing evidence highlights that evaluators should identify who should be involved in evaluations, depending on the purpose of the evaluation, and that a range of different stakeholders should be included throughout the process (Chouinard and Milley, 2018). Studies have also highlighted examples of strategies that can be undertaken to engage stakeholders in evaluations, including: the involvement of patient co-investigators, stakeholder advisory boards, patient and public involvement (Kearney et al., 2021); being inclusive; focusing on governance and process management processes; organising gatherings, large-scale events and using creative methods (Chouinard and Milley, 2018). However, findings indicate that it is important to build mutual respect and trust, ensure capacity building, empowerment and ownership, and consider accountability and sustainability of partnerships (Cargo and Mercer, 2008). Within evaluations, tensions between coproducing evaluations and maintaining critical distance, for example designers and implementers of innovations may understandably desire evaluation findings to be positive (Dixon-Woods, 2019). Therefore, maintaining critical distance within any evaluation requires open and frequent discussions regarding the independence of the research and what that means (e.g., findings being published following peer review).

Whilst previous research has highlighted the importance of coproduction and provided examples on how to achieve coproduction during evaluations, further learning is needed on approaches to stakeholder engagement during rapid evaluations, during which the time to build, maintain and sustain relationships is scarce. Additionally, to the authors' knowledge, little research has focused on practical considerations for conducting rapid evaluations, such as project management and administrative support.

This manuscript extends previous evidence by: (i) providing reflections on the process and experience of undertaking rapid evaluation in political and pressured circumstances, and (ii) contributing learning from a large-scale rapid study on how to mobilise mixed-methods rapid evaluations of health care services. Twelve key lessons are outlined which can be used to inform the development and conduct of future rapid evaluations within a broad range of contexts and settings.




2. Reflections on conducting rapid evaluations

Reflections on conducting rapid evaluations of healthcare services are organised according to five stages of the research process: (a) Convening the team, (b) Design and planning, (c) Data collection and analysis of site data, (d) Collection and analysis of national data, and (e) Dissemination. However, we acknowledge that rapid research often does not follow a linear process, and within this evaluation many of these steps coincided or took place in parallel. Figure 1 shows a summary of what worked well and challenges we experienced within each of these five stages.


[image: Figure 1]
FIGURE 1
 A summary of the things that worked well (denoted by ticks) and challenges (denoted by crosses) when conducting these rapid evaluations. Note: Some aspects were identified as both strengths and challenges [denoted by asterisks (*)]. For example, capacity of the team was both a strength (having a number of researchers providing a percentage of their time to the evaluation meant that we had a larger team) and a challenge (due to having a large number of team members, it was difficult to anticipate how much time each member of the team was needed for the evaluation).



2.1. Convening the team rapidly
 
2.1.1. A large and multidisciplinary study team

One of the aspects that worked well within this evaluation was our ability to rapidly mobilise a team which included senior leadership, a project manager and a large number of researchers with capacity to deliver the evaluation. The evaluation was conducted by a large team of researchers from NIHR RSET and NIHR BRACE (Phase 1 included 10 team members, Phase 2 included 15 team members and the care home study included 10 team members), from universities and other research organisations. This pre-existing structure of the two rapid service evaluation teams (NIHR RSET and NIHR BRACE) enabled rapid construction of the project team. The project principal investigator was able to quickly mobilise a multi-disciplinary study team that had expertise in different methods. Team members were selected to ensure that the research team had a broad range of skills and expertise and were from many different disciplines (including data analysis, statistics, sociology, applied health research, health psychology, health economics and project management), and were experienced in conducting politically sensitive, large, mixed-methods evaluations of healthcare services. Team members ranged in seniority from (in academic terms) professors to postdoctoral researchers and research fellows.

The development of the team structure was guided by the rapidity and scope and scale of the evaluation. For example, we began Phase 1 with a smaller team and then expanded the team as necessary once we knew we needed to conduct a larger rapid study. As we needed to rapidly collect large amounts of qualitative data from over 25 sites, the Phase 2 evaluation included multiple qualitative researchers (n = 7) who worked as a team to collaborate with external providers, collect and analyze data. The COVID-19 pandemic facilitated the rapid development of our team as some team members had increased capacity to dedicate to this evaluation, due to some other research projects having been paused. Additionally, the research team closely worked with external collaborators (e.g., national stakeholders and local sites) to ensure the success of the evaluations.



2.1.2. Appropriate leadership and project management support

Hands-on management (including principal investigator and project manager leadership and expertise) was needed to support the robust and timely collection and analysis of a large amount of data over a short period of time.

It was important to have support and leadership from an overall principal investigator who had oversight of the whole study and how the different methods fit together, and who kept in active contact with senior members of the evaluation team. The principal investigator needed to skillfully put mechanisms in place to ensure a coordinated and aligned approach. These mechanisms included: attending all project meetings, supporting researchers leading each component, managing each team member, negotiating roles and responsibilities within each sub-group as appropriate, liaising with the wider RSET and BRACE evaluation teams, sharing learning across the three evaluations, developing and managing relationships with external stakeholders, and raising the profile of the study.

Additionally, it was integral to have project management support for many tasks throughout the study. Within the evaluation, project management was provided by a designated project manager instead of researchers. Examples of these tasks included: planning team members' roles, responsibilities, and time commitments on the project, ensuring that the project met internal and external deadlines, planning and arranging a substantial number of meetings for the project each week (including internal team meetings and external stakeholder meetings), constantly reviewing timelines and tasks to ensure that the project was running to time, liaising efficiently with a large number of research project sites and arranging surveys to be printed and distributed.

It is our view that rapid evaluations require more principal investigator and project management time than non-rapid evaluations due to the rapidity of the work, the size of the team, complexities of stakeholder engagement, and the need to balance rapidity and rigour and maintain momentum.

As with any large team, clear but distributed leadership was integral to the success of the evaluation. Within the evaluation, the principal investigator was responsible for leading and managing the overall programme of research, ensuring triangulation of findings and being the point of contact for the funder and national stakeholders. However, day to day leadership was shared amongst the wider team to ensure the success of different aspects of the evaluation. For example, within the Phase 2 study, the quantitative aspects were led by the quantitative researchers, health economic aspects led by the health economist and the qualitative aspects (including ethical approval) were led by one of the qualitative researchers. Within the qualitative workstream, each site had its own research lead and each topic of analysis had a lead researcher. This model of distributed leadership was appropriate in ensuring that each aspect had dedicated commitment to ensuring that it was delivered rapidly and efficiently, ensured that the evaluation succeeded and helped to ensure clear responsibilities and accountabilities.



2.1.3. Clear ways of working together

Whilst this specific team had not worked together before, team members were able to quickly familiarise with each other and mobilise to deliver on this evaluation; supported by the regular weekly online team meetings, clear communication channels (e.g., email, online weekly meetings) and shared values (helped by some team members having worked together previously). Individual researchers were assigned to lead on specific work elements through discussion and agreement in team meetings, ensuring that each component of the evaluation received the time and attention that it required to succeed. There were clear processes outlined for all researchers to follow (e.g., regarding communications to sites, and data collection processes), in order to ensure consistency. Weekly, online team meetings also helped to provide team members with mutual moral and practical support and ensure that the experience was a positive one (particularly as rapid evaluations can be demanding, especially for key individuals involved).



2.1.4. Capacity of team members

Unlike longer-term research studies, rapid studies often end up with researchers providing a percentage of their time to the study rather than one or two dedicated research fellows. This often meant that researchers were juggling several other rapid evaluations at the same time.

There were some challenges relating to difficulties anticipating how much time would be required for each member of the team to conduct the evaluation, continuity of team members and changes in capacity and circumstances. For example, some new team members joined the study for Phase 2, and some additional team members were involved with the care home study. This was challenging as it meant that everyone had slightly different awareness and knowledge about the study initially and needed to be rapidly inducted in the ways of working and project progress so far. However, the overlap of other team members, and the involvement of some team members in all three evaluations, and clear oversight from the project manager, ensured continuity and meant that everyone was able to get up to speed quickly. There were also times when researchers' capacity changed i.e., during times of parental leave, and so the team had to adjust roles and responsibilities to ensure that all aspects of the evaluation were covered, and momentum was maintained. Some of the characteristics of our team that facilitated this rapid evaluation included our rapid evaluation teams having access to a wider pool of researchers that could be drawn on and brought in as necessary, team members being flexible, able to juggle multiple priorities, able to communicate effectively within the team, and willing and able to make rapid decisions; with encouragement and enablement from the principal investigator and project manager.



2.1.5. Establishing a wide network of external collaborators

Within these evaluations, there was a large amount of engagement with external collaborators (see Figure 2 for the groups that we engaged with to design and deliver the study and/or engage as participants).
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FIGURE 2
 Summary of external stakeholders who engaged with the team.




2.1.6. Strong relationships with stakeholders

The remit of this evaluation was guided (and partly funded) by wider stakeholders, with external clinical collaborators identifying the need for the study early in the pandemic. External collaborators were highly motivated and keen to support the evaluation, and the project was designed with strong collaborations in mind. Stakeholders were motivated to support the evaluation as they were involved in the development and running of the service. Further, stakeholders were keen to build the evidence-base on COVID-19 remote home monitoring services to ensure that they were providing high quality care for COVID-19 patients. Stakeholders also wanted evidence to inform the delivery of future remote home monitoring services within the NHS. In rapid evaluations, there is less time to develop stakeholder relationships, but relationship-building can be facilitated early on by listening to and showing understanding of stakeholders' needs and ensuring these are reflected (as far as possible) in the evaluation. For example, a key focus on exploring inequalities was identified during the evaluation and we adapted our protocol to ensure that this was covered within the evaluation (e.g., within qualitative data collection instruments and amending planned data analysis to include sub-group analysis).

Due to the experience and expertise of the evaluation's principal investigator, some of these collaborations were initiated by the external collaborators (e.g., the Clinical Advisory Group) which comprised individuals with expertise in developing and running COVID-19 remote home monitoring services. The evaluation team also engaged learning networks—networks of local providers and regional and national policy makers who come together to share learning about the development and running of services—which had been set up to support the delivery of services. However, many of the external collaborations were developed during the project, for example, relationships with policy teams, clinical teams, and participating organisations such as associations of care homes.

Given that we planned to conduct primary data collection with staff and patients, we needed to ensure that staff and patients were involved from an early stage to develop an evaluation that would be feasible to implement in practise. However, the rapidity and novelty of the service made it challenging to build a specific public and patient involvement panel that included individuals with experience of COVID-19 remote home monitoring services. Therefore, if studies are to be delivered at speed, there is a need to have pre-existing networks or advisory groups established that can be consulted for rapid advice. We drew on some of our pre-existing structures for this evaluation, developing a Patient and Public Involvement (PPI) panel comprising members from NIHR RSET and NIHR BRACE's PPI panels and these individuals provided advice and feedback at all stages of the project through workshops. Additionally, we sought to obtain additional feedback on study data collection tools from members of the public, with the intention of drawing on experiences of those living with COVID-19. A limitation of drawing on pre-existing networks is that involvement may not include individuals with the exact expertise or experience of the evaluation topic (e.g. those receiving COVID-19 remote home monitoring services).

Relationships with stakeholders were maintained by holding regular meetings, being open and honest about expectations and agreeing what research questions could be answered as part of a rapid evaluation conducted during a period of international crisis, and sharing findings with stakeholders in formats appropriate to them throughout the evaluation.

Within the evaluations, stakeholders were continually engaged and motivated, perhaps due to the urgent nature of COVID-19. Additionally, we sought to avoid stakeholder fatigue by collaborating with national and local stakeholders to find out appropriate and undemanding ways of engaging them within our study, sharing findings and discussing the study with them.



2.1.7. The importance of maintaining independence

As with non-rapid studies, there is a need to balance engaging stakeholders through building trust, whilst maintaining the independence of the research. Maintaining independence when evaluating healthcare services can be challenging due to optimism bias of programme designers/implementers (Dixon-Woods, 2019). As with non-rapid studies, researchers need to navigate sharing potentially “less desirable” findings arising from evaluations and retain their independence throughout the evaluation. This may be particularly important in rapid evaluations in which the topic and findings may be potentially politically sensitive—e.g., because there may be an understandable organisational or political desire for evaluation findings to be positive—and there has been less time to develop relationships. Therefore, these discussions should take place as soon as possible within rapid evaluations.




2.2. Design and planning
 
2.2.1. Building scoping work and phased approaches into design

Our study was intentionally phased in design (beginning with Phase 1 to inform Phase 2 and then being extended to care homes). The Phase 1 study was co-designed with our clinical advisory group and communities of practise set up to support and share learning between those leading and delivering the service. It was also informed by a 4-week scoping exercise which included an initial scoping of the literature, discussions with a small number of sites, documentary analysis, understanding what data were being collected and how they were being used, and discussions with external stakeholders.

The focus on scoping early on, and the phased evaluation approach, helped with the design and development of later stages of the study (including shaping goals, aims and methods of later stages). For example, Phase 1 in and of itself could be seen as an extension of the scoping work. Additionally, conducting a scoping process revealed that relevant literature was scarce on the use of pulse oximeters in care homes, especially when this sector was adversely affected by COVID-19, and identified evidence gaps. This motivated the care home evaluation team to plan expert interviews to find out more about pulse oximetry in care homes, and work with locally set up remote home monitoring models.



2.2.2. Designing feasible protocols for rapid evaluation

We developed the protocols for each of the phases within the evaluation, building on the scoping process and learning from previous phases. The protocol for our Phase 2 study built on our learning from Phase 1, specifically the need to focus on outcomes and patient experience, and informing the sampling approach, and was developed with input from our Clinical Advisory Group and other research teams working in the area. The protocol for the care home extension to the evaluation drew on the Phase 1 and Phase 2 protocols. The protocols were developed by the whole team involved in the evaluation but with individuals taking the lead on different workstreams depending on their skills and expertise.

When planning each stage of the evaluation, we carefully decided on our methods and the scope and scale of each study depending on the timescales of each stage. For example, in Phase 1 we did not include patients due to the timescales needed to obtain the necessary approvals and plan and collect data. Additionally, in the care home study we did not include residents, for various reasons including: logistical challenges collecting data, rapidly ensuring residents' capacity to share views and experience, difficulties collecting data remotely due to sensory (visual/hearing) or speech impairments, lack of feasibility of methods such as in person interviews or non-participant observations (given the pandemic restrictions), and the need to carefully pilot data collection tools. This demonstrates the trade-offs between rapidity and the scope of evaluations.

We designed a methodology for the effectiveness evaluation that would use data we anticipated would be possible to obtain rapidly or where existing arrangements were already in place: existing national datasets, aggregated public health and service data, and patient-level hospital data (which we held and had existing permissions to use through an existing contract with the NHS). We steered away from planning to use new patient-level data on the use of COVID-19 oximetry services, as these data would take longer to become available. Our intention was to provide emerging findings that would add value to the service before the more robust analyses using patient-level data were available. Our analysis approach was to use aggregate level data at an area level: relating mortality and use of hospital resources to the level of enrolment to the programme within the area. Similar methodological approaches were used to evaluate the effectiveness of COVID-19 virtual ward services (for those discharged early from hospital).

When developing the protocols and designing the evaluations, there were many uncertainties (e.g., the service and accompanying documentation were rapidly evolving, lockdown restrictions were changing rapidly and the quality of service data was uncertain), therefore the team needed to build flexibility into the research proposal and ethics application. Examples from our study included offering sites flexibility in the method that they used to recruit participants, and offering both online and paper surveys (the latter using freepost envelopes). The team also had to be flexible in iteratively developing the protocol and data collection approaches to take changes to the COVID-19 remote home monitoring national programme (National Health Service, 2021a) into account (e.g., changes in eligibility criteria and terminology used). We were also unsure about exactly what the data being collected by the new services was going to look like (e.g., what level of detail would be recorded), so we had to be flexible regarding the type of economic analyses that we would be using. Additionally, it was difficult to anticipate the exact focus of all of our analyses, as some became necessary/feasible only part way through the analysis (e.g., findings relating to inequalities and implementation in comparison to national standard operating procedures).



2.2.3. Navigating study set up processes

The evaluation was identified as a priority by NIHR during COVID-19, which facilitated the speed of ethical approvals, set up, data collection and subsequent amendments (needed due to ever changing COVID-19 restrictions and evolving nature of the service). However, even with fast-track approval processes, we still encountered delays in local governance approvals (e.g., getting study sign-off at each of the 28 Phase 2 sites). Additionally, it took time to gain access to sites and communicate with gatekeepers who were understandably prioritising clinical issues.

What worked well when setting up the study was: distributing responsibilities for following-up different sites among the research team, asking for support from university departments, engaging local research and development offices at participating sites, and requesting support from Clinical Research Networks, which can provide practical data collection support for researchers in England.



2.2.4. Clear roles and responsibilities facilitating set-up

Within the team we set clear roles and responsibilities. Different team members took the lead on different topics. For example, for Phase 2, we had two team members working on the effectiveness aspect, three members working on the cost analyses and a larger team of researchers working on the qualitative workstreams. For the qualitative workstreams, having lead researchers for different study sites ensured that researchers had time and capacity to follow up local approvals with their sites. However, this may also add a risk if researchers are unexpectedly unavailable. It was important to ensure good communication between leads and to have back-up plans in case of issues. Within rapid studies, flexible team working and strong communication between team members are vital in case people's work needs to be covered at short notice (and where pausing an element of a study is not feasible due to time constraints).




2.3. Data collection and analysis of site data (interviews, surveys, cost)

Across the three phases in the evaluation, we rapidly collected a large amount of data directly from sites (see Table 2).


TABLE 2 Summary of primary data collected across the three evaluations.
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To illustrate how data were collected and analysed, and to give an example of how feedback informed the findings within our study, Figure 3 demonstrates the data collection and analysis process for the Phase 2 COVID-19 remote home monitoring evaluation.
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FIGURE 3
 Data collection and analysis processes, together with feedback loops for the Phase 2 evaluation.



2.3.1. External support

Support from our wider networks and external stakeholders facilitated data collection. For example, we presented at national and local meetings, and this enabled us to recruit a sufficient number of sites for the Phase 2 project. Support from the Care Quality Commission and from associations of care homes enabled national distribution of the care home survey. In Phase 2 of the main study, each of the sites had members of staff who took a coordinating role and were crucial in supporting with the recruitment of patients, carers and staff for interviews and sent out surveys. The evaluation was mutually beneficial as we provided sites with summaries of feedback from the patient survey. Similarly, for the care homes study, many social care organisations facilitated survey recruitment by sending out surveys and encouraging responses from care homes and the Care Quality Commission provided a link to the survey in their fortnightly newsletter to all registered care homes, which meant that we could achieve 100% coverage rapidly and at low cost. Without motivated and driven stakeholders, who were passionate about finding out whether services were working and benefitting patients, the evaluation would not have been successful.



2.3.2. Team-based approach

Our team-based approach for data collection meant that we were able to rapidly collect interview data across multiple sites. All lead researchers were responsible for conducting an initial scoping meeting with service leads at their sites, liaising with study coordinators regularly regarding recruitment, data collection and response rates. This approach helped us to understand the processes of each site in a thorough way and build relationships.



2.3.3. Time and resources

Time and resources were a challenge for our rapid evaluations. Managing recruitment and data collection across a large range of sites was time consuming and required a large team and access to resources, for example, the ability to print and deliver large numbers of paper surveys and return envelopes. One challenge we accounted was that we did not know how many paper survey responses to expect, and consequently what level of resource would be required for physically collecting surveys and entering the data from them into the system. This uncertainty also placed additional demand on the resources and time that NHS staff needed to mail out surveys.



2.3.4. Contextual factors—The role of technology in enabling rapidity

We had to overcome challenges resulting from government restrictions in response to the pandemic, for example, during lockdown researchers were unable to travel into the office to access postal survey responses. We used technology to collect data wherever possible, including using Microsoft Teams, Zoom and telephone for interviews, and conducting electronic surveys with staff, patients, and care homes, and providing electronic information sheets and consent forms wherever possible. We were mindful though that not everyone can access electronic materials, and so we also allowed for paper-based patient surveys (with freepost envelopes) and provided the option for information sheets and consent forms via post where needed. Having access to REDcap (an online survey tool), which was linked into the university's secure survey platform, supported rapid data collection. The online survey took time to set up initially but then sped up data collection and analysis. Additionally, conducting interviews remotely enabled more rapid data collection of interview data, as we were able to conduct multiple interviews in a short space of time, without the need for travel for researchers, or unnecessary disruption to participants' clinical or operational work.



2.3.5. Representation

Although we developed our study to ensure wide representation, as with many other studies, we had challenges recruiting a wide range of participants, we experienced low response rates on surveys, and we found it difficult to recruit patients and carers to interview who did not receive the service or had disengaged from the service. Our participants were under-representative of some groups, e.g., some ethnic minority groups, despite using strategies to increase representation (e.g., paper surveys and translated surveys). Whilst surveys were available in six languages other than English, there was no uptake of these translated surveys. Further strategies could have been taken to ensure representation, such as including summaries of the study in different languages, to allow participants to request the survey or interviews in another language, or working with specialists to ensure representation of groups that were not represented within our sample (Farooql et al., 2018). However, due to the rapid timeframe of our study (< 6 months for data collection within Phase 2), we were unable to achieve this. Challenges associated with achieving representation were considered during analysis and dissemination.



2.3.6. Triangulation

We were able to triangulate data across different workstreams and different evaluations to provide a comprehensive as well as rapid picture of the development, coverage, implementation, effectiveness, and cost of remote home monitoring services for COVID-19. For example, we were able to use qualitative findings to help interpret our findings relating to cost and effectiveness (e.g., reasons for low enrolment rates and the large variation in service implementation). Additionally, we were able to compare and contrast findings from across different phases (e.g., the finding that services differed markedly across the country was supported by findings from the scoping review and the implementation study from phase 1).



2.3.7. External stakeholder engagement

Throughout the analysis phase, we held workshops with external stakeholders to discuss and shape analysis and to provide formative feedback. This helped us to share findings rapidly throughout the analysis process, refine and ensure validity of our analysis, and discuss any potentially challenging or ambiguous findings early on in the process.



2.3.8. Team-based analysis

Team based analysis was crucial for rapidly analysing the large amount of site data produced within this study. We held regular meetings and workshops with the whole team to discuss and shape interpretations of findings. Having a large team of 7 qualitative researchers within the Phase 2 remote home monitoring study enriched data analysis, as different researchers (together with a sub-team of 2–3 researchers) were able to take the lead on “deep dives” of different analysis topics, including patient experience, inequalities, workforce, technology and implementation. Different members of the team took responsibility for addressing different research questions, and each lead researcher then worked with a smaller team of researchers to conduct the analysis and write up emerging findings. Despite sub-teams taking the lead on specific analyses, all researchers had the opportunity to contribute to the analysis and share comments. This meant that other researchers were able to pick up and continue analysis when researchers were unavailable or busy with other work. Using a team-based approach also enabled us to get to the findings more quickly, as our approach involved regular cycles of collective sense-making and interpretation, rather than the traditional linear (transcribe, code, individual analysis, mapping/charting of findings) approach. Therefore, without a team-based approach, it would have been difficult to conduct the analysis within a rapid time frame.



2.3.9. Use of rapid methods

We used rapid assessment procedures (Vindrola-Padros et al., 2020) (tools and forms used to rapidly capture key findings from different data sources) to analyze qualitative interview data. Using these forms, we highlighted summary findings from each data source for each site. This enabled us to draw the findings together from across different types of interviewee (e.g., different types of staff, or patient/carer interviews) much more quickly, thus arriving at our interim findings much more quickly. Some team members had prior experience of working with rapid assessment procedure (RAP) sheets and consequently knew that they would be appropriate within the rapid timescale. Within the evaluation, we used RAP sheets to add notes and summaries of findings from different interviews for each site. We then coded the findings inputted into the RAP sheets and developed themes and sub-themes (Vindrola-Padros et al., 2020). This worked well as it enabled us to make note of key findings throughout the data collection process, share key findings between ourselves, and conduct analysis rapidly. However, we found it challenging at times to get the right balance of detail of information inputted into RAP sheets (with different researchers inputting different levels of detail). This at times made it necessary to go back to the transcripts for clarification or conduct further analysis.

For Phase 2, we were able to use a layered approach to analysis: high level rapid findings then followed by in-depth deep dives. For example, from the high-level analysis using the RAP sheets, the team was able to identify emerging issues that warranted further investigation. Once we had identified the issues warranting further investigation, we went back to the “raw” data (via coding transcripts) to explore these issues. Given the large team approach, we were able to do this within the rapid timeframe, strengthening the analysis.

Whilst the qualitative parts of the study drew on theoretical frameworks and previous literature, we took a layered approach to analysis. Therefore, the analysis was not entirely structured around these frameworks. Initial analyses were informed by empirical literature, but then we applied different and appropriate theoretical frameworks in the various in-depth analyses which followed. This was in part due to the rapid timeframe, evolving nature of the focus of the evaluation and because we did not specify how these frameworks would be used when rapidly developing the protocol. There is scope for further research into how theoretical frameworks can efficiently be used in rapid evaluations; as this reflection is consistent with previous research which indicates that the use of theoretical frameworks is often limited in rapid evaluations (Vindrola-Padros et al., 2021a).




2.4. Collection and analysis of national data

To assess the effectiveness of the services, national data on what was known about the delivery of COVID-19 oximetry services was combined together with data on COVID-19 incidence and mortality, and routine hospital data (Georghiou et al., 2022; Herlitz et al., 2022). The hospital data came from Hospital Episode Statistics (HES) and was the only source used that was at patient level. We already had access and permissions to use the hospital data for NIHR RSET evaluations, and we also set up data sharing agreements with Public Health England and NHS Digital to allow us to use aggregated data that were not publicly available. Two data collections relating to implementation of the service were new: one reported numbers of people enrolled on the remote monitoring programme in the community and the other reported the numbers of patients discharged to remote monitoring after a hospital stay. Throughout the Phase 2 study, we attended weekly evaluation data meetings with the NHS and all the evaluation partners; these helped us to coordinate plans, understand the new datasets being collected, and to gain rapid access to them.

Because we were using aggregated data and could not follow individual case histories, we had to make a number of assumptions, for example, about the time lags between the initial diagnosis of COVID-19, enrolment to the oximetry programme and outcomes (admission to hospital or death). Any uncertainty that resulted from this was explored with sensitivity analysis whereby we investigated the relative impact of changing these assumptions.

This evaluation indicates that it is possible to use aggregated data rapidly to evaluate services (with caveats) and, while there are risks with relying on new, bespoke data collections for rapid evaluations, simultaneous site-level collections can help to validate new data collections where quality and completeness of data are uncertain.



2.5. Dissemination

Throughout the project, we consulted with stakeholders on how best to share findings which would allow them to quickly make sense of them and apply these findings to the development of the remote home monitoring services in the most impactful way. Channels for disseminating research findings were discussed with stakeholders (national and local) throughout the study to ensure that findings were presented in a format that was most useful to relevant stakeholders and target audiences. Agreed dissemination methods included providing formative feedback to stakeholders through meetings and analysis workshops, the use of slide packs to share emerging findings. These methods were complemented by other methods (including formal written reports).

Dissemination channels included:

- Peer reviewed journal articles and preprints (Crellin et al., 2021; Greenhalgh et al., 2021; Vindrola-Padros et al., 2021b,c; Walton et al., 2021; Georghiou et al., 2022; Herlitz et al., 2022; Sherlaw-Johnson et al., 2022; Sidhu et al., forthcoming a).

- Slide sets (Fulop et al., 2020; NIHR Rapid Service Evaluation team, 2021; Imperial College London, 2022).

- Final reports for the funding body (Fulop et al., 2021; Sidhu et al., forthcoming b).

- Blogs/news articles (University College London, 2020; Vindrola et al., 2020a,b; Sidhu, 2022; Walton and Fulop, 2022; Yahoo! Finance, 2022).

- Videos (NIHR BRACE, 2022).

- Infographics (NIHR BRACE and NIHR RSET, 2022; Nuffield Trust, 2022a).

- Presentations of interim and final findings to policy, clinical and academic audiences.

Sharing interim findings throughout the project has been beneficial in ensuring that the findings can be useful to stakeholders and used to inform future service developments. Findings from Phase 1 were used to inform the decision to nationally roll out services. Findings from all three phases were disseminated widely. A lot of our dissemination was enabled by existing relationships with external stakeholders and by the team being visible and involved in national, regional, and local networks or events. Producing a wide range of different dissemination outputs ensured that our findings reached a range of audiences.

One challenge was balancing time and resources with dissemination, as producing interim findings and outputs for a wide range of audiences can take time and can take away from producing outputs such as peer reviewed publications. However, this was balanced by implementing a publication strategy (i.e., scheduling papers and outputs, with lead author teams, in parallel with the final report). This publication strategy enabled us to produce outputs in a timely manner, ensured that the team had clear goals and deadlines in relation to different dissemination activities, and that each dissemination output had someone leading on it. However, gaining feedback on draft outputs from a large range of stakeholders involved in the evaluation does take time and may risk delaying final outputs. Given the time involved in disseminating findings in different ways, we prioritised dissemination to ensure that stakeholders and funders received interim findings prior to more formalised publications.




3. Key lessons

Drawing on these reflections, we have developed twelve key lessons for researchers and commissioners to consider when conducting large scale rapid mixed-methods evaluations of healthcare services in future (see Table 3). Lessons are grouped into four themes: (i) rapidly working with stakeholders, (ii) feasibility of rapid evaluations, (iii) rapid methods and (iv) team characteristics and management for rapid evaluations. Below, we discuss potential challenges associated with each recommendation.


TABLE 3 Key lessons for conducting rapid evaluations of healthcare services.
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3.1. Rapidly working with stakeholders
 
Lesson 1: Building relationships with external stakeholders rapidly is challenging—Find ways of building rapport and trust quickly

Rapidly building relationships with a range of external stakeholders (including policymakers, those involved in developing and delivering the service nationally and locally, research departments, and patients and/or carers) is crucial to the success of a rapid evaluation. Yet, building relationships with external stakeholders rapidly can be challenging. Researchers working on rapid studies should see relationship building as a key activity and invest time in it throughout the study, even if it may seem to slow down the pace of the study. Some ways of building rapport and trust quickly include: consistently showing up to meetings to demonstrate commitment to show this is our priority as well as theirs; showing that the research team understands the stakeholder's priorities and concerns; listening to their advice; being flexible; delivering outputs on time; sharing early thoughts on the proposed design of the study; and promptly sharing study findings.

Building trust must be balanced with the need to make explicit the objectivity of the research team and a distinction between being answerable to funders but remaining aware of the interests and priorities of policy makers. The need for critical distance and researcher independence should be agreed upfront and maintained throughout the project. For rapid studies, it is particularly important to have open and honest conversations with stakeholders to agree ways of working (e.g., how often will you meet), to discuss and agree on terminology, and about expectations and the independence of the evaluation, is critical to ensure that all parties of the evaluation know what to expect and their role within it. As with all evaluations, it is important to obtain sign up from stakeholders and evidence users regarding the independence of the findings and that findings will be published following peer review, regardless of the direction of findings. However, within rapid evaluations, these relationships need to be built more quickly. Independence and critical distance are facilitated by the receipt of independent research funding.

Within rapid evaluations, it is important to be clear on who liaises with external stakeholders to ensure efficiency and rapidity of collaborations. For example, within the COVID-19 remote home monitoring study, the principal investigator was the main point of contact with national stakeholders (policymakers and funders). Meetings were attended by the principal investigator and lead researchers. All the local sites taking part in the study had a lead researcher who was their primary contact and who met with them to discuss the study. Two researchers were responsible for liaising with the patient and public involvement panel throughout the evaluation.




3.2. Feasibility of rapid evaluations
 
Lesson 2: Consider the needs of your rapid evaluation and the resources that will be required

Due to the compressed nature and the need to work to stipulated (often short) timeframes, rapid studies are not necessarily “cheap”! Large-scale rapid evaluations can be resource intensive, requiring more researcher time and hence more funding than initially expected. It can be challenging to fully anticipate upfront exactly how long certain activities will take (e.g., setting up research sites locally), and how many resources will be needed. It is important to allocate sufficient time and resources to ensure that the evaluation is completed in the desired timeframe.



Lesson 3: Rapid studies need to be highly focused, and scoping work is critical for making decisions about what to include (and what not to include) and which approaches to adopt for both qualitative and quantitative analyses

This manuscript, together with previous research (Vindrola-Padros et al., 2021a), highlights that scoping work is key to any rapid evaluation. Scoping work and/or phased designs help to identify the context and support the development of a protocol that can be feasibly conducted within rapid timeframes. The scoping work, stakeholder engagement and earlier phases of the research can help you to decide what is appropriate and possible within your evaluation. This is particularly important for quantitative aspects of an evaluation where impacts of a new service may not be seen over the time available or obtaining permissions to access or link specific data sets can be a long process.



Lesson 4: Not everything can be done rapidly; teams need to carefully consider and explain what cannot be done when the timescale is short. Evaluations should have focused and specific research questions which are explicitly relevant to addressing a policy or practise issue

Some research questions and designs do not lend themselves to rapid evaluation. In our studies we had to make decisions about whether, for example, to include interviews with residents of care homes within our study; and this was not felt to be feasible within the rapid timeframe we had. When planning a study, it is necessary to consider what approvals are needed and how long approvals may take and make pragmatic decisions. This can inform the design of the study and ensure that the rapid evaluation is not unduly delayed. Evaluations should have focused and specific research questions explicitly related to addressing policy or practise issues within a rapid timeframe.



Lesson 5: Structured and standardised processes foster a consistent approach, and allow work to be quickly picked up by new or other team members if needed

For rapid evaluations conducted by a large team, standardised processes are crucial to ensure a consistent approach between team members, for example, templates of site emails, documented procedures for liaising with sites, spreadsheets documenting key contact or decision points with sites. The other benefit of using structured approaches is that they allow work to be quickly picked up by other team members if needed, for example if a member of the team leaves, is unwell or taking leave.



Lesson 6: When working rapidly, there is a need to be responsive to changing needs and circumstances, therefore studies need to be planned to allow for flexibility

This evaluation was conducted in a particularly uncertain time, given the COVID-19 pandemic and the evolving nature of the services that we were evaluating. However, our reflections demonstrate the need for rapid evaluations to develop studies with flexibility to respond to different needs and circumstances relating to team resources, data collection and analysis that may arise. All research evaluations have scope for plans to change or new circumstances to arise, therefore it is imperative to ensure that there is a “plan b” should anything change. Additionally, if the time to scope a study is very short (as with Phase 1 of the evaluation), some of the issues that may have been spotted during scoping may only come to light once the study is underway. Therefore, flexibility is essential as not everything can be agreed or decided upon upfront. Teams therefore need to be comfortable working with emerging and changing circumstances. This recommendation supports previous research which highlights the importance of flexibility in rapid evaluations (Vindrola-Padros et al., 2021a). This is challenging to achieve in practise given that protocols must be specified in advance of conducting the study in order for approvals to be received. Strategies for data collection include planning flexibility into the protocol and procedures (e.g., offering different modes of interviews), and ensuring there is a plan in place for submission of amendments as required. For data analysis, regular discussions are needed to ensure that the planned analyses are still relevant, feasible and appropriate.




3.3. Rapid methods
 
Lesson 7: Consider the risks associated with new data collections of quantitative data and their usability

Within mixed-methods rapid research evaluations, it may be necessary to rely on new data collections to evaluate the effectiveness and cost of services. However, as we have described, this can lead to challenges around data incompleteness, poor quality and lack of timeliness. In this evaluation, this was difficult to plan and anticipate in advance, due to the rapidly evolving nature and urgency of COVID-19. However, it is recommended that researchers review the landscape of data as early as possible and assess any risks that may arise and have a back-up plan if the data are ultimately judged to be unusable. Sometimes, as in our study, it may be possible to use surveys to validate new data. In these instances, scoping phases or early phases of the study may be helpful to understand the data landscape.

This, together with Lesson 6 highlight the importance of managing stakeholder expectations and researchers avoiding promising things upfront that they cannot be sure they can deliver on. For example, it may not be clear until some way into a study that a proposed method is not feasible (e.g., our cost effectiveness analysis). Therefore, being honest with stakeholders about Plan A but also alternative plans (Plan B, C and D…), is critical. Within this evaluation, the relationships we built with key stakeholders enabled these open and honest conversations.



Lesson 8: Consider whether it is possible to use aggregated quantitative data, and what that would mean when presenting results

Within rapid studies, much, if not all, the quantitative data may only be available at an aggregated level (for example, by site, or by area) rather than at an individual person-level. Project teams therefore need to decide what kinds of quantitative analysis would add value, and present outputs that acknowledge the corresponding degree of precision that is possible. Ranges of uncertainty can be quantified with sensitivity analysis. Such analysis can be important in early feedback to the service and in raising hypotheses that can be taken forward as more detailed data becomes available, or with future evaluations.



Lesson 9: Consider using structured processes and layered analysis approaches to rapidly synthesise qualitative findings

Within rapid studies, there are often tensions between completing analyses quickly, and producing publishable analyses. In this study, using structured processes (rapid assessment procedure sheets) helped to ensure that all researchers were following the same approach to summarise findings from interviews, which made high-level data analysis quicker. Additionally, team meetings and regular conversation helped to ensure that all team members completed data analysis tools in largely the same style and method to speed up the process of combining findings from different sites or stakeholders. These high-level data analysis methods, combined with thorough in-depth analyses of particular topics helped to balance speed and academic rigour within this study. This layered approach to analysis also relied heavily on the involvement of many team members in the analysis process and therefore this may require suitable resourcing from a staff perspective.




3.4. Team characteristics and management for rapid evaluations
 
Lesson 10: The quicker and more multidisciplinary the study, the larger the team that may be needed (and the more robust the leadership, oversight and management of the team that will be required)

The composition, capabilities and capacity of your evaluation team is a key factor influencing the success of your rapid evaluation. We have shown the importance of ensuring that your rapid evaluation has the following skills and expertise: leadership and management, project management, and a team of researchers with a range of methodological skills and characteristics required to successfully conduct rapid evaluations. For example, a mixed-methods evaluation requires researchers with expertise spanning quantitative, economic, and qualitative backgrounds. Additionally, all of those working on the evaluation will need time available to work on the project. This has been highlighted in previous research which has outlined that one of the challenges to achieving rigour and scope rapidly is the difficulty associated with covering a wide range of questions including access, effectiveness, cost, acceptability, equity and implementation (Norman et al., 2022). We have demonstrated the possibility of covering a large range of topics and questions within rapid evaluations, but that this requires a large team with capacity and skills to do so. Within rapid evaluations, a team-based approach enriches data analysis. Additionally, having a large team of researchers enabled thorough and rapid triangulation of different sources of data (e.g., national quantitative data, health economic data and qualitative data) to rapidly provide a rich evaluation of services.



Lesson 11: Ensure that all team members know their roles and responsibilities and have ways of clearly communicating with other members of the team, to ensure that the project continues to progress rapidly

All individuals involved in rapid evaluations should have clear roles and know their responsibilities within these roles. These roles should be agreed on as early as possible within the project, and reviewed as necessary (e.g., in cases of changes to capacity). To support team working there is a need for clear communication channels. Within this evaluation we relied on email, weekly team meetings, and frequent communication via MS Teams to ensure that all team members were updated and conduct our evaluation. A shared drive ensured that team members had access to all materials. Whilst there are other modes of communication that could be explored for rapid evaluation (e.g., slack, Trello, and Miro), we did not use these within this evaluation and cannot comment on their utility for rapid research. Clear lines of communication are vital, particularly in rapid projects where there is limited amount of time to catch up if the project falls behind.



Lesson 12: Don't slow down or wait when it comes to dissemination. Think about how best to present findings as early as possible so that they can be understood and used quickly (e.g., to make decisions)

Within rapid evaluations, findings must also be disseminated rapidly. Researchers should consider how best to present findings so that they can be understood and used quickly (e.g., to inform decisions). Therefore, it is helpful to provide a dissemination plan or strategy. This plan should include formative feedback throughout the study (e.g., through meetings and analysis workshops), so that external stakeholders are aware of the preliminary findings as early as possible to inform clinical practise. Within rapid studies, it is unlikely that a long, written report will be the dissemination method of choice for external stakeholders, and instead a presentation or slide deck may be more appropriate. Longer reports and academic papers may then come later. The dissemination plan or strategy should include the proposed dissemination activities, target audiences, deadlines for each output and sub-teams who will lead on each output. Within this evaluation, this dissemination plan enabled us to juggle interim and final outputs in a rapid timeframe.





4. Summary and conclusions

In summary, this manuscript provides a detailed analysis of our experiences conducting large-scale mixed-methods rapid evaluations of healthcare services implemented during the COVID-19 pandemic. Our reflections on the journey of conducting large-scale rapid evaluations from design through to dissemination provide an insight into the factors that supported and challenged the success of our evaluation for each stage of the research process.

We outline 12 key lessons for conducting large-scale, mixed-methods, rapid evaluations of national healthcare services. We propose that rapid study teams need to: (1) find ways of building trust with external stakeholders quickly, (2) consider the needs of the rapid evaluation and resources needed, (3) use scoping to ensure the study is highly focused, (4) carefully consider what cannot be completed within a designated timeframe, (5) use structured processes to ensure consistency and rigour, (6) be flexible and responsive to changing needs and circumstances, (7) consider the risks associated with new data collection approaches of quantitative data (and their usability), (8) consider whether it is possible to use aggregated quantitative data, and what that would mean when presenting results, (9) consider using structured processes & layered analysis approaches to rapidly synthesise qualitative findings, (10) consider the balance between speed and the size and skills of the team, (11) ensure all team members know roles and responsibilities and can communicate quickly and clearly, and (12) consider how best to share findings for rapid understanding and use.

The reflections and lessons shared within this manuscript may be useful in informing the development and conduct of future robust rapid evaluations. For example, researchers new to the field of rapid evaluation, who are planning on conducting rapid evaluations of health and care services may wish to use our lessons to inform the design and execution of their study, considering important aspects such as stakeholder relationships, leadership, project management and administration, resources, and flexibility.

Further research is needed to consider whether these lessons and reflections extend to large-scale rapid evaluations conducted in non-pandemic/urgent situations.
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The Lived Experience Researchers (LERs) of the Mental Health Policy Research Unit (MHPRU) reflect on the experience of conducting rapid co-produced research, particularly during the first year of the COVID-19 pandemic. Throughout this perspective article, we introduce requirements for co-production applying the 4Pi Framework, reflect on specific characteristics of co-production in rapid research, discuss strengths and challenges for involvement of LERs in rapid research, and lastly provide recommendations to achieve meaningful involvement. Incorporating meaningful co-production is an augmentation to any research project, with several benefits to the research, to the team, and to individual researchers. Particularly in the case of rapid research, that aims for efficient translation of knowledge into practice, involvement of experts by experience will be key. The work conducted by the MHPRU LERs presented in this paper demonstrates the viability, value, and potential of this way of working.
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1. Introduction

The Lived Experience Working Group (LEWG) of people with personal experience of mental health issues and involvement in research, has been part of the Mental Health Policy Research Unit (MHPRU) almost since it was established at University College London (UCL) and King's College London (KCL) in 2017 (more information here https://www.ucl.ac.uk/psychiatry/service-user-and-carer-involvement-mhpru).

When the LEWG was recruited, attention was paid to recruiting as widely as possible in terms of ethnicity, age, geography, gender and mental health service experiences. Involvement of people with lived experience is a central part of the Unit and, within this, co-production activities have been undertaken and members of the LEWG reflect on these in this article.

We discuss co-production of mental health research, including the impact on researchers and research outcomes. We use the “4Pi framework” (Faulkner et al., 2014) with its five elements of involvement: Principles, Purpose, Presence, Process, and Impact, underpinned by a 5th “P” of Power. We then place this in the context of rapid research in relation to our work conducted during the COVID-19 pandemic. To our knowledge, co-production within rapid research is not a field that has been explored before, rapid research understood as efficiently and collaboratively conducting research for an applied purpose. We argue for the value of Lived Experience Researchers' (LERs') active involvement in rapid research study teams and conclude with recommendations for good practice and further research.

There are multiple definitions and interpretations of co-production and involvement, and how these are enacted in practice, with the two terms often used interchangeably. One definition is:

“[…] an approach in which researchers, practitioners, and the public work together, sharing power and responsibility from the start to the end of the project, including the generation of knowledge” (NIHR Involve, 2019, p. 4).

Terms used within the context of involvement include Lived Experience Research, Patient and Public Involvement (PPI), and Service User Involvement. It is important to note the distinctions between being a “participant,” and actively being involved in research (Colder Carras et al., 2022).


1.1. COVID-19 research

When the pandemic began, everyone had to respond quickly, and many academics turned to rapid research, although many did not name it as such at that point. MHPRU brought together a team of Lived Experience Researchers (LERs), including existing LEWG members, to conduct research interviews, participate in analysis, and co-author publications. An example of this was an interview study of mental health service users' early experiences of the COVID pandemic within which the team of LERs interviewed 49 people with pre-existing mental health conditions and supported the rapid analysis and writing of four papers (Gillard et al., 2021; Johnson et al., 2021; Sheridan Rains et al., 2021; Shah et al., 2022). This article reflects on experiences of research involvement, including in these studies, from the perspective of researchers with lived experience of mental health challenges or distress, as either service users or carers.




2. Requirements for co-production

“When patients are involved in research, this will enhance the societal impact and relevance” (Groot et al., 2022, p. 1).

Good guidance on the planning and design of involvement in research has been established for nearly 20 years (Faulkner, 2004). Additionally, there are various frameworks to guide the implementation of involvement, participation, and co-production of research, each with a different emphasis. In a systematic review of 65 frameworks, Greenhalgh et al. (2019) suggest five categories of: power-focused; priority-setting; study-focused; report-focused; and partnership-focused. One framework developed by people with lived experience is the 4Pi framework co-produced by the National Survivor User Network (NSUN) (Faulkner et al., 2014) and originally established to support co-production in services (NSUN, 2018). Researchers highlight that this framework has universal relevance and is firmly grounded in service user experience and partnership working (Matthews et al., 2019). It has previously been used in a project to evaluate involvement in research (The contribution of the voluntary sector to mental health crisis care in England, n.d.). Consequently, we use it here as a framework to discuss the requirements for co-production.

4Pi stands for Principles, Purpose, Presence, Process, and Impact. Within a rapid project, it may feel more important to jump to the Process of involvement: to address questions such as how can we do it and what steps do we need to take. But the initial elements ensure that co-production starts from a base which values lived experience. Consideration of Principles offers an opportunity for a research team to reflect together on their values and fundamental reasons for co-production. Purpose requires defining an objective or aim for involvement, which can be evaluated later for Impact. Presence asks the team to question who is involved to ensure the inclusion of people with a range of experiences relevant to the specific project and with attention to groups who may otherwise be excluded and unheard.

Impact in co-produced research is frequently overlooked or considered as an after-thought rapid research. In an evaluation of 15 Patient and Public Involvement (PPI) strategy documents using the 4Pi Involvement Standards, only two met all the criteria for assessing impact (Matthews et al., 2019). Although some mentioned impact, very few gave consideration to mechanisms facilitating measurement or to the context of their intended purpose or desired outcome. Many tools for measuring impact exist, but they are not used reliably or consistently (MacGregor, 2021). We recognize some of the challenges in measuring impact and suggest caution that it does not become a tick-box exercise.

Underpinning any co-production and involvement is also the issue of Power, which is emphasized in all decisions taken within a project. One of the hallmarks of high-quality co-production is equal involvement at every stage and every level. Too often, LERs are brought in after initial decisions are taken, and are consequently unable to contribute to defining the optimal research question. Similarly, with short, sessional work, LERs can easily be omitted from major decisions or elements within a project.

LERs are often not fully immersed in a team. While this brings the advantage of additional objective, and, independent perspectives, it is essential not to overlook the potential impact on individuals of being an outsider. LERs commonly follow career and life paths which differ from regular academics. Their Presence brings a rich diversity of perspective to the work. In addition to the lived experience relevant to the research topic, we introduce different ways of working. We value opportunities for collaborating and learning, especially the provision of peer reflective spaces which allow us to share our personal responses to the work and create a culture of care and mutual respect. The opportunity to add “lived experience commentaries” to MHPRU papers has been valued by all (e.g., Barnett et al., 2021; Schlief et al., 2022), and, we suggest, should be standard practice to ground the research and enhance the understanding in a real-life context.

People with the decision-making power for a project need to have the skills and experience to understand the landscape of lived experience research, including an awareness of involvement frameworks, and they need to understand the impact of their decisions on LERs as individuals and professionals within a team. Communication skills are at the heart of this, alongside reflections around different working tools and how they might feel to people without institutional access to technology platforms and software. A routine task like receiving emails can feel burdensome when a person is only meant to be involved for a defined number of hours a month, as is often the case for LERs. The team needs to be very clear about expectations and time commitments.

Academic researchers can benefit from professional development opportunities to help them recognize the advantages of working with lived experience colleagues and the benefits that co-production brings to projects. The inherent reflexivity around power and relationship also has a positive effect upon team culture and staff wellbeing support and should be considered an investment in the organization as well as good practice, and an enhancement to the research at hand.



3. Co-production in rapid research

Rapid research places specific and additional pressures on co-production in research: we highlight the factor of time which has an impact on resources. Ensuring an adequate budget for co-production and involvement costs at the early stages is crucial. The context of the pandemic generated a high demand for research providing new opportunities for involvement and co-production. Remote working facilitated involvement while simultaneously demanding LERs develop new skills and build experiences within their research “portfolios” (another example of impact). For some people, working from home felt more inclusive, including making use of transferable skills and working strategies which may previously have been seen as limitations requiring adjustments. Remote working overall facilitated working nationally which involved regularly attending meetings, carrying out data collection and collaborative writing, although the resources and equipment provided by LER were often assumed. A LEWG member described “My laptop is no longer fit for purpose to keep up with the shift to primarily working over Zoom and using high-spec software compared to exchanging occasional emails before Covid-19.”

Responding to the 4Pi factors requires a team to reflect together, having time to think about each step and be inclusive about the different standpoints of team members to reach agreements, stepping back to rethink established processes. We find it helps to be realistic at the start about the boundaries and constraints of the project and which elements can or cannot be co-produced. In the context of rapid research, it's even more essential to build in mechanisms for evaluating impact and outcomes from the beginning, and to consider this from multiple perspectives: impact on the research, impact on lived experience researchers, and impact of lived experience input into broader end outcomes. For example, in the common task of choosing illustrative phrases for qualitative reporting there can be a fine line between memorable and triggering that requires room for team reflexivity.

The impact of involvement on LERs has itself been the subject of research. Faulkner and Thompson (2021) explore the “emotional labour” experienced by user researchers in mental health research, describing the negotiation of identity, the emotional work of using and embodying lived experience, and aspects of the working environment. These descriptions resonate with experiences from the academic team, particularly during the intense period of COVID-19. While our expertise has a beneficial impact on the direction, processes and interpretation of the research, being routinely exposed to potentially emotionally distressing material can intersect with personal experiences of mental health and being from minoritised groups. However, discussing “emotional labour” can highlight the tensions around perceived fragility or acknowledged expertise, with its echoes of “skivers” and “strivers” (Carr, 2019).

The input from LERs needs greater recognition and responsibility within powerful, influential and multidisciplinary academic structures to ensure people are adequately supported emotionally and practically. Following a round of rapid research in the early stages of the pandemic, we co-developed and completed a survey to evaluate our experiences and gauged further support and training needs. The MHPRU team responded to our requests for additional support structures by developing a system of regular weekly peer reflection sessions. Our access to these peer-facilitated spaces enabled mutual support, listening, understanding and kindness. Access also to a monthly academic researcher-facilitated space provided some level of supervision and an opportunity to raise current issues that could be addressed by the team. Outside of formal working structures, LERs began to get to know each other, perhaps in a more accelerated way, and form stronger support bonds.

A final example of impact were the positive experiences of members of the MHPRU academic team:

“Working with LER colleagues has had a hugely positive impact on my practice. With each collaborative piece of work we do, my knowledge and insights develop in ways that wouldn't be possible without lived experience involvement. Our collaborations have also helped me establish more innovative research practices and to generate research knowledge that is richer and more novel. My LER colleagues continue to teach me new things, which is a fundamental part of research practice.” Kylee Trevillion, Deputy Director of MHPRU, King's College London.



4. Discussion

Through team reflective discussions we identified strengths and challenges for meaningful involvement of LERs in rapid research. Time was a key factor in all challenges, shared across research teams although perhaps felt more acutely by LERs who sometimes described feeling external to a team. Responding quickly to the pandemic disruption, with the rapid adaptation to working online, was a challenging time for many researchers. Having systems in place for communications so that people are clear about their roles and to ensure that actions are taken in a timely manner, is crucial for meaningful inclusion of LERs.

Other challenges are common to any co-production process but may be more obvious where work needs to be completed quickly. Power dynamics and assumptions around LERs' abilities and capacity can be barriers to equality which is a core value of co-production (Carr, 2019), creating increased pressures during intense periods of work. Team members have different skills and experiences of lived experience research as well as personal, individual experiences of distress and feelings about disclosure. Co-production requires time to understand the variety of personal perspectives and potentially arrange for individual training needs to be addressed within the timescales for academic researchers as well as LERs.

It takes time to build the relationships of trust and equality required for successful co-production. The MHPRU team had a head start when required to respond rapidly to the COVID restrictions: the LEWG team were already in place and familiar to the academic team. Longer-term partnerships are needed to ensure that the benefits of lived experience research can be maximized. Research funders need to place emphasis on building the capacity of both research teams and lived experience researchers to ensure successful co-production and lived experience leadership (Jones et al., 2021).

Greater reflection on the limitations of rapid research on coproduction is necessary, as true co-production has always been a slow process. However, this would necessitate an entire chapter in itself to expand on topics such as how the lack of time and resources has the potential to lead to involvement feeling tokenistic, especially where a team of LERs is not already in place. The necessarily slow pace of building mutual and trusting relationships is at the foundation of good team working, but can conflict with the requirements for rapid results. Such challenges can be particularly noticeable where a team brings together a range of different experiences and perspectives, both lived and learned, and including different demographic characteristics and experiences of distress.

We emphasize that meaningful involvement has the potential to offer important benefits to a research project where time and resources allow. A team of LERs can root the study in a breadth of experiences as survivor activists, facilitators, transformers, and humanisers (Daya et al., 2020) contributing and creating debate and discussion which adds to the knowledge of the whole team. LERs ensure that time and resources spent on a project are well spent, studies are relevant, and results will have impact. Our own team was intersectionally diverse, including people from a range of different ethnic backgrounds who helped in areas such as identifying gaps in research design and in recruiting from more diverse communities than is typical. The 4Pi process encourages the research team to pay attention to Presence to ensure that relevant people are included. Additionally attention to Impact mitigates against tokenistic involvement.

Dissemination as part of the Impact can be overlooked as an integral part of the research process and lost as academic teams move onto their next project. Where dissemination is seen as an activity that occurs after the completion of a project, LERs may be unintentionally excluded, exaggerating the emotional labor of coproduction. However, such exclusion is a missed opportunity for the study: LERs will have a range of additional networks as well as skills, which may provide additional benefits for ensuring the results of a study reach a wider audience beyond that reached by traditional academics.

LERs are often at a disadvantage to evaluate the level of co-production because they do not know what they do not know. Unequal power dynamics may mean that they are not privy to discussions around budgets and decisions that impact on levels of involvement. Effective co-production will only ever be achieved by organizations sharing their power–we feel this can only benefit the quality, diversity, outcomes, and impact of rapid research.


4.1. Recommendations

Our recommendations for involvement in rapid research are firmly based on the principles for co-production of any research. However, co-production involves the use of reflexive thinking which requires time and is counterintuitive to rapid research. Teams therefore need to develop methods that allow for this to be efficiently carried out (e.g., Collaborative Matrix Analysis conducted in Vera San Juan et al., 2021).

Our first recommendation concerns who is involved. Building long term relationships between LERs and academic teams establishes trust and working practices before they are needed for rapid research. Relationships can also be built with a range of LERS to ensure diverse experiences are included and encouraged, with newer recruitment building capacity alongside the development of leadership opportunities. It is also important and ethical to embed an approach of reaching out to communities and activists who may have an interest in research that is being conducted.

A second recommendation is about ensuring time for communication and reflection, both for the academic team as a whole and for the LERs as a peer group. Reflective spaces are often overlooked but are particularly valued by LERs. Communications need to be timely and accessible, in a variety of agreed formats, both within the team and wider dissemination of research results. Reflective spaces that have worked for us include meeting up beforehand to check our backgrounds and reflective methods we have used. This leads to agreeing a purpose for the reflective space, focusing on the experience/feelings/emotional labor of the work, rather than on deeper issues, which might not be possible to deal with in that setting. The space is to be used as people need in terms of being able to speak about both positive and negative experiences. Others can respond as they feel happy, and a facilitator has a very light touch, moving things forward, giving all a chance to speak, and reminding everyone of ground rules.

We recommend the practice of LE commentaries within published papers, where the most important reflections materialize and are shared with readers.

Thirdly, the impact of co-production and involvement needs to be recorded and evaluated to build evidence, and we recommend use of the 4Pi framework. Mechanisms for feedback need to be included alongside a process to implement change where relevant.

Our fourth point concerns the resources for involvement and coproduction. Where a team of LERs has been established, such costs are more easily estimated. Without an existing team, costs for items such as reflective spaces and technical equipment can be overlooked. Such resources need to be considered in funding proposals and funders need to be aware of such expectations.

Finally, a reminder that meaningful co-production is an ongoing process that should precede the initiation of the project and continue until dissemination. People with lived experience often hear the regrets of researchers when good ideas are suggested but it is too late to act on them. LERs should be involved in shaping the whole research agenda as well as defining the research question from an early stage through to dissemination, including sharing the impact of the involvement itself.

Building on these fundamental recommendations, we would like to suggest development of participatory research to include research topics and questions which are led by LERs. However, a first step must be to build capacity within academic teams for LER leadership.

The perspectives and learnings of academic researchers on lived experience involvement is perhaps under-researched, and LERs could lead co-production to build this evidence. As a small first step, mirroring the lived experience commentaries of academic papers within the PRU, as a team of LER authors we have invited an Academic Commentary for this paper from our academic PRU colleagues not working through a lived experience lens (see Box 1).


BOX 1 Academic experience commentary written by Sonia Johnson, Bryn Lloyd-Ev-ans, and Alan Simpson on 17/07/2022.

We were fortunate that established relationships with our LER group allowed us to set up and conduct the MHPRU interview study rapidly and collaboratively at the onset of the COVID pandemic. We could also draw on existing experiential, theoretical, and methodological knowledge from colleagues, including LERs, in conducting participatory, coproduced qualitative analysis. We agree that building long-term relationships between LERs and academic teams is hugely helpful.

We can now see that we underestimated the emotional effects on LERs of this project re-searching impacts that they too were experiencing. We are glad of the constructive suggestions made by LER colleagues about developing support systems, like the reflective space group. We will be better prepared in future projects, and now incorporate such systems as standard practice. The necessity of switching to online working also brought sustainable benefits for collaborative working. It overcomes problems of geography and logistics, and allows meetings to be arranged at short notice, or LERs to dip in and out of meetings or switch cameras off as required, should meetings become stressful. Remote working continues to be at the wM of our working practices.

Papers from this project had a clear focus on exploring inequalities and which groups were most affected by the pandemic. This reflects the values and lens of our LER colleagues and is an example of how they enriched the project.

Doing research together-interviewing and analyzing data, writing collaboratively -breaks down barriers beyond what advisory groups can achieve. It helps us to see our the LERs with whom we work primarily as colleagues. Working so collaboratively in a large group during the early months of the pandemic and lockdown met needs for many of us to connect with others and to feel we were contributing something of value.





4.2. Conclusion

In conclusion, we feel that investment in meaningful co-production is an augmentation to any research project, with several benefits to the research, to the team, and to individual researchers. Within rapid research, the key challenge is time, chiefly the time to build the working relationships at the heart of co-production. However, the work of the MHPRU LERs in responding to the requirements for rapid research during the pandemic, demonstrated the viability, value and potential of this way of working.

“Rapid research went against all of my instincts in terms of time for reflection and discussion. However, we somehow built that in. We blazed through it and it was published swiftly enough to be of use in improving service design - we had also managed to make researchers think about different approaches. It isn't perfect, but it is an example of steps in the right direction, which will hopefully make a difference to future research projects and teams” [LEWG member].
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Introduction: COVID-19 challenges are well documented. Academic Health Science Networks (AHSNs) are a key partner to NHS and care organizations. In response to managing COVID-19 challenges, Wessex AHSN offered rapid insight generation and rapid evaluation to local NHS and care systems to capture learning during this period. This novel “Rapid Insight” approach involved one-off online deliberative events with stakeholders to generate insights linked to specific, priority areas of interest, followed by rapid analysis and dissemination of the findings.

Context: Key objectives were to enable system leaders to build their adaptive leadership capability and learn from the experience of COVID-19 to inform recovery planning and system support. Rapid Insight (RI) gathered together health and care professionals into a tightly managed, virtual forum to share system intelligence.

Approach: Focused questions asked about the systems' response to the pandemic, what changes to continue and sustain, or discontinue. Participants responded simultaneously to each question using the virtual chat function. Immediate thematic analysis of the chat conducted in 48–72 h by paired analysts for each question strengthened analytical integrity. Mind maps, the key output, provided easily assimilated information and showed linkages between themes. Telephone or virtual interviews of key informants (health and care professionals and patients) and routinely collected data were synthesized into short reports alongside several RI events. However, insufficient time limited the opportunities to engage diverse participants (e.g., mental health users). Data from RI can scope the problem and immediate system needs, to stimulate questions for future evaluative work.

Impact: RI facilitated a shared endeavor to discover “clues in the system” by including diverse opinions and experience across NHS and care organizations. Although these rapid virtual events saved on travel time, digital exclusion might constrain participation for some stakeholders which needs other ways to ensure inclusion. Successful rapid engagement required Wessex AHSN's existing system relationships to champion RI and facilitate participant recruitment. RI events “opened the door” to conversations between up to 150 multi-professional clinicians to share their collective response to COVID-19. This paper focuses on the RI approach with a case example and its further development.

KEYWORDS
rapid evaluation, COVID-19, rapid insight, AHSN, National Health Service (NHS)


1. Introduction: NHS and care system leaders' need for rapid learning to respond to COVID-19

COVID-19 created unprecedented levels of disruption particularly to the access and delivery of health and care. The NHS in the UK needed real time information from multiple sources in manageable formats. Wessex Academic Health Science Network (AHSN) responded to local health and care system leaders' needs to adapt quickly to the pace of change demanded by the COVID-19 pandemic from March 2020 and designed a virtual rapid information feedback cycle. Rapid Insight (RI) brings together members of the NHS workforce and staff from other sectors (e.g., adult social care, care homes, and voluntary sector organizations) from across their local systems to provide an opportunity to reflect and share lessons and knowledge about a common focus or practice change whilst it unfolds. The success of rapid evaluations requires well established relationships, which enables accessing the right people and collecting the right data.1 Positioned to do this, AHSNs sit at the nexus of multiple agencies and build strong relationships with their local health and care systems.

NHS health and care systems needed to manage the impact on patients and NHS services as a result of the pandemic due to treatment backlogs, delays in diagnosis, and workforce challenges (Reed et al., 2022). The pandemic crisis presented an opportunity to better understand emergent new ideas for ways of working, and the potential for ongoing change to address system weaknesses exposed by the pandemic to a post-crisis state (Taylor, 2020). Wessex AHSN's initial focus was to enable system leaders to build their adaptive leadership capability (Heifetz, 1994; Liles and Darnton, 2020) and learn from the experience of COVID-19 to inform pandemic recovery planning. This also required an approach that brought leaders across health and care together to promote collaboration as an effective tool to facilitate rapid and innovative decision making (Horwood et al., 2022).

Rapid qualitative and mixed method evaluation approaches, in particular, have a history of development with different techniques emerging (Scrimshaw and Hurtado, 1988; Beebe, 2001; Vindrola-Padros and Johnson, 2020; Vindrola-Padros et al., 2021). Rapid evaluations are characterised as participatory, team-based, iterative and lasting from a few weeks to a few months (McNall and Foster-Fishman, 2007). They typically involve shortening of timescales and methods (Schünemann and Moja, 2015; Vindrola-Padros et al., 2021). The COVID-19 pandemic has particularly engaged rapid evaluation approaches to provide timely information feedback to the healthcare system (Vindrola-Padros et al., 2020; Ramsay et al., 2022; Singh et al., 2022).

The RI approach is experimental but popular with local health and care organizations covered by Wessex AHSN and has generated interest from the wider AHSN Network in England. A basic comparison between Rapid Insight and other forms of evaluation is presented in Figure 1, to support the positioning of RI in the evaluation landscape. RI is especially differentiated by its speed and shortening of methods including approaches to data collection and analysis and sits within the continuum of other rapid qualitative approaches (Vindrola-Padros et al., 2021). The first RI event occurred in June 2020. This article will discuss its development, the RI process, practical implications for learning and potential for future development.
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FIGURE 1
 A basic positioning of Rapid Insight within the evaluation landscape.




2. Context: Development of rapid insight for health and care system stakeholders

The important role of AHSNs in the UK context was a key factor in the development of RI. Wessex AHSN was established in 2014 and is part of a connected national network of fifteen similar networks working across England. The Academic Health Science Network (AHSN Network) is commissioned by NHS England and the UK Government's Office for Life Sciences to foster the uptake and spread of innovation to improve health and generate economic growth. AHSNs achieve this by connecting the NHS, academic organizations, local authorities, voluntary and other non-profit agencies, and industry (commercial organizations) to create the right conditions to adopt innovation. They have first-hand experience of supporting the implementation of innovations in response to the pandemic in acute, community and primary care sectors (e.g., telehealth and COVID-19 virtual wards).

Wessex AHSN works within a region in southern England covering the counties of Hampshire, the Isle of Wight, Dorset, and south Wiltshire. It has a strong record of working both locally and nationally to support the adoption and spread of innovation, including an established Insight function, and drew upon a range of skills to design the RI approach. This includes specialist knowledge about innovation in the NHS, identification of innovations, and their adoption and spread in NHS organizations (Wessex AHSN, 2019; Sibley et al., 2021). The AHSN's Insight function is provided by evaluation practitioners with expertise in conducting process and impact evaluation, real world evaluations and implementation science.

NHS and care leaders needed accurate, detailed, and actionable feedback within a short timeframe to match the speed of change and need for adaptation to enable accelerated decision making and large-scale implementation of change. Leaders needed the AHSN to produce information in a highly structured, summarised and easily assimilated format. This allowed them to use the findings in their management of health care challenges which required system level decision making.2

The team identified the importance of Heifetz's work on responding to adaptive challenges and the nature of leading when there are no easy answers (Heifetz, 1994). This became the frame of reference which guided the development of RI, as follows:

1. It was clear that the level of disruption caused by the COVID-19 pandemic would mean the health and care workforce organizations in Wessex, England, UK would face very significant adaptive challenges over the coming years. So those that build their adaptive capacity now, will be best placed for this challenge.

2. Adaptive challenges require adaptive responses to reduce the gap between the values people stand for and the new reality they face. Testing and understanding the reality of the challenge means involving people from multiple vantage points and not just through normal lines of authority.

3. It was clear early on, that health and care organizations would not be able to get back to what was “normal” before the pandemic. The RI approach therefore needed to help these organizations to understand their adaptive challenge and response in ways that would help them manage this long period of unprecedented disruption to adapt to and understand their “new normal”. (Liles and Darnton, 2020)

Challenges for NHS and care leaders, at the time, included early discharge to free up beds, the move towards remote consultations and delivering vaccines. In response, examples of RI events that provided insights were a regional vaccination programme, regional implementation of COVID-19 virtual wards, staff wellbeing, digital self-care solutions in primary care, and these informed the development of digital strategies and innovation priorities. As the RI programme of work progressed, weekly oversight meetings took place to reflect on each engagement, and to rapidly appraise what worked and what could be improved. At the height of the pandemic, there were monthly RI events. Insight's evaluation methodologists reflected on the RI approach and other rapid evaluation methods used by the team during the COVID-19 response, as they evolved to understand RI's place in the spectrum of evaluation approaches.

In the 2 years since June 2020, the AHSN has developed a standardised process for managing and running these virtual events. This enabled the participation of over 700 people from a range of health and care organizations and the public, and up to 150 in a single event. Each event had senior sponsorship from the partnering organisation(s).



3. Approach: Principles and procedure of rapid insight

This section describes seven equally important principles which guide the operationalisation of the RI approach (see Box 1).


Box 1. Principles of rapid insight to guide event planning.

Seven principles for successful RI events

1. Allocate appropriate resources

• RI events require adequate numbers of evaluators, many with both evaluation and local NHS system context knowledge and experience.

• Planning, preparation for the event and intense analysis following it require time allocated in diaries.

2. Mentally prepare to work at pace and as much depth as possible

• RI events are intense and require evaluators to adopt a rapid mindset.

• RI event analysis requires evaluators to adopt pragmatic approaches that maximise depth with speed to provide high quality outputs.

3. Seek and sustain enthusiastic and timely local engagement

• Success of RI events requires both the system leads participating and the evaluators to co-operate effectively. In particular, accessing and engaging participants.

• Clear expectations of engagement and commitment should be outlined following an agreement to run an RI event.

4. Seek and sustain a tight focus of investigation

• The problem or topic of interest needs to be tightly focused.

• Question formulation is critical to maintain focus and manage system lead expectations.

• RI event findings are context specific.

5. Plan and manage the technical requirements of remote data collection

• Successful RI events require appropriate virtual platforms that can manage large numbers of participants (e.g., 100 or more).

• Administrative and technological support is required to manage the RI event.

• Participants require clear instructions on the process and expectations to produce information via the chat function.

6. Work in teams to fast-track data collection and analysis simultaneously

• Simultaneous working is key to running an RI event and any other data collection activities (e.g., patient interviews) to optimise the speed of RI planning, data collection, analysis, and writing. Organising teams to complement each other's skill sets and have a proven ability to work quickly together will ensure the Rapid Insight deadline is met.

7. Use triangulation to increase validity/reliability/richness of findings

• RI events can be used as standalone events; however, supplementary data collection activities can enhance the validity of the RI event findings.

• Multiple evaluators provide a verification of the data.



Principle 1: Allocate appropriate resources

Rapid evaluations, typically, require careful consideration of resources because timeliness of findings is crucial. The RI approach, specifically, is quicker and seeks feedback within 48–72 h to 1 week to make findings timely for any urgent decision-making processes. Therefore, more speed means more resources to operate fully the event, complete the analysis, discuss the findings, and write up the report. An event with 100 participants, for example (see case example), could involve at least 11 members of staff: one senior member of staff as the main host to guide the whole event; two members to manage the technical planning, develop an event running order and plan, and manage queries on the day across multiple online groups; and two analysts for each major question the event is addressing (typically around four questions). In addition, each event has appointed “observers” who monitor the chat thread providing some initial verbal feedback to the participants. The analysts may be very experienced AHSN staff or have a clinical background or evaluation experience. They would be briefed in advance of the event and paired with a more experienced RI analyst to conduct the rapid analysis work in the days following the event. Crucially, the role of the chair is an important element to the RI event, requiring considerable effort, energy, and effective time-management to ensure the concert of activity is conducted in harmony.

Principle 2: Mentally prepare to work at pace and depth

As RI events are fast and intense, staff need to prepare and commit the necessary time allocated to event preparations, the event and subsequent analysis. The rapid flow of the RI procedure is important to ensure the quality of the findings. These RI events are tightly managed and require a dedicated focus, for up to 48 h, to achieve as thorough a qualitative analysis as possible.

Principle 3: Seek and sustain enthusiastic and timely local engagement

The nature of RI events are symbiotic. The quality of the outputs depends heavily on the engagement of stakeholders facilitated through careful support and preparation before the event. This ensures they understand expectations of how the event will run. Facilitators need to inspire participants with enthusiasm and energy to encourage participation. Fortunately, the focus of the event is usually about an important and timely issue leading to highly relevant insights.

Principle 4: Seek and sustain a tight focus of investigation

Ensuring a tight focus of investigation is a critical component due to the form of the event. All those using the approach should avoid addressing overly complex questions. This will help to generate insights that are actionable, e.g., by informing decisions about future ways of working—what to adapt, improve or discontinue for the benefits of patients and staff. A focus also helps ensure the timely production of outputs, as analysts have a boundary around the event and reasonable expectations for the 48 h post-event period. Thus, as in all forms of evaluation design, question formulation is an important element that takes effort and consideration involving both those commissioning and facilitating the event.

Principle 5: Plan and manage the technical requirements of remote data collection

The short timeframe for the RI event is deliberate and a critical factor. RI events usually run between 1 and 2 h depending on the number of questions, and number of participants anticipated. A range of innovative technical solutions need to ensure fast data collection and an easily manageable data set after the event. Due to time constraints and the fast pace of question, reflection and response, detailed event planning will assist the organisers and participants. This also requires a clear running order with run-throughs with all participating members of staff. Staff facilitating the RI event need a task list to ensure all staff involved in the event maintain the timeliness of outputs. These RI event processes have been standardised to ensure a common approach and consistency of quality outputs.

Principle 6: Work in teams to fast-track data collection and analysis simultaneously

Pairs of analysts will jointly present and manage activity on a question and manage the outputs rapidly after the event. By working in pairs, staff throughout the process will develop familiarity and continuity between the question responses and their subsequent analysis. Importantly, all pairs of analysts must work simultaneously and independently the day after the event. The nature of the qualitative coding and theming is semantic, to identify the explicit and surface meanings of the data. To support the speed of analysis and reporting, analysts schedule regular review calls throughout the day. To expedite analysis, all comments are reduced to short paraphrased statements. These are subsequently collated to develop first and second order themes which may include categories rather than themes, where appropriate. In addition, identifying different stakeholder perspectives is also done within the mind maps. Further discussion on analysis and participation is discussed in Section 4.

Principle 7: Use triangulation to increase validity, reliability and richness of findings

At the end of the rapid analysis period, analysts should meet as a group to develop and agree the final mind map output. This presents an opportunity to increase the qualitative trustworthiness of the findings, primarily using techniques such as peer debriefing and team consensus on themes (Nowell et al., 2017). In some situations, checking findings with the commissioner of the RI event should also be done. It is noted that triangulation should be used to ensure findings are as rich, valid, and reliable as possible, and so there are benefits to the collection of additional qualitative data that provides more discursive findings than the RI event output.

Using all these principles can ensure both rapid and in-depth insights on the issue investigated are summarised effectively into a mind map of findings (see Figure 2).
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FIGURE 2
 Example of mind map. Extracted and modified from RI Report: NHS England—South west region rapid insight and learning from the COVID-19 mass vaccination programme—NHS England—South west region rapid insight and learning from the COVID-19 mass vaccination programme, Wessex AHSN, April 2021.


Importantly, RI needs tailoring to the context under study, e.g., the problem, the questions, the number of participants involved, the extent of technical online support, and the composition of analysts to manage the outputs of the RI event. The RI case example describes an event to glean learning from the COVID-19 mass vaccination programme in the NHS England—South West region that took place in April 2021.

Finally, all invited participants are provided with pre-event information about the topic and purpose of their participation. Rules of confidentiality and consent are displayed at the beginning of the group. Data from the event is anonymised. Any risk of identification is checked, and additional consent requested to proceed with publication, if required.


3.1. Rapid insight case example—NHS England-South West Region rapid insight and learning from the COVID-19 mass vaccination programme

When: April 2021.

Who: 102 participants including front line staff, operational managers and service and strategic leaders from the mass vaccination programme across NHS England—South West Region, UK.

Questions:

1. Thinking about when you were asked to set up the vaccination programme, from your perspective, “What went well?”

2. Thinking about when you were asked to set up the COVID-19 vaccination programme, from your perspective what could have been “Even better if?”

3. “Experience is making mistakes and learning from them.” Bill Ackman (2020)— “What are the key lessons you have learned so far from the vaccination programme?”

4. “What factors need to be in place to create a sustainable vaccine service for the future?”

Method: Purposively invited participants from all relevant agencies involved in vaccine administration attended a single virtual event on a remote platform. A large team of facilitators, administrators and analysts supported the RI event. Participants were guided through the key steps to enable them to respond to the questions and comment in the remote platform chat. Questions were sequentially presented and two analysts per question reflected initial key points during the event to the participants. Careful instructions and monitoring throughout the event guided participants to think and reflect and then respond in the chat. Participants were asked to tag their comment with six agency identifiers, e.g., primary care networks (@PCN), vaccine centres (@VC), community pharmacy (@CP). Chat feed was downloaded into an Excel document by question. Pairs of analysts conducted a simplified thematic analysis of this feed. First order and second order themes were put into a mind map structure for presentation of findings to those who commissioned the RI event. Responses were presented by tag for questions 1 and 2, all responders for question 3 and question 4 by responders and strategic level across the health system.

Findings: Analysis of the chat feed was conducted over 2 days immediately post the RI event. Table 1 provides first order themes and the number of comments supporting the theme. Figure 2 illustrates 1 of 11 mind maps produced for this RI event.


TABLE 1 Questions and first order themes for the rapid insight case example—NHS England—South west region rapid insight and learning from the COVID-19 mass vaccination programme.

[image: Table 1]

Limitations: Findings are limited to the specific NHS England—South West region, participants that attended and the specific timepoint of the RI event and should be corroborated with other data to inform decisions.



3.2. The limitations of the rapid insight approach

RI events are time sensitive, and findings present a snapshot based on the views of those present. Differences in time, setting and participants is likely to lead to different findings. No formal evaluation or impact assessment has yet determined the added value of the RI approach. Informally, feedback from commissioners of the RI events suggests that they continue to have currency for local NHS and care systems. Some issues and reflections are described below.


3.2.1. Methodological limitations

The depth to which RI events are able to capture views and insights is limited and the benefits of RI information can be further strengthened if other data collection can inform, triangulate, and surface any counter perspectives. RI events present a snapshot of reflective views based on the perspectives and recall of the participants that contribute. The simplified thematic analysis approach is discussed later here and does not intend to reflect more intense approaches such as Braun and Clarke (2006, 2019). Findings are exploratory and not conclusive. They are context specific and bounded by time and place.



3.2.2. Technological limitations

Overall, management of the remote platform evolved procedures that were reproducible, and responsibility for the technical smooth running of these events was assigned to one individual as a key task. Participants would be given clear instructions on the process of the RI event. However, various issues might occur in some sectors such as care homes due to lack of IT facilities and therefore, remote access to all relevant stakeholders for an event cannot be assumed and other methods of participation should be considered.



3.2.3. Human online interaction limitations

Two key limiting non-technological aspects were non-responders, those that attend but make no contribution, and second the lack of interaction between responders. Although, a key benefit of RI events was facilitating less heard voices which allowed greater diversity of experience. An informal count across several RI events attended by the lead author indicated the responder rate was between 30 and 50%, irrespective of whether there were 50 or 100 participants present. Individual participants are able to dominate in this type of event as with any other by repeatedly entering into the chat function. In addition, as with all data collection activity involving human participants, people can misunderstand instructions. One mitigation, added to the process, was to follow up absent participants or those that do not contribute and offer the opportunity to complete a post event form with the questions to return by email. The one-way communication denied the option to discuss and elaborate because participants do not interact as expected in a focus group (Finch et al., 2003).





4. Impact: Early indications of the rapid insight approach

These events are beneficial as they bring key stakeholders together at system level, thereby providing a means to support wider stakeholder contributions as transformational changes take place in the NHS with Integrated Care Boards and Integrated Care Systems. These systems seek to integrate health and care services and build relationships and joint strategies between local authorities and NHS commissioners in England. The RI approach could produce a form of policy evidence when reviewing strategic needs.

A short impact survey was sent to key stakeholders who had attended the early events to understand their experiences and the impact of the RI approach, and to inform the development of the approach. This survey was sent to the key stakeholders for seven events (i.e., those who commissioned the work), twice during 2020/early 2021. Unfortunately, only two responses were received no doubt, in part, due to the continuing pressures at the time. The first 12 months of the programme was also reviewed for The Health Foundation (joint funders of the programme) which additionally reported the views of AHSN staff who had been involved in delivering the events (Box 2).3


Box 2. Reflections from senior health leaders and the Wessex AHSN team.

Reflections from senior health leaders captured through an impact survey:

“(The programme) brought our system together with a shared appreciation of what has happened. Provided some qualitative data on what has worked and why. Enabled people to reflect on what they want to keep going forward.” (a partner)

“The rapid insight work enabled us to understand a really diverse set of views and brought us together as a system around some very concrete shared experiences. It has accelerated our culture of learning together as a system.” (a partner)

“It provided a forum for honest reflection and discussion and allowed us to come up with some common areas that we must take forward. The easy and relaxed style broke through the usual hierarchy we encounter, and everyone was able to have a voice and participate which allowed everyone to contribute equally. It was a great session and has given us some clear areas of work to focus on together, as well as a new way of working to develop insights. Thanks to the team for leading us through this.” (a partner)

Reflections from the Wessex AHSN team requested by the programme lead:

“The programme has been hugely rewarding to be part of, both in terms of supporting our system partners with learning from the COVID and what to take forward into the future, but also working with the Health Foundation colleagues and the internal AHSN team. I have also thoroughly enjoyed developing new skills and broadening my knowledge about the literature around adaptive leadership.” (Deputy Chief Executive and Director of Innovation Adoption, Wessex AHSN)

“Being involved in developing a rapid insight approach has productively challenged my existing understanding of evaluation and generated a new complementary method in the toolkit of evaluation techniques.” (Evaluation Programme Manager, Wessex AHSN)

“The Rapid Insight offer helped more of our system partners see us as valued colleagues, who can practically support transformation. It has made it easier for us to bring evaluation thinking into their planning processes.” (Director of Insight, Wessex AHSN)

“I really enjoyed working with our partners in this way. To gain so much information within an hour, providing such rich insight from so many people at such a busy time, was incredible. It also felt like a really fun way to engage. The events themselves offered some time to reflect, in amongst the chaos of the first wave. I'm really looking forward to taking forward this approach in my future work.” (Associate Director, Wessex AHSN)

“It was inspiring to collaborate with our partners in this way and to see immediate impacts from the work. I developed new knowledge about adaptive leadership, virtual technologies and facilitating virtual events, and about different ways of presenting information (e.g., mind maps).” (Associate Director, Wessex AHSN)

“Working in a new way to support colleagues across our systems was really rewarding—we would not have been able to coordinate diaries across 40–50 people who are diversely spread across our geography without this new approach. I not only learnt a lot personally in terms of successful engagement approaches, but this opened up possibilities for using similar approaches on other programmes I deliver—continue to use touches of the Rapid Insight method in our national delivery programme 9 months later.” (Associate Director, Wessex AHSN)



The AHSN has not yet undertaken a formal evaluation. Future credibility and validity of the approach and its findings would benefit from understanding the benefits and challenges of RI in the health and care context and benefits to NHS and care leaders who need adaptive approaches to manage complex systems in a complex world (Uhl-Bien, 2021).


4.1. RI's position and potential impact in the rapid evaluation field

RI events were a case of “necessity is the mother of invention”. It was a strategy to engage efficiently NHS and care leaders during the COVID-19 pandemic to enable reflective practise in a fast-moving situation for those with responsibility for making decisions. RI is demand led by the NHS, and therefore typically addresses more pragmatic questions than research questions (that are broader).

In addition to the basic comparison of RI in the evaluation landscape in Figure 1, this section further explores its position and value within the range of evaluation methods. RI events are based on good evaluative practise and have a framework that includes question formulation, participant eligibility and selection, and rigour of data analysis with two analysts cross checking data and reaching agreement on themes. Nevertheless, although a standalone technique, findings need substantiating alongside other data collection activities. Considerations as to where RI events might fit into more typical qualitative data collection methods suggest it is neither an interview, a focus group nor an observation. Nevertheless, the approach is structured, participants are purposively selected, and evaluation type questions asked. Vindrola-Padros et al. (2021) identify multiple rapid evaluation approaches in their systematic review. However, the review found data were collected using typical quantitative or qualitative methods over various timeframes, the shortest duration 3 months. RI events feedback findings to those who commissioned the event and through the AHSN website within 48 h to a week and so are more rapid than other rapid approaches (Vindrola-Padros et al., 2021). RI events might fit within quality improvement techniques because the approach answers specific questions, provides opportunity for iterative feedback loops, focuses on priorities, captures change, and shares intelligence within a system.4

RI events bring together in one space all principal and relevant stakeholders from across a specific healthcare system to address a set of focused questions. Availability of these stakeholders is limited, and they are often time poor. Nevertheless, as the case example illustrates despite pressures at the time on the system, this RI event had particularly good uptake. Successful events have engaged the right people and provided the opportunity to draw together the opinions and experiences of influential decision makers from the local health care systems. The approach is spontaneous, questions are not provided beforehand and although participants can see each other's responses they do not normally engage with each other on the questions and each comment represents a personal reflection. However, the influence of participants on each other cannot be eliminated.



4.2. RI and evaluation timeframes

“Rapid” in evaluation and research (primary or secondary) typically means to shorten evaluation timescales (see Figure 1), which requires more human resources and truncation of methods (Schünemann and Moja, 2015; Vindrola-Padros et al., 2021). RI events adopt both. More human resources are provided from administrative and technological input to qualitative analysts. Also, as a rapid approach it truncates other typical qualitative methods such as focus groups and adopts a simplified approach to thematic analysis. Therefore, the approach is heavily reliant on human resources to support it. However, high person hours are only maintained for a short period of time.



4.3. RI and thematic analysis

Rapid thematic analysis as described requires people to synthesise rapidly the data into themes and produce thematic mind maps. A methodological study (Taylor et al., 2018) compared thematic and rapid analysis techniques on the same qualitative material by different research teams. Outcome measures were time taken to complete analysis in person hours; whether analysis findings and recommendations matched, partially matched, or did not match across the two teams in the study. Study authors report rapid thematic analysis delivered valid findings that overlapped with the traditional thematic analysis and showed that rapid thematic analysis enabled considerable time savings in data management by up to 2 weeks. However, time for interpretation and finessing findings for reporting took longer in the rapid analysis approach. In this study, a key limitation was differences in researcher approach to analysis. The traditional thematic analysis was conducted by one researcher, therefore less opportunity for discussion and reflection. Rapid analysis had more researchers involved who shared an office space providing opportunities for regular reflection (Taylor et al., 2018). Nevedal et al. (2021) in a qualitative analysis comparative study compared rapid and traditional qualitative analytical approaches and demonstrated transcription savings and reduction in analyst hours, however, data interpretation was no different across approaches. Both these studies indicate that qualitative discussion and agreement across analysts is not so easily reduced.

In contrast, the thematic analysis process in RI events involves a team of people working intensively together in pairs to produce a final product over 48 h with edits for a final report taking up to a week. Analyst pairings, therefore, permit discussion and agreement on themes within the compressed timeframe.



4.4. RI and reporting findings

Balanced reporting whether research, service evaluation or a RI event is important for those making judgements based on that information.5 Reporting of RI events may need further consideration in this respect. Participants are purposively selected to represent the context and “the problem”. Reasons for participating and subsequently not contributing can only be speculation at this point. Currently, the mind maps report the number of comments related to the development of a theme (Figure 2). Reporting of RI events would benefit from separating those in attendance, those that participate (provide comments in the chat) and the number of comments attributable to any one individual participant for each question. One participant can provide multiple comments and reporting needs to reflect the representativeness of participants present to improve methodological quality. In addition, there is little space to provide examples of content such as direct quotes from the chat. Therefore, careful selection is required.



4.5. Reflections on the RI approach

Over twenty events have now occurred with more planned and therefore the RI approach has shown utility to local health and care systems. The current approach has become established and future development options are being considered and explored. First, RI might form into a consensus building technique (Briggs et al., 2005) and the approach used to develop recommendations for the local system amongst stakeholders. Second, it recently provided an additional data collection device within a standard evaluation by gathering a broad range of stakeholders to inform this evaluation's ongoing data collection, formatively. Third, it will be used to engage evaluation stakeholders towards the end of an evaluation for participants (key stakeholders in the evaluation) to consider and review summative evaluation findings. Thus, RI is a technique for gathering information and perspectives from a wide range of stakeholders to address a focused set of open questions, which may be undertaken more than once with the same group of stakeholders to understand perspectives over time.

While standalone events were a pragmatic approach during the COVID-19 pandemic, health and care systems would benefit from revisiting the findings of previous events and discerning what has changed, what benefits or impacts previous reflections led towards and an opportunity to update those findings. This could develop and reflect a multi-cycle approach (McNall and Foster-Fishman, 2007), which along with other data collection could enhance the benefits of the RI approach.

Potential considerations for the future development of the RI approach involve (1) a synthesis of learning from previous RI events with findings from the evidence base on rapid evaluation, (2) development of research questions to investigate further the deployment and impact of RI method in different contexts, and (3) collaboration with like-minded NHS professionals, academic colleagues, and teams involved in research on rapid evaluation.

There are clearly benefits to this approach and an appetite for faster insight generation by busy senior leaders of health and care services. However, there are also important limitations to acknowledge and knowing how and when to deploy this approach is important. No formal evaluation of the RI events has yet been undertaken and this is an important next step to understand their popularity, uptake, and impact on decision-making and patient care.
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Footnotes

1https://www.ahsnnetwork.com/rapidevaluation

2https://wessexahsn.org.uk/videos/show/379 - vlog from North and Mid Hampshire describing the benefits to them of RI.

3Q–Rapid insight programme final report, February 2021, unpublished.

4https://www.england.nhs.uk/wp-content/uploads/2022/01/qsir-pdsa-cycles-model-for-improvement.pdf

5https://www.equator-network.org/about-us/what-is-a-reporting-guideline/



References

 Academic Health Science Network (2021). Rapid Evaluation of Health and Care Services - Planning a Sustainable Solution for the Post-COVID Reset. https//www.ahsnnetwork.com/contactus/ (accessed June, 2022).

 Beebe, J. (2001). Rapid Assessment Process: An Introduction. Walnut Creek, CA: AltaMira Press.

 Bill Ackman. (2020). Getting Back Up. The knowledge Project Podcast. (2020). Available online at: https://www.youtube.com/watch?v=mIS3LYxgVWc&t=471s (accessed June, 2020).

 Braun, V., and Clarke, V. (2006). Using thematic analysis in psychology. Qualit. Res. Psychol. 3, 77–101. doi: 10.1191/1478088706qp063oa

 Braun, V., and Clarke, V. (2019). Reflecting on reflexive thematic analysis. Qualit. Res. Sport Exerc. Health 11, 589–597. doi: 10.1080/2159676X.2019.1628806

 Briggs, R. O., and Kolfschoten, G. L, de Vreede, G-J. (2005). “Toward a theoretical model of consensus building,” in AMCIS 2005 Proceedings. 12. Available online at: https://aisel.aisnet.org/amcis2005/12 (accessed June, 2022).

 Finch, H., Lewis, J., Ritchie, J., and Lewis, J. (Ed.) (2003). Qualitative Research Practice: A Guide for Social Science Students and Researchers, Repr. ed. Los Angeles, CA: SAGE.

 Heifetz, R. A. (1994). Leadership Without Easy Answers. Cambridge, MA: Belknap Press of Harvard University Press.

 Horwood, J., Pithara, C., Lorenc, A., Kesten, J.M., Murphy, M., Turner, A., et al. (2022). The experience of conducting collaborative and intensive pragmatic qualitative (CLIP-Q) research to support rapid public health and healthcare innovation. Front. Sociol. 7, 970333. doi: 10.3389/fsoc.2022.970333

 Liles A, and Darnton, P. (2020). Adaptive Leadership and Responses to the Covid-19 Challenge in Health and Care. Southampton: Wessex AHSN.

 McNall, M., and Foster-Fishman, P.G. (2007). Methods of rapid evaluation, assessment, and appraisal. Am. J. Eval. 28, 151–168. doi: 10.1177/1098214007300895

 Nevedal, A. L., Reardon, C. M., Opra Widerquist, M. A., Jackson, G. L., Cutrona, S. L., White, B. S., et al. (2021). Rapid versus traditional qualitative analysis using the Consolidated Framework for Implementation Research (CFIR). Implementation Sci. 16, 67. doi: 10.1186/s13012-021-01111-5

 Nowell, L.S., Norris, J.M., White, D.E., and Moules, N.J. (2017). Thematic analysis: striving to meet the trustworthiness criteria. Int. J. Qualit. Methods 16, 160940691773384. doi: 10.1177/1609406917733847

 Ramsay, A.I., Ledger, J., Tomini, S.M., Hall, C., Hargroves, D., Hunter, P., et al. (2022). Prehospital video triage of potential stroke patients in North Central London and East Kent: rapid mixed-methods service evaluation. Health Soc. Care Deliv. Res. 10, 1–114. doi: 10.3310/IQZN1725

 Reed, S, Schlepper, L, and Edwards, N. (2022). Health System Recovery from Covid-19: International Lessons for the NHS. London: Research report March 2022. Nuffield Trust.

 Schünemann, H.J., and Moja, L. (2015). Reviews: Rapid! Rapid! Rapid! …and systematic. Syst. Rev. 4, 4. doi: 10.1186/2046-4053-4-4

 Scrimshaw, S. C., and Hurtado, E. (1988). Rapid Assessment Procedures for Nutrition and Primary Health Care. Anthropological Approaches to Improving Programme Effectiveness. (UCLA Latin American Center Reference Series Vol. 11). 70 Seiten. Los Angeles, CA: The United Nations University, Tokyo; UNICEF/United Nations Children's Fund; UCLA Latin American Center Publications, University of California, 944–944.

 Sibley, A, Ziemann, A., Robens, S., Scarbrough, H., and Tuvey, S. (2021). Review of Spread and Adoption Approaches Across the AHSN Network. England: Academic Health Science Network. Available online at: https://www.ahsnnetwork.com/wp-content/uploads/2022/12/R48-Review-of-spread-and-adoption-approaches-across-the-AHSN-Network-May-2021.pdf

 Singh, H., Tang, T., Thombs, R., Armas, A., Nie, J.X., Nelson, M.L.A., et al. (2022). Methodological insights from a virtual, team-based rapid qualitative method applied to a study of providers' perspectives of the COVID-19 pandemic impact on hospital-to-home transitions. Int. J. Qualit. Methods 21, 160940692211071. doi: 10.1177/16094069221107144

 Taylor, B., Henshall, C., Kenyon, S., Litchfield, I., and Greenfield, S. (2018). Can rapid approaches to qualitative analysis deliver timely, valid findings to clinical leaders? A mixed methods study comparing rapid and thematic analysis. BMJ Open 8, e019993. doi: 10.1136/bmjopen-2017-019993

 Taylor, M. (2020). The Path from Crisis. The Royal Society for Arts, Manufactures and Commerce. Available online at: https://medium.com/bridges-to-the-future/the-path-from-crisis-6d3f83c96d0b (accessed April 28, 2020).

 Uhl-Bien, M. (2021). Complexity leadership and followership: changed leadership in a changed world. J. Change Manag. 21, 144–162. doi: 10.1080/14697017.2021.1917490

 Vindrola-Padros, C., Brage, E., and Johnson, G.A. (2021). Rapid, responsive, and relevant?: A systematic review of rapid evaluations in health care. Am. J. Evaluat. 42, 13–27. doi: 10.1177/1098214019886914

 Vindrola-Padros, C., Chisnall, G., Cooper, S., Dowrick, A., Djellouli, N., Symmons, S.M., et al. (2020). Carrying out rapid qualitative research during a pandemic: emerging lessons from COVID-19. Qual. Health Res. 30, 2192–2204. doi: 10.1177/1049732320951526

 Vindrola-Padros, C., and Johnson, G.A. (2020). Rapid techniques in qualitative research: a critical review of the literature. Qual. Health Res. 30, 1596–1604. doi: 10.1177/1049732320921835

 Wessex AHSN (2019). Improving the Adoption of Innovation in Acute Trusts. A Report from our Fieldwork in Five Trusts in 2019. Southampton: Wessex Academic Health Science Network.












	
	TYPE Original Research
PUBLISHED 20 April 2023
DOI 10.3389/fsoc.2023.983972






Challenges and opportunities in rapid disaster research: lessons from the field in New Mexico and Vanuatu

Mary Alice Scott1†, Kathryn M. Olszowy1,2,3*†, Kelsey N. Dancause4, Amanda Roome2,5, Chim Chan6, Hailey K. Taylor1, Andrea Marañon-Laguna1, Emilee Montoya1, Alysa Garcia1, Claudia Mares7, Beverlyn Tosiro8 and Len Tarivonda8


1Department of Anthropology, New Mexico State University, Las Cruces, NM, United States

2Department of Anthropology, Binghamton University, Binghamton, NY, United States

3Department of Criminology, Anthropology, and Sociology, Cleveland State University, Cleveland, OH, United States

4Département des sciences de l'activité physique, Université du Québec à Montréal, Montreal, QC, Canada

5Bassett Research Institute, Basset Healthcare Network, New York, NY, United States

6Department of Parasitology and Virology, Osaka Metropolitan University, Osaka, Japan

7Department of Health and Human Services, Las Cruces, NM, United States

8Ministry of Health, Port Vila, Vanuatu

[image: image2]

OPEN ACCESS

EDITED BY
Cecilia Vindrola-Padros, University College London, United Kingdom

REVIEWED BY
Theresa Jones, Anthrologica, Kenya
 Masoud Mohammadnezhad, School of Nursing and Healthcare Leadership, United Kingdom

*CORRESPONDENCE
 Kathryn M. Olszowy, kolszowy@nmsu.edu

†These authors have contributed equally to this work and share first authorship

SPECIALTY SECTION
 This article was submitted to Medical Sociology, a section of the journal Frontiers in Sociology

RECEIVED 01 July 2022
 ACCEPTED 28 March 2023
 PUBLISHED 20 April 2023

CITATION
 Scott MA, Olszowy KM, Dancause KN, Roome A, Chan C, Taylor HK, Marañon-Laguna A, Montoya E, Garcia A, Mares C, Tosiro B and Tarivonda L (2023) Challenges and opportunities in rapid disaster research: lessons from the field in New Mexico and Vanuatu. Front. Sociol. 8:983972. doi: 10.3389/fsoc.2023.983972

COPYRIGHT
 © 2023 Scott, Olszowy, Dancause, Roome, Chan, Taylor, Marañon-Laguna, Montoya, Garcia, Mares, Tosiro and Tarivonda. This is an open-access article distributed under the terms of the Creative Commons Attribution License (CC BY). The use, distribution or reproduction in other forums is permitted, provided the original author(s) and the copyright owner(s) are credited and that the original publication in this journal is cited, in accordance with accepted academic practice. No use, distribution or reproduction is permitted which does not comply with these terms.



Rapid research is essential to assess impacts in communities affected by disasters, particularly those communities made “hard-to-reach” due to their active marginalization across history and in contemporary practices. In this article, we describe two rapid research projects developed to assess needs for and experiences of communities hard-hit by disasters. The first is a project on the COVID-19 pandemic in southern New Mexico (USA) that was developed to provide information to local agencies that are deploying programs to rebuild and revitalize marginalized communities. The second is a project on population displacement due to a volcanic eruption in Vanuatu, a lower-middle income country in the South Pacific, with mental and physical health outcomes data shared with the Vanuatu Ministry of Health. We describe the similar and unique challenges that arose doing rapid research in these two different contexts, the potential broader impacts of the research, and a synthesis of lessons learned. We discuss the challenges of rapidly changing rules and regulations, lack of baseline data, lack of survey instruments validated for specific populations and in local languages, limited availability of community partners, finding funding for rapid deployment of projects, rapidly training and working with research assistants, health and safety concerns of researchers and participants, and communicating with local and international partners. We also specifically discuss how we addressed our own personal challenges while also conducting time-intensive rapid research. In both studies, researchers shared results with governmental and non-governmental partners who may use the data to inform the design of their own relief programs. While different in context, type of disaster, and research strategy, our discussion of these projects provides insights into common lessons learned for working with communities at elevated risk for the worst outcomes during disasters, such as the need for flexibility, compromise, and good working relationships with community partners.
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1. Introduction

Disasters necessitate the development of rapid research to assess constantly changing on-the-ground situations, particularly for communities made “hard-to-reach” through historical and contemporary practices of marginalization. In this article, we describe two rapid research projects developed to assess needs, experiences, and physical and mental health outcomes for communities hard-hit by disasters. The first is a project on the COVID-19 pandemic in southern New Mexico (USA) that was deployed, in part, to provide information to local agencies that are developing programs to rebuild and revitalize marginalized communities. This project consisted of a mixed-methods approach utilizing surveys, interviews, and collection of biological samples (dried blood spots) to explore potential connections among food insecurity, psychological distress, and management of type 2 diabetes. It utilized a research team of undergraduate students, graduate students, and faculty and included quantitative and qualitative data collection components. The first study phase focused on rural community members' general experiences with COVID-19 and related public health orders and restrictions. It included a one-time survey and an optional qualitative interview that further explored participant experiences. The second study phase specifically focused on the experiences of rural community members who had been diagnosed with type 1 or type 2 diabetes prior to the pandemic. This phase included another one-time survey focused specifically on issues related to managing diabetes during COVID-19 and a series of interviews to assess change in participants' experiences and perspectives as the conditions and restrictions of the pandemic itself changed.

The second project focused on population displacement due to a volcanic eruption in 2017 in Vanuatu, a lower- middle income country in the South Pacific, with mental and physical health outcomes data shared with the Vanuatu Ministry of Health. This project consisted of collecting survey data, anthropometric measurements, and biological samples (dried blood spots and hair). The research team included faculty from multiple institutions from the US and Canada, and close collaboration with local Ministry of Health officials and nurses. The survey, measurements, and samples were collected in a single month-long field session by the research team. The survey assessed participant experiences with housing, food, and water insecurity, their perceptions of the government and NGO (non-governmental organization) response, and psychological distress associated with displacement following the disaster. Anthropometric measurements and biological samples assessed physical health outcomes including blood pressure, physiological stress, and inflammation.

The results of these studies have been published elsewhere (Zahlawi et al., 2019; Olszowy et al., 2022). In this article, we describe the similar and unique challenges that arose doing rapid research in these two different contexts using different research designs, the potential broader impacts of the research, and a synthesis of lessons learned. We discuss the challenges of rapidly changing rules and regulations in the context of the ongoing pandemic and displacement, lack of baseline data, lack of survey instruments validated for specific populations, limited availability of community partners who were focused on addressing immediate disaster-related issues, and challenges in navigating the bureaucracy of university financial systems. Many of these issues are common for teams conducting rapid research and have been noted in the literature on disaster research generally, as well as in the course of research during COVID-19 specifically (e.g., Vindrola-Padros et al., 2020; Richardson et al., 2021).

We also discuss how we addressed our own personal challenges related to conducting time-intensive rapid research in a disaster setting. Discussion of personal challenges in research was uncommon in the literature until the COVID-19 pandemic (Moloney et al., 2020; Luciani et al., 2021), although these issues certainly have long been present for researchers conducting work in disaster contexts. Personal challenges during our COVID-19 project included the stresses of risk of transmission during a pandemic; the need to balance personal impacts of the pandemic, including serious illness of family members, with the day-to-day research tasks; adjusting to social isolation; and the psychological impact of witnessing the consequences of the disaster. Attending to personal safety was also a major challenge during our work in Vanuatu, as well as meeting basic needs (food, water, and shelter) during an ongoing environmental hazard without burdening the local community. Finally, the Vanuatu research team faced challenges in dealing with psychological distress associated with witnessing the impacts of the displacement on the community.

In our view, the benefits of conducting these research studies outweigh the challenges. In the context of our New Mexico study, we have presented our data to governmental and non-governmental organizations who are using it in their design of COVID-19 relief and health equity programs, and we have been able to train students at the undergraduate and graduate level to participate effectively in rapid research—a skill that will benefit them and the communities in which they work in the future. We have also conducted focus groups to present results of our research back to the communities in which we collected it, something not always possible in the context of disasters, and only made possible here when the local community centers re-opened as the pandemic declined. Proliferation of remote communication technologies such as Zoom also assisted ongoing communication with local health agencies regarding the project during the pandemic. Research in Vanuatu resulted in reporting data collected to local health authorities, and the results enabled authors Dancause, Olszowy, Roome, and Chan to apply for funding for a follow-up project examining longer-term impacts of the displacement. This highlights the need for immediate baseline data collection at the beginning of the disaster to later contextualize the long-term impacts. We were also able to provide a simple non-communicable disease (NCD) risk screening, giving participants information as to whether they needed to follow-up with the local health post. Finally, we also provided an evaluation of how psychosocial support received, including from the Ministry of Health worker interventions, influenced psychological distress.

While the projects are different in context, type of disaster, and research strategy, our discussion provides insights into common lessons learned for working in communities at elevated risk for the worst outcomes during disasters, such as the need for flexibility, compromise, and most importantly, good working relationships with community partners.



2. Rapid disaster research in “hard-to-reach” communities

Rapid research is deployed when data must be collected systematically and quickly, such as when information is needed to answer an immediate question or launch an emergency intervention, and/or when data are perishable or prone to retrospective bias. While rapid research has many applications, including in health care, marketing, and product development, we focus here on rapid research conducted in the context of human-centered experiences and impacts of “natural” disasters. Disasters may be precipitated by natural hazards, such as storms, volcanoes, or infectious disease, and/or may be due to human-made crises, such as conflict, war, and industrial accidents. Some authors (O'Keefe et al., 1976; Smith, 2006; Puttick et al., 2018) argue that no disasters are “natural”, given that what makes something a “disaster” is the lack of adaptive capacity within a community or population to adequately weather the consequences of the event. All types of disasters have significant effects on physical and mental health among the affected population, and in the case of those precipitated by natural hazards, these may include feelings of grief, loss, and uncertainty, post-traumatic stress, difficulty in accessing care and treatment for acute and chronic conditions, exposure to environmental stressors like infectious agents and toxins, dramatic changes in lifestyle, as well as increased food, water, energy, and housing insecurity. Rapid research in these contexts can assess the immediate and long-term mental, physical, and social needs and status of the community, provide information as to where limited aid resources may be best targeted, provide information for development and evaluation of targeted mental and physical health interventions, as well as contribute to improving local capacity in the face of future events.

We also focus here on rapid disaster research in so-called “hard-to-reach” communities. This label is often a black box that obscures the process by which communities become “hard-to-reach”. Communities are not inherently hard-to-reach. Instead, they are made so by structural forces such as institutional and interpersonal racism and sexism, other forms of discrimination, colonialism, geographic and/or social isolation, legal status, and belonging to a stigmatized group (e.g., HIV, substance use). “Hard-to-reach” communities are often also vulnerable and marginalized from access to resources and power. For example, many of the rural communities in southern New Mexico where our COVID-19 studies took place are classified as “colonias” because they lack a municipal government structure that provides basic services such as road repair and broadband access. The quality of roads can make the community physically hard-to-reach, while limited access to the internet can make it challenging to get information to communities when face-to-face contact is limited. In addition, southern New Mexico communities have experienced extractive research in which researchers come to communities, collect data, and do not return to report results or communicate the impact of the research. Community members are understandably wary of any future proposals to conduct research and may choose not to participate.

Our example study in Vanuatu extends the definition of “hard-to-reach” communities outside of the Western industrialized context where the term is usually applied. While Vanuatu is geographically hard-to-reach for some international researchers due to its location in the South Pacific, this is not why we apply this category here. Rather, factors including infrastructure and colonial history impact engagement of the local population with disaster aid as well as international research partners. For example, absence of paved roads on many islands and tenuous connection to urban areas via boats and small airports make distribution of aid during disasters difficult, much less travel for fieldwork purposes. Communication is also difficult due to uneven and limited access to the internet; the Vanuatu National Statistic Office reported in 2016 that only 20% of households had internet access, although over 80% had access to mobile phones. The former makes communication with international partners difficult while overseas, but the latter can facilitate communication with partners and research participants while in the field. Vanuatu's colonial history as a British-French condominium directly impacts the type of engagement officials and local residents seek with international partners. Vanuatu gained its independence in 1980, and in 1985 the government blocked foreign research as part of its effort to officially end colonial practices. Lasting 10 years, Taylor and Thieberger (2011, p. xxvii-xxviii) credit this moratorium with the establishment of an official focus on collaborative research in all sectors. This has not completely stopped a pattern of “parachute science”, whereby researchers from high income countries gather data via fieldwork and then return home without acknowledging local contributions or reporting data back to the communities. The international members of the Vanuatu research team have at times experienced some (proper and valid) questioning of our motives by local residents and officials given this history, and thus have always prioritized seeking the Ministry of Health's engagement in research design and deployment, providing credit for Ni-Vanuatu partners in publications and grants, and reporting all results back to both the Ministry and communities where the studies took place.



3. Special considerations in “hard-to-reach” communities

Rapid research within “hard-to-reach” communities in the context of disasters is essential because, due to pre-existing social and structural conditions, these groups may be the hardest hit in the immediate aftermath of the disaster, and most prone to long-term disruptions in access to resources including, but not limited to, food, water, shelter, energy, health care, and services and interventions designed to help communities recover. Because of their unique qualities, researchers planning to work with these kinds of communities must make special considerations regarding how to implement an ethical, feasible, and effective study. There is an extensive literature on conducting rapid disaster research, so we highlight here a few issues of special consideration when working among “hard-to-reach” groups.

First, individuals within “hard-to-reach” communities may also share certain conditions that define them as a “vulnerable” group in human subjects research, such as belonging to a minority social group or due to economic disenfranchisement. The US National Bioethics Advisory Commission defined individuals as “vulnerable” in research “either because they have difficulty providing voluntary, informed consent arising from limitations in decision making capacity (as in the case of children) or situational circumstances (as in the case of prisoners), or because they are especially at risk for exploitation (as in the case of persons who belong to undervalued groups in our society)” (NBAC, 2001, p. 85). Working with these groups even under “normal” circumstances requires consideration of additional safeguards to ensure consent is not coerced and risks are minimized (Gordon, 2020).

Second, in the context of rapid disaster research among these groups, a major question is whether disasters amplify or introduce vulnerability by reducing decision-making capacity through effects on psychological health. There is some disagreement in the literature on this point, and disaster-exposed individuals are not currently considered a special vulnerable category under US federal regulations for human subjects research. Collogan et al. argue that “disaster-affected populations should not necessarily be considered ‘vulnerable”' in the regulatory sense, but that they may be more vulnerable in the colloquial sense of “sometimes requiring additional care and attention” (Collogan et al., 2004, p. 369) due to psychological harm and inability to access necessary resources. However, Ferreira et al. (2015) suggest that psychological distress can indeed increase vulnerability in the regulatory sense, given that conditions like post-traumatic stress may alter decision-making capacity. The authors recommend that participants be screened for mental impairments that may alter their ability to make an informed decision about participation before research commences. Along these lines, the Substance Abuse and Mental Health Services Administration's Disaster Technical Assistance Center recommends that researchers “regularly consult with a mental health practitioner or be trained on how to address emotional distress” (SAMHSA, 2016). We additionally recommend that researchers draw from the practice of trauma- informed health care to inform research practices, particularly consent, with communities made hard-to-reach. These practices include creating safe environments for participants, recognizing signs and symptoms of trauma, and avoiding re-traumatization when possible (Menschner and Maul, 2016). This discussion raises an additional point that if a mental health condition is identified, the research team should provide resources for psychological support if available. This requires that researchers be familiar with on-the-ground availability of professional and/or traditional support networks (e.g., community leaders, religious leaders, etc.). We recommend Collogan et al. (2004), Ferreira et al. (2015), and SAMHSA (2016) for further reading on these and additional ethical considerations for research among vulnerable and/or disaster-affected populations.

A third important consideration when planning rapid research in communities made hard-to-reach is recruitment and retention. These groups are also frequently underrepresented in research in general, and funders like the National Institutes of Health have begun requiring plans to enroll diverse communities (e.g., gender, racial, and ethnic minorities) in research proposals in order to address inequities (Langer et al., 2021). As noted earlier, there are a wide variety of conditions that make a group “hard-to-reach”, and the reasons why a particular group may be difficult to enroll in research should be carefully considered. Existing literature suggests several strategies that may be effective across populations. For example, Bonevski et al. (2014) highlight involving community partners to improve subject sampling, as well as to act as “cultural brokers” to help improve relationships between potential participants and the research team. The authors also note that rapid research among these groups may at times need to rely on non-probability convenience sampling strategies due to time and resource limitations, such as “snowball sampling”, where enrolled individuals recruit new participants. Langer et al. (2021) also highlighted community partnerships as an important first step in developing and implementing research among underrepresented and vulnerable groups, as well as other strategies such as hiring study staff from the target community and approaching potential participants “where they are”. This refers not only to finding participants where they are physically located, such as at community centers or health fairs, but also where they are in terms of readiness to participate (Langer et al., 2021). This latter aspect is especially important to consider during a disaster to time recruitment of potential research participants to after their basic needs have been met.

Finally, collaboration with community partners is essential in rapid disaster research for many additional reasons beyond subject recruitment. For example, in the context of environmental health research following the 2010 Deepwater Horizon Oil Spill, Lichtveld et al. (2016) highlighted advantages of community-academic partnerships in disaster research that are applicable to rapid research in “hard-to-reach” populations, including “...assuring research projects target practical and relevant research questions and innovative answers, to improving environmental health risk assessment, management and communication practices by generating locally relevant data, implementing community-driven interventions, and disseminating culturally-tailored information” (Lichtveld et al., 2016, p. 3). We additionally argue that inclusion of community partners is ethically necessary to avoid or ameliorate undue burden on the community during the disaster and its aftermath, as well as mitigating potentially extractive or “parachute” research practices.



4. Rapid research data collection methods

Disasters necessitate rapid research due to the often-unanticipated nature of their occurrence, quickly changing on-the-ground circumstances, the potential loss of data due to destruction of records or inadequate resources to collect new information, as well as potential bias in collecting retrospective accounts from participants. In quickly developing situations, when the speed at which data is collected matters both for the ability to conduct research at all and for the likelihood that the research will have a positive impact on the situation, traditional anthropological methods may be inappropriate. However, the holistic perspective of anthropology still offers critical framing for rapid research in that it may incorporate both qualitative and quantitative methods, as well as approach an issue from more than one angle. These kinds of approaches are especially important when studying health-related outcomes. A number of anthropologists have developed rapid assessment methods to address these kinds of situations, and while quantitative assessment may be the most “rapid” of rapid approaches, it is not the only kind of data that is needed in disaster situations. And, as Vindrola-Padros et al. (2020) point out, rapid research is not the same as rushed research. Carefully planned and executed research processes, adapted for use during disasters, is still possible. Methods discussed in this section include surveys (some developed for the purpose of evaluating disasters and some repurposed), collection of biophysical measurements and samples to measure specific biomarkers, and rapid ethnographic assessments (REAs).


4.1. Quantitative surveys

Surveys are probably the most common method used to collect data on community, organization, household, and individual experiences and outcomes associated with disasters, and depending on the research question, there are numerous examples of published instruments available. Surveys are useful in that they are convenient for participants and researchers because they can be completed quickly, can be relatively inexpensive to deploy, and can cover a broad range of topics in a short amount of time. Surveys also have drawbacks, including that it may be difficult to infer complex interactions/connections (especially in terms of surveys given at one time point), are prone to respondent bias (e.g., memory recall), and may also be difficult to deploy successfully across different cultural/linguistic contexts if appropriate cross-cultural adaptation of the instrument has not already been conducted. “Cross-cultural adaptation” of instruments refers to not only linguistic translation, but also to cultural translation meant to ensure that specific constructs retain meaning across contexts (Beaton et al., 2000). The importance of cross-cultural adaptation of survey instruments has been well described elsewhere, along with various strategies and pitfalls in the process of adaptation; for examples, see Beaton et al. (2000) and Epstein et al. (2015). Given the nature of “hard-to-reach” groups, it is less likely that culturally adapted instruments already exist, and it is likely not possible to adequately adapt a survey in time for deployment in the case of rapid research. This is where surveys collected as part of REA (discussed below) may access richer contextual information to help place survey data within a broader sociocultural context, and elucidate meanings of culturally-specific constructs as well as connections among constructs and experiences. Biocultural anthropologists have written on the utility of ethnography to inform this kind of quantitative work more generally (i.e., beyond adapting existing surveys), and particularly on strategies for defining and operationalizing key cultural variables. We recommend Dufour (2006) as an introduction to this approach.

Our work in both New Mexico and Vanuatu has primarily been concerned with individual experiences and perceptions, as well as physical and mental health outcomes among individuals from specific communities. We have used both published instruments as well as developed-for-purpose questionnaires in both projects described in this article. As it is not the object of this work to catalog all instruments available, we highlight a few here. Both of these projects assessed psychological distress, which refers to the experience of mental and emotional suffering, including symptoms that may be shared with depression and anxiety. We did not measure specific mental disorders, as psychological distress aims to measure these feelings in association with specific events or current conditions that affect psychosocial responses. In our study in New Mexico, we used the Kessler 6-item Psychological Distress Scale to assess general psychological distress. This tool has been used in many other studies during disasters, including the COVID-19 pandemic, as well as during natural hazard-induced population displacement. Also during our COVID-19 study, we were interested in knowledge and behaviors associated with the pandemic and the local response. We used sources such as the World Health Organization's “Survey tool and guidance: Rapid, simple, flexible behavioral insights on COVID-19” handbook to design that portion of our survey (World Health Organization, 2020). In Vanuatu, we used the Impact of Events Scale-Revised (Creamer and Bell, 2003), which was developed to assess perceived distress associated with traumatic events. This scale has been used to assess distress across multiple studies, from those associated with Hurricane Katrina (e.g., Paxson et al., 2012) to more currently during the COVID-19 pandemic (e.g., Tee et al., 2020). Our surveys developed for both research sites also used questions developed in consultation with community-based experts, as well as applying our own ethnographic knowledge of the local context based on our long experience working in these communities.



4.2. Biophysical measurements and samples

Anthropologists who study physical and mental health-related questions in field settings are often tasked with collecting biophysical data under less-than-ideal conditions; these conditions may include geographical remoteness of the field site, absence of secure storage and refrigeration, inadequate or absent laboratory facilities or lack of trained technicians for point-of-care testing, as well as lack of resources such as stable power and potable water. In order to meet these challenges, biological anthropologists are at the forefront of developing and field-testing methods for biomarker data collection that are more cost effective, more easily transportable, easier to store, less prone to degradation, and importantly, less invasive for the study participants. These qualities also make these methods useful in rapid disaster research settings, which may share characteristics with remote field sites given potential disruptions in transportation, infrastructure, and municipal services. There are many field-friendly data collection methods that can be effectively used to rapidly collect data during a disaster. Anthropometry is a useful tool for quickly and systematically assessing nutritional status and can require little more than a scale, measuring tapes, and skinfold calipers, depending on the outcome of interest. Dried blood spots (DBS) have an increasing number of applications in field settings where collection, transportation, and storage of blood/plasma samples may be difficult; we recommend McDade et al. (2007) and McDade (2014) for a primer on benefits and drawbacks of DBS. Biomarkers that may be analyzed in DBS include metabolic, endocrinologic, and immunologic indicators, as well as antibodies to specific infections. Importantly, Ostler et al. (2014) also note that the ease and noninvasive nature of DBS collection means that research subjects may be more likely to participate in data collection. Temporally, DBS may be most useful for addressing questions about a more contemporaneous period (e.g., past days or weeks), while other materials, such as hair, can provide retrospective information about health, stress, and nutrition over the previous months (given that hair grows at approximately 1 cm per month) (Harkey, 1993). Other non-invasive specimens to consider, depending on resources (e.g., availability of freezers) and research questions, include urine and saliva (Ostler et al., 2014), which can also be dried for some analyses. Researchers should carefully review published collection protocols as analytes of interest may degrade in biological samples at different rates over time.

An additional advantage of DBS, hair, urine, and saliva to note in the context of disasters where in-person data collection is difficult (e.g., pandemics) is that subjects can be instructed on how to collect these materials themselves, making remote collection through mail a possibility (indeed, multiple for-profit companies already capitalize on widespread public interest in home-health testing products). However, we note that not all populations are equally accessible using these methods. During the New Mexico study, we were cognizant that not all individuals in the county were equally accessible by mail; not all people living in the county have a home address or PO box, for example. Remote collection would also not be feasible in Vanuatu, except in the case of a longitudinal study where participants could be instructed on collecting samples and how to store them until the return of the researcher.

In our studies described here, we used biomarkers to assess blood glucose management among people diagnosed with diabetes (New Mexico) and chronic disease risk and physiological stress (Vanuatu). In New Mexico, we conducted data collection remotely as well as in person. We contracted ZRT Laboratory to analyze hemoglobin A1C in DBS collected either by a research assistant in-person, or by the participant in their home. A1C provides a retrospective measurement of average blood sugar over the previous 3 months, and is a widely used indicator of diabetes management (The A1C Test and Diabetes, n.d.). Participants who completed the test at home were mailed a collection kit with instructions, and then returned their samples to the researchers in pre-paid envelopes. Samples were frozen in the NMSU Biological Anthropology Laboratory before being sent to ZRT Laboratory in batches. This allowed both the participants and the research team significant flexibility in collection and analysis over several months of field work under changing conditions (i.e., transition from remote-only data collection to carefully conducted in-person field work).

In Vanuatu we sampled hair to assess chronic physiological stress by assaying cortisol, the primary stress hormone produced by the hypothalamic-pituitary-adrenal axis (Chu et al., 2022), and DBS to assay C-reactive protein, a nonspecific indicator of inflammation that may be elevated in response to chronic psychosocial stress (Johnson et al., 2013). Together these provide a long- and short-term view of physiological stress, and CRP may additionally provide insight into a potential pathway that links physiological stress to inflammation and eventual development of cardiometabolic dysfunction (Wilson et al., 2006), risk for which was assessed using anthropometric and blood pressure measurements. The cortisol in hair is stable at ambient temperatures, and the DBS were dried over 24 h, and then were frozen within 2 weeks of collection. The characteristics of these methods were important for our ability to collect biomarkers on a limited budget in a remote location. For a further discussion of field-friendly methods to assess psychosocial stress, broadly conceived, see Brewis et al. (2021).

The collection of biomarkers requires trust between the research team and the participants. This may be difficult in “hard-to-reach” populations given problematic encounters with the biomedical system and/or with researchers who conduct “parachute science”. In New Mexico, we encountered very few individuals who were not willing to provide the DBS sample, although unsurprisingly the number was greater among the remote participants. Participants appreciated receiving the tests, especially those who had been unable to visit a provider in-person for a point-of-care or laboratory blood test to adequately track their A1C over the course of the pandemic. In Vanuatu, we have a long history of work in the community which facilitated trust in our procedures. Communities are also very aware of the risk of “NCDs” (noncommunicable chronic diseases) and participants desired to have their blood pressure, weight, and other indicators checked before making a longer trip to a health post or hospital. We were concerned about lack of interest in providing hair and blood samples as there may be some cultural reticence to provide these items due to use of bodily materials in the practice of sorcery in some parts of Melanesia (Rio, 2019). However, we have not encountered systematic resistance to collection of these materials. Some of this may be due to adoption of medical pluralism across some parts of Vanuatu, where individuals are very familiar with biomedical practices which they use in tandem with “traditional” healing (Elliott and Taylor, 2020). This highlights why ethnographic insight into the community involved in the study is essential.

In both studies, we were careful to provide participants with their data where possible. We included information on clinical “cutoffs” that designate high-risk groups and recommended that individuals visit a primary care provider if their numbers were above these cutoffs. We note that as anthropologists, we are not medical providers, but it is ethically necessary to provide information on where treatment is available for those with clinically abnormal values. In New Mexico, information was provided on local free or sliding scale-fee clinics and in Vanuatu, individuals were recommended to go to the nearest aid post or dispensary staffed by a nurse for follow-up.



4.3. Rapid ethnographic assessment (REA)

REA is a data collection and analysis tool designed to collect qualitative data in situations that require rapid response. The ethnographic component of this type of assessment allows for the collection of rich contextual and locally relevant data that highlights the complex social, political, and economic factors that contribute to the conditions seen on the ground. This strategy is best used when data is needed quickly to assess an evolving situation such as a global pandemic or environmental disaster and is particularly useful to quickly assess conditions for “hard-to-reach” and historically/structurally marginalized populations. It allows for immediate engagement of community members who can provide practical insight into both their conditions and into potential solutions. REA is particularly useful when we know little about a problem and/or when the problem is in the process of development (an emerging situation). The potential methods used in REA are wide ranging and may include interviews, focus groups, observation, mapping, and surveys among other data collection methods. In addition, REA usually incorporates participants across multiple stakeholder groups.

Recent REA and other similar rapid research models on COVID-related experiences highlight the ways in which rapid research must be flexible and adaptable to quickly changing circumstances, while also maintaining fidelity to appropriate research practices. Key ideas include a focus on capturing voices not commonly heard to ensure that the experiences of those most affected by COVID-19 are known and addressed (Callejas et al., 2020), more rapid data analysis cycles that strategically utilize the resources of the team rather than relying on one individual (Callejas et al., 2020; Moloney et al., 2020; Palinkas et al., 2020) and conducting multiple stages of data collection and analysis simultaneously (Freidus et al., 2020; Vindrola-Padros et al., 2020; Luciani et al., 2021), a strategic focus on key areas in need of intervention rather than a broad comprehensive analysis (Callejas et al., 2020; Richardson et al., 2021) particularly during rapid rollout of public health interventions (Collins et al., 2022), operationalizing theoretical models to aid in rapid data analysis (Palinkas et al., 2020; Collins et al., 2022), and utilizing existing networks and collaborations to quickly deploy research strategies (Moloney et al., 2020; Luciani et al., 2021; Richardson et al., 2021; Collins et al., 2022). Others note that it is critical to continue the collaborations built during crises such that community voices continue to be heard in efforts at recovery and mitigation of future crises (Simpson et al., 2021) as well as to be responsive to the changing circumstances of collaborators (Richardson et al., 2021). It is critical to report data quickly to community collaborators and policy makers so that they can act on this data in the moment (Freidus et al., 2020; Vindrola-Padros et al., 2020). This kind of regular and timely communication can help to build these collaborations for the future and facilitate the immediate use of data for policy change.

In the context of the studies discussed in this article, several key components of REA were implemented. In the New Mexico study, interviews were designed to be conducted via phone or in person with specific protocols outlined for each method. Multiple shorter interviews were developed to facilitate the potential additional energy required when conducting an interview over the phone when body language and other visual cues and aids are not available to contribute to the interview process. These shorter interviews were conducted in rapid succession due to the potential for loss to follow-up as phone numbers change or are disconnected frequently. All members of the team were trained to conduct interviews and were thus able to maintain these more rapid research cycles. For example, multiple team members were available to conduct interviews in Spanish. In addition, some team members completed interviews more quickly than others because of fewer challenges in contacting and scheduling interviews with their assigned participants. They were then able to support research team members who had more trouble with interview scheduling, thus expanding the potential times available for interviews. While interviews were not conducted in Vanuatu, similar strategies were employed to complete surveys. Surveys could be completed with a research assistant or could be completed by the participant on their own and then reviewed by a researcher. This allowed for flexibility in data collection and allowed surveys to be completed quickly.

Research was also planned to conduct data collection and analysis simultaneously, or near simultaneously, in the New Mexico and Vanuatu studies. While it is common to begin preliminary analysis of data prior to the end of formal data collection, the process overlapped more than is typical for the New Mexico study in particular. Preliminary data analysis began immediately as surveys began to come in and following interviews. Analysis of interviews was modified to directly analyze data from the interview audio rather than waiting for transcription to be completed. During this time, some team members were also working on transcriptions that could be utilized in a second phase of analysis. The preliminary results were reported to community partners early rather than waiting for a final analysis to be complete. In Vanuatu, preliminary data analysis was conducted toward the end of the month of fieldwork so that authors Roome and Chan could present key information to the Vanuatu Ministry of Health partners before the investigators departed the country.

Finally, it was critical to focus the research on a shared area of interest between the research team and community partners in both New Mexico and Vanuatu. Community partners were able to justify the work required of their staff to support the project because it also met their own strategic goals and efforts to rebuild after the height of the COVID-19 pandemic (New Mexico) and during the ongoing disaster in Vanuatu. These partnerships were essential for rapidly identifying multiple methods for participant recruitment, strategizing remote methods for data collection with marginalized communities, and in the New Mexico study, transitioning to safe in-person data collection at community centers when that was allowable.

REAs may be difficult to implement given the slow-moving nature of research-related infrastructure. For example, university research systems may or may not be prepared to facilitate rapid research as normal strategies for processing funding and obtaining ethical approvals are often set up for longer time frames. Systems and processes may be complex and require the input of several different institutional units (Richardson et al., 2021). Research teams may also need to be constructed and managed differently. Rapid research during disasters may require bringing new research team members, including student trainees, on board quickly and training them more rapidly than in non-disaster situations (Luciani et al., 2021). Significant time may also need to be spent on administration and coordination of larger or less experienced research teams (Vindrola-Padros et al., 2020). In addition, research teams identified the need to build support systems into research processes to address the individual stressors of research team members and ethical challenges of research related to the pandemic (Luciani et al., 2021)—for example instituting weekly briefing sessions that included these discussions (Moloney et al., 2020). The need to consider whether the team should do research at any point during a disaster has also arisen, as research teams need to consider the potential for harm or benefit to the populations affected as well as the researchers (Vindrola-Padros et al., 2020).

As will be discussed further below, rapid response from the respective research team's IRB was critical in moving the projects forward in time. In the New Mexico study the IRB was able to rapidly enact processes to facilitate quicker approval for COVID-19 related projects as well as to guide researchers in developing safe protocols for data collection. The Vanuatu study was facilitated by a pre-existing ethics protocol that was modified and approved rapidly for the 2017 study. Processing of funding was another matter, however. New strategies for processing funding for research were not significantly changed and did cause delays for the New Mexico project. Consistent communication with university offices responsible for managing and monitoring funding was essential to limit these delays.

Availability of technologies like Zoom facilitated both projects and was especially important during the New Mexico study for training new researchers. The New Mexico study team additionally collaborated to train new research team members, including having seasoned student research team members conduct some of the training for new research team members. The team also had regular research team meetings online at first and then hybrid when some restrictions on convening in person were lifted. The hybrid format allowed for adequate physical distancing while offering some in-person support for those research team members who felt particularly isolated at the time of the research. Similarly, online meetings were critical for the deployment of the Vanuatu project, given that researchers were spread across Vanuatu, Canada, the US, and Japan.

Our studies demonstrate some of the many challenges of conducting rapid research in disasters, in particular balancing the need to work quickly and flexibly with maintaining the rigor of the study as well as maintaining relationships and networks through which the research may happen. Our studies contribute to this ongoing discussion and development of best practices for rapid research in communities labeled as “hard-to-reach”. As noted above, working in these communities presents particular challenges, but also offers creative new ways of engaging communities during disasters.




5. Rapid research in domestic (United States) context: the colonias COVID-19 studies

The U.S.-Mexico border region is typically defined as the geographic area 100 kilometers north and south of the international boundary. It includes 44 counties in four U.S. states and 80 municipalities in six Mexican states (U.S. Department of Health Human Services, 2017). Many areas within the border region are medically underserved, have high rates of poverty, and experience a range of health inequalities. Doña Ana County (DAC), New Mexico (Figure 1) is one of the U.S. counties within the border region. The 2021 population estimate is 221,508, 68.8% Hispanic/Latino, and 16.5% foreign born. Nearly half of the residents (49.4%) speak a language other than English at home, and 20.5% live in poverty (US Census Bureau, 2021). Doña Ana County contains 37 colonia communities. Colonias, in the U.S. context, are designated by the U.S. Department of Housing and Urban Development as rural communities, often unincorporated, located within 150 miles of the U.S.-Mexico border that may lack adequate infrastructure and services such as paved roads and sewer systems (Viva Doña Ana, 2022). DAC has identified several key issues within its colonia communities including unpaved roads that contribute to dust pollution and health problems related to pollution, and limited accessibility for first responders, health care workers, school buses and others, especially during flooding in the summer rainy season. The county's wastewater treatment plants serve approximately 10% of colonia communities (Doña Ana County, 2017). The average median household income in Doña Ana County's colonia communities was under $35,000 in 2010 and average household poverty levels neared 30% (American Community Survey, 5-year estimates 2006–2010). In addition, Doña Ana County is located between the U.S.-Mexico border and United States interior border checkpoints, which essentially traps some community members and families with mixed documentation status in the region. Author Scott has worked in DAC conducting research on health inequities and serving on community health organization advisory boards since 2013. The interests of one community health organization and those of authors Scott and Olszowy to better understand the impact of COVID-19 on the county's rural communities led to the project described in this article.
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FIGURE 1
 Map of Doña Ana County, New Mexico. Image Source: Subhashni and Raja (2018).



5.1. General methodologies

In response to the impact of the COVID-19 pandemic, authors Scott and Olszowy developed a research team including several New Mexico State University (NMSU) undergraduate and graduate students and a community health worker coordinator (author Mares) from the DAC Health and Human Services Department. The team designed a two-stage study to better understand the mental and physical health impacts of COVID-19 restrictions for rural communities. The first study included a survey and individual interviews and focused broadly on community members' experiences of food insecurity, mental health, and health care strategies. During phase 1 of the study, we noted specific patterns associated with people's ability to manage chronic health conditions and thus focused phase 2 of the study specifically on the experiences of people with a diagnosis of type 2 diabetes. This study also included both surveys and qualitative interviews as well as blood samples to estimate A1c. The long-term objective of these studies is to develop a model of how the COVID-19 pandemic contributes to outcomes in individuals with diabetes by exploring interactions among diabetes, psychological distress, and food insecurity.



5.2. Working with local collaborators

This project required the collaboration of the Doña Ana County Department of Health and Human Services (DAC DHHS) given the difficulty in recruiting individuals living in rural areas in southern New Mexico, which we discuss further below. Scott's previous connections to community health organizations facilitated a collaboration with DAC DHHS, which has active community centers in 12 rural communities across the county. We worked closely with DAC DHHS's community outreach coordinator to determine the best ways to reach community members for study recruitment, appropriate data collection strategies, and ways to report study results to study participants. The community outreach coordinator manages the teams working at community centers throughout the county and was able to connect our team to community health workers who supported the study by helping the team to engage with local communities.



5.3. Research specific challenges
 
5.3.1. Ability to share information, recruit participants, and follow up

COVID-19 restrictions limited some of the usual means that our research team used to disseminate information about research and recruit research participants, particularly given that outreach to rural communities often requires face-to-face interaction at community events. Many individuals in Doña Ana County's rural areas do not have consistent access to internet, cell phones, computers, or other means to learn about research through electronic communication. Communication via mail is inhibited by the lack of street addresses and frequent change of address among rural community residents as well as phone service disconnection. Following initial recruitment of participants, follow-up was also more difficult given these same communication limitations.



5.3.2. Changes to team communication and research team structure

Additionally, much of our communication within the research team had to be constructed differently to maintain research team safety during the height of the COVID-19 pandemic when the university required all research that could be conducted remotely to do so. Rather than in- person meetings, we conducted our research team meetings via Zoom until it was allowable to resume in-person meetings. Although we were able to utilize Zoom effectively, some discussions, particularly regarding qualitative data analysis, were more difficult as we could only share one screen at a time and could not easily review analysis completed using Nvivo, the qualitative data analysis software we used for the project. During the course of the project, research was permitted to move back to in-person methods so long as specific COVID-19 safety protocols were in place and approved by the NMSU IRB. While this was a benefit to the research, it was time intensive to design these safety protocols and ensure that they could be effectively implemented at community sites such as community centers. Ultimately, with the support of community partners, we were able to develop a hybrid format that maintained safety for both participants and research team members.




5.4. Personal challenges
 
5.4.1. Changes to “normal” academic routines

Due to COVID-19, our research team members all had to shift away from normal routines for academic work as well as personal activities. For example, academic classes shifted to online and sometimes asynchronous formats. These adjustments to academic schedules were often disruptive for both students and faculty. In addition, working and studying at home often meant more frequent interruptions and less access to private space for team members.



5.4.2. Changes to social interactions and increased isolation

Typical modes of social interaction were curtailed because public places and businesses were closed, which led to feelings of isolation for most on our research team. These changes created increased feelings of stress for the research team, who then saw similar responses reflected in the interviews and survey data for our participants as well. While mindfulness of the wellbeing of the research team is always a priority, during the pandemic we needed to increase our focus and time attending to research team wellbeing.



5.4.3. Increased intensity of time online

As courses, meetings, and personal social time moved primarily online, research team members needed to take more frequent breaks from data analysis and other research-related activities. This need for additional breaks required a change in our typical timelines for research. Frequent adjustments to timelines were necessary throughout the course of the study.



5.4.4. Heightened learning curve for students

Additionally, the students on our research team were new to conducting research. The learning curve is steep in non-pandemic times. Learning how to conduct research during a pandemic when normal research protocols for both mentors and trainees are impossible increases the learning curve even more.



5.4.5. Fear of COVID-19

Across research team members, differing levels of fear of contracting COVID-19 led to challenges in structuring team processes. Some team members felt comfortable with some in person interaction, while others preferred to remain completely online. Team members also considered the vulnerability of our research participants in making decisions regarding in-person or continued online interactions. It should be noted that community members who participated in this research also had differing levels of fear of contracting COVID-19, and some preferred in person interactions much earlier in the research process than others.




5.5. Value of the work

The research team started this project because we saw the effects of the pandemic in our communities and wanted to use our research skills and/or learn how to conduct research to be able to address the effects of the pandemic. While some of our findings were expected—high levels of psychological distress, for example—others were not. Interview participants discussed unique strategies they used to manage and even improve their health during the pandemic. People mobilized social networks and used their newly found time to engage in new physical activity and/or healthier diets. The research team identified strengths and major challenges within rural communities that will be useful for local governmental agencies as they plan new programming to “rebuild” rural communities following the pandemic.




6. Rapid research in an international context: the Ambae displacement study

Vanuatu is a lower-middle income island nation in the South Pacific (Figure 2). The majority Melanesian population live across 63 inhabited islands within the Y-shaped archipelago, and most of the population (80%) engage in subsistence agriculture as their primary livelihood (UNSDG, n.d.). As of the 2016 Vanuatu National Statistics Office mini-census, approximately three-quarters of the 270,000+ population reside in rural areas like Ambae island. Ambae is located in Penama Province and has limited municipal infrastructure; for example, in 2009 over 80% of households identified pit latrines as their primary toilet facilities, 2% of households were serviced by private piped water, and fewer than 5% of households were on a serviced electric grid (Vanuatu National Statistics Office, 2009). Paved roads are also absent; the island must either be traversed via dirt roads/paths or by boat over the ocean. The island is connected to urban areas Port Vila on Efate island, Luganville on the island of Santo via flights departing from several small airfields (Figure 3) as well as by boat. Ambae (also called Aoba) (Figure 2) is an oceanic island formed by the Manaro volcano (elevation: 1,496 m). Manaro is the largest volcano in Vanuatu and was dormant until the 1990s when activity in 1995 and then 2005 led to short-term displacements of local villages to other parts of the island ['Aoba island', (n.d.)]. In October 2017, substantially elevated activity (Figure 4), including acid rain, ashfall, and flying rocks prompted an official evacuation order of the entire island population. In the end, 10,869 individuals were moved for a period of 4–6 weeks to nearby islands including Santo, Pentecost, Maewo, and Efate. Individuals underwent significant hardships including uncertainty about when and if they would be able to return home, destruction of homes and subsistence gardens, risks to health from exposure to ash inhalation and contaminated water, as well as food, water, and housing insecurity at emergency shelters.
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FIGURE 2
 Map of Vanuatu with Ambae island indicated. Image Source: OpenStreetMap.
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FIGURE 3
 Longana Airport, located in Northwest Ambae. Image source: Kelsey Dancause.
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FIGURE 4
 Eruption of Manaro Voui Volcano, Ambae island, Vanuatu in November/December 2017. Image source: Amanda Roome.


Authors Olszowy, Dancause, Chan, and Roome have worked in Vanuatu for over a decade on questions related to economic development and health transitions (see: Dancause et al., 2010, 2011a,b, 2013; Olszowy et al., 2015, 2017, 2018; Sun et al., 2016; Weitz et al., 2017; van Horn et al., 2019), and have more recently begun to conduct assessments following natural disasters (see: Pomer et al., 2018, 2019; Zahlawi et al., 2019). We were personally and professionally interested in the impacts of the displacement on mental and physical health among the population given our previous research among the Ambae community. Population displacement is common and increasing due to factors including climate change and conflict (UNHCR, 2019, n.d.), and Pacific islands are at particular risk for disasters and hazards due to the former (Noy, 2015). More models are needed to explore factors that buffer and amplify effects of disaster-related displacement on individual and community health. The Ambae displacement was a particularly interesting model because (1) we have data on health-related behaviors and outcomes from this population dating to 2007; (2) the entire island population, rather than a subset, were displaced; and (3) the Vanuatu Ministry of Health deployed a first-of-its-kind mental health response, which provided an opportunity to evaluate the impact of professional intervention on psychological health during the disaster. Our previous work in Vanuatu, and unique resources within our research group, enabled our rapid response to the situation.


6.1. General methodologies

In response to the Ambae displacement and repatriation, we sent a research team (authors Chan and Roome) to the island to collect assessments of individual experiences and mental and physical health in the aftermath. Rapid response was crucial due to the retrospective nature of the study; we were concerned about the fidelity of participant memory of events as more time passed between the displacement and data collection. Additionally, most psychological health questionnaires are designed to assess the previous few weeks or months and are prone to recall bias over longer periods of time. We also collected anthropometric measurements and biological specimens (hair and blood spots) to assess factors including physiological stress (hair cortisol) and inflammation (C-reactive protein). These specimens also needed to be collected close to the event in order to assess the immediate impacts on physical health markers.

The initial displacement took place in October 2017, and data collection for this study took place in November-December 2017 after repatriation was underway. The research team traveled to 13 villages representing the four regions of Ambae (north, south, east, and west), and conducted the aforementioned procedures among adult men and women volunteers. The survey assessed participant experiences during displacement (e.g., food and water insecurity, perceptions of government and NGO response, receipt of psychosocial support), experience of psychological distress in response to the displacement, and physical health outcomes (e.g., blood pressure, physiological stress as measured by hair cortisol, and inflammation as measured by C-reactive protein in blood spots). Participants could choose to self-administer the survey, or have it read to them by a research assistant, and all measurements and sample collection were conducted by trained assistants. A local research assistant traveled ahead of the survey team to announce data collection at locations including clinics, churches, and community centers. Further description of study methods is available in Zahlawi et al. (2019).

The survey instrument used in this study was originally developed in response to a previous disaster in Vanuatu. In March 2015, the country was struck by Cyclone Pam, a category 5 cyclone that caused wide-spread destruction due to high-force winds, rain, and flooding. In all, 16 people were killed and a majority of Vanuatu's population required immediate aid (Coates, 2015). A research team directed by Dancause traveled to Vanuatu 3–4 months following the cyclone to assess the impact of the disaster on psychological health and nutrition among pregnant persons (Pomer et al., 2018, 2019). The survey included questions on experiences related to the cyclone, dietary diversity, and psychosocial distress. The latter questions were based on the Impact of Event Scale-Revised (IES-R) (Weiss and Marmar, 1997) (instrument is further described in Pomer et al., 2018, 2019). Having this instrument available for modification is a major reason why we were able to respond quickly to the Ambae displacement. Additionally, a human subjects protocol was already approved at investigator Dancause's institution, allowing for submission of a modification to the protocol which took ~1–2 weeks to review, rather than a new protocol which would have necessitated longer review.

Challenges in developing the survey were numerous. Mental health is a relatively new priority for the Vanuatu Ministry of Health, with no culturally-specific clinically-validated surveys available. Thus, we have had to rely on surveys developed in other contexts (typically in high-income, English- speaking populations). Translation was conducted by local research collaborators into Bislama, an official English-based pidgin language, which is spoken across Vanuatu. However, with over 100 different languages spoken across the archipelago, local variations of Bislama may affect the generalizability of surveys across communities. Despite these challenges, the distress scores derived from the Cyclone Pam survey did show indications of construct validation (i.e., the measure of distress was associated with factors that predict/are predicted by distress in other contexts). For example, distress was predicted by variables including dietary diversity and hardship (damage to village, home, and garden) (Pomer et al., 2019). Distress also was predictive of birthweight among babies born to persons who were pregnant during the cyclone (Pomer et al., 2018).



6.2. Working with local collaborators

Local collaborations have always been integral to our research in Vanuatu, and during the Ambae displacement study these collaborative relationships were key to our rapid response. The primary point of contact between the international research team and the Ministry of Health in Vanuatu is Director Len Tarivonda (author Tarivonda), who provides permission for research studies to be conducted on behalf of the Ministry, among other assistance. Once a meeting was established, Director Tarivonda was satisfied that the project focused on mental health issues as this fit with the current direction in public health focus at the Ministry. Director Tarivonda was also key in arranging for research assistance by professionals already working on Ambae, including Beverlyn (Bev) Tosiro (author Tosiro) and Maxley Malanga, who are local nurses, as well as Markleen Tagaro, the Penema Provincial Health Supervisor. Tosiro, Malanga, and Tagaro were instrumental in arranging all logistics on Ambae, including facilitating networking by speaking to local village chiefs and spreading the word around villages. They also held significant local knowledge, such as which villages were most affected, and when locally scheduled events were happening to help coordinate with the project objectives. These collaborators also had worked with some of the research team on other projects in the past, and so understood how to conduct outreach and data collection based on their experience during previous studies. In addition to Tosiro and Tagaro, the research team also hired local nurses or nurse aides who worked at dispensaries (medical aid posts) within the communities.

Response to our survey was overwhelming. Participants stated that they greatly appreciated being asked about their experiences. We also reported back to Director Tarivonda at the conclusion of the data collection period and were able to communicate not only information from our surveys, but also other ongoing hardships experienced by the community. For example, there was some concern among community members about the aid received from organizations like the Red Cross, Save the Children, and Australian Aid. Households received one bag of rice and one bag of water from these organizations, and while appreciated, the aid was not sustained; with gardens destroyed and water sources contaminated by ash, fear over lack of resources contributed to ongoing distress. Although our collaboration with the Ministry of Health is longstanding, we did experience several challenges. First, it was initially (but understandably) difficult to get in touch with Director Tarivonda due to the overwhelming impact of the disaster on his time and resources. We additionally faced some issues in communication with the local research assistants regarding the purpose of the project, and how payment for assistance would be distributed, due to a misunderstanding between the research team and our point-of-contact with potential research assistants in different villages. Given the short time period that we had for data collection, it was integral to the project that we work out these issues quickly and efficiently; our long-standing relationships with these collaborators and trust built with the local communities are largely what allowed us to work past miscommunications.



6.3. Research specific challenges

The rapid nature of this project created specific challenges not usually encountered in research that has been planned over months and years. These challenges included:


6.3.1. Availability of colleagues for immediate travel

Several members of the research team are university faculty who were well into fall (northern hemisphere) semester courses and were thus not able to travel to the research site. We were fortunate that both Roome and Chan had extensive previous experience working in Vanuatu, and positions that allowed them to travel to the research site at short notice.



6.3.2. Transporting field equipment to the field site

We encountered some difficulties in getting field equipment (e.g., filter cards for blood spots) to the appropriate person before departing for Vanuatu, and once traveling, also encountered issues regarding weight restrictions for air travel. We typically have a large team traveling to Vanuatu and are able to split equipment between multiple individuals, which was not possible in this case.



6.3.3. Travel in a disaster-struck area

Ambae is a rural island and travel typically occurs by foot, boat, or in some cases, trucks on dirt roads. The research team was not only impacted by typical challenges in conducting research in this area (e.g., heavy tropical rain and subsequent mud making truck travel impossible; traveling south on the ocean to an atypical dock that made loading the boat difficult), but also significant personal danger due to the ongoing nature of the Manaro volcano eruption. Schedule changes regarding plane flights were also not communicated, likely due to disruptions related to the disaster, resulting in the research team missing a flight that departed 5 h earlier than scheduled.



6.3.4. Funding for rapid research

Applying for funding for field research is typically a months or even years-long process. Very few resources are available for rapid research. The Natural Hazards Center in Boulder, Colorado provides funding for rapid disaster research, and we successfully applied to this resource to support international travel. The other major source of funding for this project was author Dancause's existing research funding from a provincial salary support program, which included some flexible funds to support her broader research program that could be used to support data collection.




6.4. Personal challenges

The field research team faced additional personal challenges while in the field. These included:


6.4.1. Meeting basic needs

Due to the nature of the disaster, food and potable water was not widely available, and the research team did not want to exploit already-stressed local resources. Additionally, while water is readily available in rivers and streams, these were heavily contaminated by ash. The team thus had to pre-purchase and carry a large amount of food and water, in addition to their research equipment. Planning to meet basic needs while not burdening the host community is integral to rapid research in disaster scenarios.



6.4.2. Maintaining physical health

Field work is physically demanding, and conditions were not improved by the disaster. The team put themselves at risk of ash inhalation as well as risks associated with contaminated foods. One member of the research team also acquired an Escherichia coli infection and was significantly ill during the latter part of the trip and travel home. Other risks included potential for malaria transmission (malaria is endemic on Ambae) as well as other infectious diseases (e.g., tuberculosis, hepatitis, and typhoid). The team acquired international travel insurance in case of accidents and death, and was also aware of “usual” risks due to previous research in the country, used filtered straws and bottled water as precautionary measures, and was in good physical fitness, but this does not preclude occurrence of unanticipated events.



6.4.3. Attending to mental health

The researchers have worked in Vanuatu for over a decade and have many personal connections on Ambae. Witnessing any human suffering is distressing, and observing the hardships experienced by communities and individuals was detrimental to the team's mental health. In one particular instance, the team was struck by the severity of the disaster when they crossed from east to south Ambae, where the impacts of the eruption were greatest. Somewhat ironically, while our survey was assessing psychological health among Ambae residents, we neglected to fully consider the impacts on mental health among the research team. Field research is stressful even outside of disasters, and the preparation that our team had from previous work in Vanuatu did help buffer them from some of the effects.




6.5. Value of the work

Rapid research is challenging, despite the preparation that our team had due to many years of collaborative research in Vanuatu. It is thus important to consider the overall value of the research compared to the burden on the local community and government, as well as on the researchers. Our work on the Ambae displacement demonstrated both individual and community value. Ambae residents repeatedly expressed appreciation in being asked about their mental health, and an opportunity to discuss their experiences related to the disaster response. For example, many expressed concerns regarding the transient nature of outsiders (i.e., international aid organizations) coming to the island, distributing limited items to provide for basic/immediate needs, while not staying to work on neglected long-standing issues (such as the lack of infrastructure that made the disaster response more difficult). The government (Ministry of Health) also expressed gratitude for exploration of mental health during the disaster, given that this is a new national priority. Our instrument is an important first step in developing tools for assessing mental health at the local level. Additionally, our study served as an evaluation of a mental health intervention response for displaced persons. The Ministry sent a small group of mental health professionals to the displacement camps in order to lead group discussions. We found that among women in particular, any kind of support received, whether professional or from local supports (e.g., chiefs) was associated with reduced stress compared to women who reported that they were not able to get support (Zahlawi et al., 2019).

This study was also important because it provided a baseline for applying for funding for a follow-up study among the displaced population 2 years later. We received a grant from the National Geographic Society to explore the longer-term physical and mental health outcomes associated with the displacement in 2019. These data will provide important information about what strategies may buffer or amplify long-term health impacts of disasters like the one in Ambae. Finally, and perhaps most importantly, studies like this can provide a baseline of information to assist with developing and evaluating rapid interventions that target outcomes from the original needs assessment.




7. Lessons learned

In addition to the general value of the research conducted in the New Mexico and Vanuatu studies discussed in this article, the projects provide some important lessons for rapid research that we believe are helpful for planning similar types of studies. In this section, we reflect on our experiences in both projects, and how studies conducted on different types of disasters in different cultural contexts grant some generalizable lessons for future research in myriad settings.


7.1. Importance of local collaborators and locally experienced investigators

Research in both New Mexico and Vanuatu would not have been possible without existing relationships and the involvement of local collaborators and experts. In the New Mexico study, one member of the research team (Scott) has participated on health equity community boards for several years and has collaborated with the Doña Ana County Department of Health and Human Services and Doña Ana Wellness Institute on a number of health equity projects in the past. This existing relationship was important to be able to quickly establish a collaboration that would allow this project to move forward. In particular, having a community collaborator who works regularly with community health workers in the rural regions of the county was critical to successful recruitment efforts. While we recommend always including these community collaborators, during the COVID-19 pandemic, the research would have been impossible without this collaboration because usual routes of recruitment were closed (e.g., advertising in community centers, which were initially closed). Sharing the research ideas and plans early on with community collaborators, including the Doña Ana Wellness Institute has been critical to our ability to collect, analyze, and write up data in ways that are useful to our community partners.

Community collaborators and experts were similarly important in the Vanuatu research project. First, we had collaborators within the government who personally and professionally invested in what was happening on Ambae, which meant that we were able to get the necessary approvals relatively quickly. Second, we hired local research assistants who were well networked, meaning that they knew who to call or otherwise contact on the island in order to facilitate transportation, food, water, accommodation, and data collection. Relatedly, our local research assistants were comfortable working with people who they did not directly know and they were willing to forge new connections when necessary.

Both studies highlight the importance of a network of local community experts. We also want to state unequivocally that local collaborators are experts in their own communities and should be credited for their contributions via inclusion in authorship in all publications (which, at a minimum, can facilitate proposal writing for the collaborators for ongoing disaster relief aid), as well as providing timely and targeted reports back to local agencies in a position to use the findings.

We also note here the importance of locally experienced investigators; by this we mean inclusion of investigators (who may not be from the field site) who have previous experience conducting research within the affected community. We have already discussed author Scott's experience locally in New Mexico. In Vanuatu, our field team members had experience working in Vanuatu and on Ambae under “normal” circumstances, and thus were aware of how to interact with the communities and leverage local connections. Without the expertise of our research teams in both locations, our flexibility in responding to challenges as they arose would have been greatly reduced. Another advantage of having locally-experienced investigators is that it streamlines the process regarding applying for ethics approvals. In New Mexico, author Scott is a reviewer for the university IRB, and is highly familiar with their processes and procedures. In the case of Vanuatu, the principal investigator (author Dancause) was able to modify an earlier approved protocol, which otherwise may have delayed the project.



7.2. Large, cross-trained research team

Projects that implement multiple methodologies, that seek to sample a broad representation of the population, and that may require quick implementation of adjustment to research procedures require larger, cross-trained research teams. This means that any team member should be able to step into any part of the study procedures, and this limits introduction of error as well as potential disruptions to the study timeline.

In New Mexico, the project became more complex as we continued to adapt our research design due to changing COVID-19 restrictions in our state. It was helpful to have multiple team members who could work on specific parts of the project and replace each other as needed when individual circumstances changed. Additionally, our student members of the research team expanded our capacity to conduct our work. As we had prior mentoring relationships with the students, we were able to quickly train them to participate in all aspects of the project.

In Vanuatu, not all investigators were available to conduct fieldwork at the time of the displacement. The research team members were all trained at Binghamton University as graduate students in the Department of Anthropology, which enabled similar methodologies and processes to be implemented by whichever team members were able to conduct fieldwork. This meant that the investigators more involved in study design (Dancause and Olszowy) implicitly trusted the investigators more involved in fieldwork (Roome and Chan) to conduct the study as designed.



7.3. Access to rapid funding

Normal funding cycles for grants that may typically fund research on issues such as health disparities in marginalized communities were too extended to be feasible given the need to set up the research process and collect data quickly for both of these projects. Research funding is a challenge in any context, even under usual circumstances, but becomes increasingly difficult to find for rapid research. Federal sources in the US, like the NIH and NSF, have some mechanisms for rapid funding, but these tend to prioritize research in US states and territories, and funding is not guaranteed. Ideally, more institutions would provide researchers with specific funds that they can deploy in these kinds of circumstances, but that is not often a reality. During the course of the New Mexico research, the Department of Anthropology allowed authors Scott and Olszowy to repurpose their conference travel money for research. The research in Vanuatu would not have been possible without an undesignated funding line for research granted to author Dancause by her institution. We encourage other institutions to invest in this kind of funding to facilitate disaster or other types of rapid research.

Some organizations, such as the Natural Hazards Center, do exist specifically to fund rapid disaster research, and overall, funding a rapid project often takes a magpie-like approach to collecting small pots of funding from different sources, regardless of the context.



7.4. Adaptability and flexibility

An expectation that not if, but when things will go wrong is necessary for rapid disaster research. Researchers must maintain adaptability and flexibility (and we remind potential reviewers of rapid research manuscripts to remember this as well!). The New Mexico project could not follow the standard progression from design to data collection, analysis, and dissemination. Since the project results were critical for our partner organizations to access early on in the project, we moved among different aspects of the study more fluidly than we may have on other types of projects. We disseminated preliminary findings twice during the course of the study.

We also adjusted our research design to accommodate different recruitment strategies and larger than typical loss to follow-up. The mixed-methods approach contributed to our ability to adapt our project as circumstances changed. It also allowed flexibility for research participants to engage with the project with different levels of time commitment. While research processes are often less linear than they appear on paper, this project was particularly circular as we moved back and forth across the research process to make adjustments and provide regular reporting to our community partners.

In Vanuatu, authors Roome and Chan noted many instances where flexibility and adaptability were key in the field. Many of their experiences related to transportation difficulties on a tropical island without paved roads; the research team encountered several instances when they were unable to cross rivers, or where they were separated from some of their equipment, due to rainy weather. In these cases, they were able to utilize their knowledge of local networks to make changes to the survey schedule. It would not be practical in these situations to try to adhere to a strict schedule: researchers must be prepared to be flexible and to adjust their timeline accordingly.



7.5. Navigating infrastructural challenges

Existing infrastructure may enhance or impede the progress of research during “normal” times, and bureaucratic delays may become more apparent during rapid research, and particularly when the institution is also experiencing fallout from the disaster. In the case of our New Mexico project, the university funding structure was not able to respond as quickly as our funders. While our application for IRB approval was fast-tracked, approvals for expenditure of internal funds (i.e., repurposed travel awards) took longer. Part of the problems we encountered were due to changes in university operations related to various public health orders implemented by the State of New Mexico, but others were due to typical administrative checks and balances on funding sources. University systems need to be better prepared to shift to different approval processes that allow for faster approval when a researcher has funding for rapid research. Our funding from the Natural Hazards Center was awarded directly to the investigator, which made the process of using the funding much quicker (although record keeping was more onerous).

In Vanuatu, we received rapid ethical approval for our project and did not experience major delays in accessing funding due to university infrastructure, but had some difficulties in communicating with the Vanuatu Ministry of Health. Understandably, the Ministry was engaged in managing the disaster on Ambae, and availability of our usual contact with the Ministry (Director Tarivonda) was slower than usual. A wide network of existing contacts locally in this case was helpful in getting the project off the ground and approved by the local officials.



7.6. Survey resources for rapid researchers

Rapid research is unexpected, so if contemplating this kind of study at a different field site, awareness of what kinds of instruments are published and available is invaluable so that they can be quickly translated. We suggest the Natural Hazards Center website (https://hazards.colorado.edu/) as a good place to start looking for resources for survey (and general project) building for rapid research.



7.7. Avoiding undue burden for the local community

An overriding concern that we had during both projects was that we not become an additional burden on the local government and community as they were dealing with the disaster. In New Mexico, this included providing compensation for the survey and interview completion, in an amount appropriate for the time investment without being coercive among a population that is economically insecure (i.e., $10 grocery gift cards and $10 cash payments). In Vanuatu, the research team was particularly concerned about not using resources like transportation, food, and water that were directed at disaster relief. In both settings we also carefully considered the balance of value to burden in conducting this research for the community and local government, and made sure that preliminary results were made available to appropriate entities as soon as was feasible after the data were collected.




8. Conclusion and takeaways

In this article we have discussed challenges, opportunities, and lessons learned from two rapid disaster research studies among “hard-to-reach” communities. While there are many challenges to this type of research (e.g., lack of funding, difficult-to-access study populations, barriers to recruitment), research among these communities is important as well as practically and ethically feasible given appropriate planning. We highlight the following as major takeaways from this article given our literature review and experiences in the field. First, and perhaps most important, community/local collaboration and engagement is essential for all aspects of study design and implementation (e.g., planning, recruitment, analysis, and reporting). We argue that this is an important first step in mitigating potentially extractive practices that otherwise may alienate the study community from the research community. Second, researchers should pay attention to their own, and their team's, personal challenges and needs given the reality of researchers as human beings working under difficult conditions. Discussion of this point has grown in the literature during COVID-19, perhaps due to increased time for reflection borne of social isolation, but it is a positive direction for the field, particularly in terms of managing mental health and reducing burnout. Third, we found great value in mixed-method approaches to data collection, especially in terms of the project in New Mexico. Teams comprised of individuals with different academic strengths allowed for rapid deployment a study that used surveys, biomarkers, and REA, which would not have been possible without collaboration between authors Scott (a cultural medical anthropologist) and Olszowy (a biological anthropologist). Finally, we also highlight the need for adaptability/flexibility among the research team. No research product ever looks exactly like the initial research plan, and this is especially true for rapid research.
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Context: Puerto Rico experienced four natural disasters in 4 years (2017–2021): Hurricanes Irma and Maria, thousands of earthquakes reaching 6.4 magnitude, and the COVID-19 pandemic. In this context, our team sought to understand the impact of disaster aid distribution on poverty and economic inequality, and their relationship to the spread of COVID-19 across Puerto Rico. Rapid research was required to ensure we could collect perishable data within this ever-changing context.

Challenges: Our mixed methods design relied on both secondary and primary data. Because analyses of the former were to inform where and how to collect the latter, timing was of the essence. The data sources identified were not readily available to the public, and thus required gaining access through direct requests to government agencies. The requests coincided with a transition between administrations after an election. This resulted in unexpected delays. Once in the field, the team had to balance the rapid nature of the research with the mindful work to avoid compounding traumas experienced by participants, heightened risk for re-traumatization and fatigue, the risk of COVID-19, the digital divide, and intermittent electrical and telecommunication services.

Adaptations: In response to the delayed access to secondary data, we adjusted our research question. We continued to collect data as they became available, incorporating some immediately into analyses, and cleaning and storing others for future research opportunities. To overcome ongoing trauma challenges and prevent fatigue, we recruited and hired a large temporary team, including members of communities where we collected data. By recruiting participants and co-researchers at the same time and place, we both collapsed time between these activities and increased our team's contextual competency. To adapt to challenges presented by the pandemic, we created hybrid data collection procedures where some data were collected online, and some in person, while maintaining COVID-19 protections. We used similar adaptations for dissemination.

Lessons: Rapid research needs to be agile. Working within a convergence framework to investigate wicked problems had the unexpected added benefit of providing our team with a variety of disciplinary approaches which proved helpful in adapting to the changing conditions in the field. In addition to the resourcefulness of a transdisciplinary team, it is important to be willing to pivot in response to changes and to collect data where and when you can. To increase participation, opportunities need to be designed with flexibility, mindful of competing demands faced by individuals willing to collaborate. Collecting and analyzing data iteratively and utilizing local resources can enable rapid research that is rigorous and yields rich data.

Contributions: Our team applied the lessons learned to structure a rapid and iterative dissemination plan. We combined member-checking with community-level dissemination, enabling us to hone findings further before presenting to policy makers and media. Rapid research creates opportunities to make data-informed program and policy adjustments when they can be most impactful. Both the media and policy makers pay closer attention to research on current events. Hence, our recommendation is to do more rapid research! The more we do, the better we will get at it, and the more accustomed community leaders, policy makers, and program designers will become to using data to inform decisions.

KEYWORDS
disaster research methods, economic equalization, disaster aid and relief, health equities, rapid research methods


1. Introduction

In this chapter, we draw from our experience as a transdisciplinary research team designing and simultaneously implementing rapid research in a post-disaster context. Using the convergence framework for transdisciplinary research (Peek et al., 2020), three scholars from public health, applied anthropology and economics, came together as co-principal investigators (Co-PIs) to ask: How did the disbursement of disaster aid after the 2017 hurricanes impact relationships between hazard damages, poverty, economic equality, and population vulnerability to COVID-19 in Puerto Rico? In response to the challenges of the disaster context, the Co-PIs actively prioritized ethical engagement of participants and incorporated modular-like agility into the design of the methodology. Both were key to meeting research goals of providing timely insights to communities, contributing policy recommendations to government agencies, and sharing lessons learned and remaining questions with other researchers. This chapter begins with some brief, but important, context. We, then, summarize the methodology and practices set out by the Co-PIs in the original research, before we go on to reflect on the lessons, challenges, and benefits encountered in conducting and disseminating rapid disaster research aimed at introducing change across recovery systems. Original research findings have been published in depth elsewhere (Chopel et al., 2021).


1.1. Research context

In the Summer of 2020, with the global COVID-19 pandemic on the rise, the University of Colorado Boulder's Natural Hazards Center, with funding support from the Centers for Disease Control and Prevention and the National Science Foundation, announced a call for rapid research that would assist in improving understanding of the public health impacts and actions needed to inform responses to natural hazards across the US territories. This chapter reflects on a rapid research study funded to meet the goals of this special call.

At the time, the three principal investigators lived, and two were born and raised, in Puerto Rico, an unincorporated territory of the United States (US) located in the Caribbean Sea, that had experienced in the span of 5 years a political-economic crisis, two Category 5 hurricanes (Irma and Maria, September 2017), thousands of earthquakes ranging in magnitude and reaching up to 6.4 (December 2019 to early 2020) followed by the pandemic (COVID-19, with first reported cases in early March 2020). Prior to the hurricanes, metrics for poverty and economic inequality in Puerto Rico were higher than any jurisdiction in the US (Colón, 2021): with the proportion of children growing up in high poverty areas being six times that of the US (Backiel, 2015). The Puerto Rico government bankruptcy of 2015 had been used as justification for the gradual dismantling of Puerto Rico's healthcare system and implementation of austerity measures.

The compound disasters (Wachira, 1997) laid bare the different and unequal treatment from the US government (Willison et al., 2019). Though historically high levels of federal disaster aid were approved for Puerto Rico after the hurricanes, historically low proportions of aid had been disbursed by the time our team began its research, almost 4 years after the disasters. As of March 2021, only 27% of the over 67 billion allocated dollars had been disbursed (Willison et al., 2019; COR-3, 2021), and only 26% of FEMA funds sent to Puerto Rico had been disbursed to municipalities (Ruiz-Kuilan, 2021). Delays in the distribution of disaster aid occurred in the context of pre-existing economic, social and health inequities that can be traced to the structural violence of racio-colonial governance (Bonilla, 2020). The island became an exemplar of where colonialism is arguably the most significant sociocultural determinant of health and health inequities (Bonilla, 2020; Garriga-López, 2020; Ramos et al., 2022).

In light of scholarship that indicated that current mechanisms for federal disaster aid and recovery correlated with accelerated economic inequality and increased poverty in the US (Howell and Elliott, 2019), the proponents of the research wondered if the same trends would be true for Puerto Rico. Early evidence of the health costs of cascading disasters in Puerto Rico found that “people living in poor municipalities were 60% more at risk of dying months later due to the hurricane” (Benach et al., 2019). It was hard to fathom that the much-anticipated disaster aid, once it finally started flowing, would have an additional detrimental effect on marginalized populations facing added vulnerability to the COVID-19 pandemic. The increase and acceleration of natural hazards attributable to climate change, also, made the question urgent and its implications applicable to public health policy and programming. The daily changes experienced in the post-disaster context meant that data were perishable, in particular qualitative data on perceptions and experiences of a population experiencing unusual levels of stress and trauma, which impact memory and recall. Intent on providing timely answers and recommendations to both policy makers and communities, we set out to conduct rapid research for rapid dissemination.



1.2. Literature review

Natural hazards and disasters, such as those described above, often reveal gaps in knowledge. The urgency and complexity of attempting to discern if and how the distribution of disaster aid might be impacting the spread of COVID-19 placed our study at the intersection of disaster research and rapid methodologies. In this section, we review the literature that informed the original study's methodology, and with the benefit of hindsight, identify overlooked aspects of rapid data gathering and dissemination.

The need to better mitigate, prepare for and respond to disasters resulting from natural hazards, including viruses, often compels scholars to reach beyond their disciplinary boundaries (Tierney, 2019; Wartman et al., 2020). The study of post-disaster transdisciplinary collaboration informed the development of a problem-focused and solutions-based framework known as convergence research (Peek et al., 2020). Convergence research can take many forms and face formidable challenges, especially when designing a common methodology that is informed by different disciplines (Lach, 2014; Peek and Guikema, 2021). In our case, the researchers brought together expertise from economics, public health and anthropology to collaboratively design the study and collect and analyze the data, and communicate findings to varied audiences. The resulting design combined quantitative analyses of existing data sets, such as health department data and social vulnerability index data that uses census data, and field research to assist in revealing underlying mechanisms.

Reviews of disaster studies point to a long history of qualitative research that has informed current understandings of the social impacts of extreme hazards on human behavior (Faas and Barrios, 2015; Donner and Diaz, 2018). Much of the earlier research was primarily event-based and exploratory. As of the 1990s, quantitative approaches to disaster studies began to enrich the conversation, incorporating a variety of data sources, some of which may not be immediately available in the emergency or post-disaster period. In more recent years, empirical approaches to disaster research increasingly use panel data, modeling, and quantitative analyses to estimate direct and indirect economic impacts of natural hazards and related disasters (Botzen et al., 2020). In our review of the literature, we found that mixed methods were used primarily in qualitative studies to analyze primary data. However, there is a need for mixed method designs that bridge the gaps between quantitative and qualitative disaster studies. Few, if any, complex problems can be understood with quantitative or qualitative findings alone, and even fewer solutions can be meaningfully informed with only one or the other.

Our research was designed to build on quantitative analyses of economic and population data sets from 1993 to 2013 that explored the relationships and behavior of poverty and economic inequality a year after an extreme natural hazard event. Smiley et al. (2018) examined the numbers of private organizations, both non-profit and for-profit, and noted that growth in the number of non-profit organizations correlated with increased poverty, with the exception of advocacy organizations. Looking at the same timespan, Howell and Elliott (2019) found that federal disaster aid was associated with increased economic inequality across all counties of the U.S. More specifically, they showed that aid increased poverty and wealth inequalities. Though these analyses identified important relationships that impacted communities' abilities to recover from a disaster, the data analyzed did not include US territories. Research by Smiley et al. (2018) coincided in identifying the need for qualitative research to provide greater understanding of the relationships observed.

Event-based disaster studies provide a wealth of insights into changing practices of cooperation, growth of communitas (Casagrande et al., 2015), the role of and re-creation of social networks in recovery and preparedness (Jones and Faas, 2017), the underlying causes and systemic reproduction of disaster, risk perception, community organization, to name a few. Recent studies have also examined the initial protection offered by social capital that is lost or wanes in the recovery period (Islam and Walkerden, 2015; Hernández et al., 2018; Talbot et al., 2020). Though these works raise important considerations, the scope and variables studied in each case make it difficult to specifically address the phenomena observed by large scale quantitative analysis such as those of Smiley et al. (2018). By looking at the economic and population data from before and after the cascading natural hazards in the context of Puerto Rico, our research sought to add a new geographical and social context to the findings of Smiley et al. (2018), and through exploratory research examine the relationship between event damages, aid distribution, poverty, economic inequality, and COVID-19 reported cases.

When disaster research is designed to provide rapid response to guide policy, as was the case at hand, there is an inherent tension between providing timely feedback and working to overcome limitations in sampling, methods and with time for reflexivity in the analysis (Vindrola-Padros and Vindrola-Padros, 2018; Sangaramoorthy and Kroeger, 2020). To fit the time limits, rapid research approaches have favored qualitative data collection methods (Beebe, 2001, 2014; Sangaramoorthy and Kroeger, 2020). To overcome criticism of rapid research as being “quick and dirty,” rapid research studies have incorporated the use of triangulation, local research assistants, and participatory methods (Vindrola-Padros and Vindrola-Padros, 2018). There is still limited insight, however, on how knowledge can be collaboratively and inclusively produced in a post-disaster context or during a period of crisis and still fit into a rapid timeline. Other challenges cited across reviews of rapid and disaster research include earning stakeholders' trust, achieving collaboration across a variety of stakeholders and limited time to train field team members (Donner and Diaz, 2018; Vindrola-Padros and Vindrola-Padros, 2018).

In recent years, rapid and disaster research have faced a variety of critiques. Noting the positionality of external disaster researchers entering the field of study to gather data, a critical review has recognized a culture gap in hazards science (Wu et al., 2022). The Natural Hazards Center inaugurated a new cultural competence online course (Wu et al., 2022) to help address this. In addition to this gap, the disaster researcher often has the difficult task of studying sensitive topics in moments when they may be generating additional burdens on populations still struggling to recover. In response to the historical and recent instances of exploitative and harmful research that have been conducted in the Caribbean, and the particular vulnerabilities that exist in a post-disaster space, there are jurisdictions in the Caribbean exploring limiting disaster research (Louis-Charles et al., 2020). In recognition of these political, social, and economic costs of disaster research, many scientists have called for more respectful and reciprocal engagement with local participants and local scientists (Gaillard et al., 2019).

Knowledge sharing in ways that are responsive and inclusive is an underdeveloped area in the literature on disaster and rapid research. Our review identified repeated references to challenges in dissemination or the need for greater attention to details in how findings are communicated across stakeholders (Vindrola-Padros et al., 2021). A review of rapid ethnographies in healthcare found only a few peer-reviewed articles addressed dissemination efforts and recommended that future researchers who do so design dissemination strategies that do not reduce the richness of the data (Vindrola-Padros and Vindrola-Padros, 2018). Within healthcare we found non-ethnographic examples of dissemination of actionable protocols and briefs that were informed by the findings (Higham et al., 2022; Walton et al., 2023). The rapid conversion of findings to action through the dissemination of protocols underscores the institutional endorsement of the research. By contrast, among researchers in disaster studies, we find repeated references to the challenge of getting research to inform changes in policy or having social scientists have a seat at the table (Oliver-Smith, 2016; Faas et al., 2020). The shared interest by both, rapid and disaster research fields in diversifying knowledge sharing to mitigate disaster impacts has led to promising advances that explore how to communicate protocols, rich data and findings using participatory engagement of communities. These efforts have noted the persistent challenge of bridging interdisciplinary discourse common in disaster studies (Agyepong and Liang, 2023). Recent research using the convergence framework in disaster risk communication in Puerto Rico shows a path forward through the disciplinary gaps using an iterative process of engagement (Davis and Gand́ıa, 2021).

Our review of both disaster and rapid research underscored the importance of identifying the positionality of the researchers in relation to the target audiences for dissemination. Rapid research on pandemic responses within the healthcare industry showed that administrative commitment was correlated with results in dissemination of findings to decision-makers and integration into policies, protocols, and processes. The challenge most commonly cited by researchers working within institutions was disseminating research beyond the institution or industry in peer-reviewed publications (Vindrola-Padros and Vindrola-Padros, 2018; Sangaramoorthy and Kroeger, 2020). The complementary challenge remains: how can disaster researchers positioned outside of an institution advance the dissemination and use of findings within relevant institutions? In the case at hand, our research was performed thanks to funding from federal agencies, heeding a call to provide rapid feedback to inform change. This chapter describes our process to advance the use of research to inform policy in the results and challenges sections.



1.3. Researcher positionality, reciprocity, and other ethical considerations

Natural hazards and disasters, such as those described above, often reveal gaps in knowledge. Our core team was mindful of the history of abusive research (Briggs, 2003; Ramos et al., 2022; Shamoo, 2022) that has impacted Puerto Rico and thus committed, not only to ensure the ethical treatment of participants, but also to conscientiously seek reciprocity with them and engage them in the definition of potential uses and recommendations that would emerge from the research findings. Our commitment motivated and informed the question guiding the research and placed the project within the body of critical and engaged scholarship (Low and Merry, 2010). In this section, we review the decisions made in the design and implementation that were informed by our commitment to reciprocity, ethical engagement of study participants and advocacy for policy change.

The study that we report on here was designed from within the post-disaster context. The question selected addressed the immediate concern of potential participants and collaborators, at the same time, it informed people about, and built upon, research that had been undertaken across the US. The research team's diversity extended beyond ethnic origin and lived histories to disciplines of research and practice.

Researcher positionality was communicated in invitations to collaborate in the study and in informed consent process. The research was presented to participants as a concern shared by three local social scientists for the impact the distribution of Hurricane Maria related federal assistance had on the health and preparedness of people living in Puerto Rico. The research objective was to generate knowledge to inform policy change and identify recovery strategies that worked without increasing inequalities. This locally engaged research was further described as being sponsored and funded by scientific organizations (Natural Hazards Center and National Science Foundation) and a federal agency (Centers for Disease Control and Prevention).

All primary data collection procedures were reviewed and approved by the Ethical & Independent IRB (case reference 20221–01), an independent Institutional Review Board (IRB) with a long history of reviewing public health research, an understanding of participatory research approaches, and an ability to review study designs and findings in Spanish and English. While our original intention was to use the IRB of our academic co-researcher located at a university, the pandemic added greater delays to their process timeline and threatened to delay our ability to collect primary data in line with our rapid research timeframe. Therefore, we decided to use an independent for-profit IRB that one of our research team members had worked with before. Ethical treatment of participants meant not only communicating informed consent in understandable language, but also discussing the additional protocol observed for reducing risk of COVID-19 transmission during research activities. The data gathered were anonymized prior to analysis and eventually preserved for subsequent analysis in the custody of the Puerto Rico Public and Applied Social Sciences Workshop (PR PASS Workshop), a nonprofit organization that provides technical assistance to researchers. The field team received training prior to heading to the field and had their interactions recorded and reviewed to ensure quality and corrections were made in a timely fashion.

In the research implementation stage, thirteen of the fifteen members of our extended research team were born and raised in Puerto Rico, were bilingual in Spanish and English and had lived through the cascading disasters. Of the two who did not identify as Puerto Rican, one lived there and was bilingual.

Our field research team1 members had to be residents or have personal connections to the towns we were investigating. Our aim in doing so was three-fold: (1) to facilitate social trust, (2) to engender reciprocity, and (3) to leave a social and economic impact in the towns where we were collecting data and discussing findings. At a time when many participants faced exhaustion from cascading and compound crises, the research team chose to humanize the concern by using local residents to assist in collecting data. The field team was trained to first show concern and solidarity for every participant prior to introducing the why and how of the research during the process of gaining informed consent. Researchers personally knew some participants, and others were referred to us by organizations, fieldwork assistants, or participants. Being and sounding local also meant the research team shared or had witnessed some of the experiences described by participants. The process, set out to frame the interview as a “conversation among neighbors and peers” was also designed to inform policy. In addition to the process of listening and bearing witness to participant stories, the research also manifested reciprocity with participants through the award of collaboration stipends and the hosting of town hall meetings to discuss preliminary findings in local community centers or restaurants.

In these town hall meetings, our stakeholders were able to see and hear first-hand how their privacy had been protected. Stories were shared using fictitious names. The town names did not appear in our disclosure materials. Descriptions of the towns were rendered in ranges to assist in anonymizing the town and its residents. In an exercise of reciprocity and in service of accountability, communication products used in these events were shared, and still are available online for participants to review and comment at www.prpassworkshop.org. Finally, all participants present at the town hall meetings were also invited to the policy seminar that was held virtually a month later. The final research report was also made available online in a Spanish translation.

Authorship of the final report was offered to research collaborators. The process for inclusion was discussed during the on boarding of fieldwork assistants. The rule of thumb discussed, recognized that a contribution substantial enough to warrant authorship could be attained through consistent participation throughout the data entry, data gathering, analysis, town hall meetings, and policy seminar. In practice, this could be achieved by a student or community collaborator active in data entry, who also participated in the town hall meetings or the policy seminar, or by a fieldwork interviewer or participant that came to the town hall meeting, expressed interest in ownership of the recommendations and came to the policy seminar. To make this offer more attractive, research assistants were offered stipends throughout the project proportionate to the tasks selected. As an additional measure for inclusivity in the generation of knowledge, research contributorship was extended to all research collaborators. Other fields are increasingly using similar approaches used in other scientific fields which increasingly cite the CRediT (Contributor RolesTaxonomy) and decide for each project how many roles and contributions are needed to attain authorship (Allen et al., 2014; Cooke et al., 2021; Myers et al., 2021). The fact that none of the research collaborators appear as co-authors has been the subject of much reflection among the co-principal investigators. Students that had been quick to join the ranks to represent populations they knew, excused themselves from joining additional data analysis or dissemination activities. The common theme among the candidates was lack of time due to the beginning of new internships or new jobs.




2. Methods

The guiding research question for the study was: How did the disbursement of federal disaster aid after the 2017 hurricanes in Puerto Rico impact the relationships between hazard damages, poverty, and population vulnerability to the public health risk of COVID-19 across all 78 municipalities? Mixed methods were integrated to examine dynamic relationships between hazard damages, emergency responses, recovery efforts, economic inequality, and public health vulnerability in Puerto Rico. We first investigated the relationship between poverty rates, hazard damages and disaster aid. We then conducted case studies in two municipalities, selected with guidance from our quantitative findings. The study had four specific aims which we list below:

Aim 1: Examine the changing rate of municipal poverty from 2015 to 2019 and whether damages from hurricanes Irma and Maria (2017) accelerated increases in poverty.

Aim 2: Ascertain the influence of federal disaster aid on the change in poverty rates.

Aim 3: Elucidate the relationships between hurricane damages, disaster aid, economic inequality and each municipality's ability to prepare for a public health threat, by investigating distribution of COVID-19 cases across municipalities.

Aim 4: Identify potential underlying mechanisms of dynamic relationships identified in Aims 1–3 by exploring the impacts of federal disaster aid in two municipalities, using case study methodology.

The aims were designed to have modular agility. Work pertaining to the first three quantitative aims were able to progress on their own with existing data while protocols and instruments were being developed and the independent ethics review board approval was attained. Correlation and regression models enabled analyses of municipal measures of damages, aid, poverty, economic equality, and COVID-19 burden. Results from Aim 2 guided our case study site selection for the qualitative study (Aim 4). Case studies were conducted to explore mechanisms of relationships identified at the macro level.

To integrate findings from secondary and primary data we designed an iterative approach. While seeking protocol approvals and ethical reviews, we optimized time usage by focusing on secondary data gathering and quantitative analyses. Analyses of these data would inform where and how primary qualitative data would be collected. As researchers that were practitioners in disaster recovery zone after an election that generated change in federal and state government, our data plan included several proxies to account for delays or limited access to our preferred sources of data. In the case that data sources identified were not readily available to the public, we attempted to gain access through direct requests to government agencies.


2.1. Study sites

The research location for all aims was Puerto Rico. For the quantitative study aims, the municipality was the unit of analysis. We compared data for all 78 municipalities in Puerto Rico. The results from Aim 2 guided our case study site selection for the qualitative study (Aim 4). We identified the range of the resulting correlations between disbursed aid and changes in poverty in all municipalities and then selected one of the three municipalities with the average correlation and the municipality with the farthest outlier correlation (which happened to be the smallest). All correlations were positive, and clustered around the averages, leading us to believe that conducting a case study in one of the three municipalities with the average correlation could potentially illuminate possible broader underlying mechanisms contributing to the observed positive relationship between federal aid distribution and increasing poverty. In the vein of appreciative inquiry, we felt a comparison between the municipality that exemplified the correlation and the municipality where federal aid seemed to have the smallest impact on increasing poverty would help identify potential mediating factors reducing the intensity of the relationships.

Since there were three municipalities with the average correlation, we were able to select two municipalities in the same peri-urban region. Primary data collection for Aim 4 was conducted in person in the two selected municipalities. In order to extend privacy and honor confidentiality agreements we referred to the sites with the fictitious names Nube and Suelo. Nube was a municipality with a population of under 40,000 people and was described by residents as “campo” (rural). Nube represented the average positive relationship between aid and poverty in PR. In Nube, over a 7 year period, the percentage of population living below poverty level (PPBPL) grew by 4%. Suelo, on the other hand, was the municipality with the smallest identified relationship between aid and change in poverty (although still a positive relationship). Its population was ~70,000 and it had both rural communities and more suburban developments. In Suelo, the PPBPL decreased by 19% over the same period.



2.2. Data, methodology, and procedures

The study methodology is described more in-depth elsewhere (Chopel et al., 2021). Below we summarize our sample and secondary data and data analysis procedures.

Aim 1: Examine the changing rate of municipal poverty from 2015 to 2019 and whether damages from hurricanes Irma and Maria (2017) accelerated increases in poverty.

Poverty was measured as the proportion of the population whose income fell below the U.S. Census poverty line. The fact that these datasets are already readily accessible made attractive for our rapid mixed methodology. We estimated the changing rate of municipal poverty by calculating the relationship between year and poverty while holding constant other changing demographic measures including: U.S. Census estimates of the total population, proportion of the population with a bachelor's degree, percent of the population below age 18 and above 65 and the Puerto Rico Department of Labor's quarterly average wage. We then calculated the relationship between year, total population, and poverty for each municipality separately. By calculating the difference between the year coefficient pre-2017 and the year coefficient post-2017, we were able to approximate how much the change in poverty rate altered after the hurricanes. Using this as a dependent variable, we examined the relationship between this alteration and hurricane damage, conceptualized as both property damages and fatalities. Hurricane property damages were approximated with the Special Hazards Events and Losses Database for the US (SHELDUSTM) non-crop property damages and fatalities were calculated by the Puerto Rico Center for Investigative Reporting.

Aim 2: Ascertain the influence of federal disaster aid on the change in poverty rates.

For Aim 2, we built on Aim 1's models by adding data from the FEMA and Community Development Block Grant Disaster Recovery programs on their aid distribution in each municipality. Our key independent variable for this analysis was the total disbursed aid including assistance to individual households and assistance to municipalities. This data was readily available online in an easy to use format.

Aim 3: Elucidate the relationships between hurricane damages, disaster aid, economic inequality, and each municipality's ability to prepare for a public health threat, by investigating distribution of COVID-19 cases across municipalities.

For Aim 3 we used Puerto Rico's Department of Health municipal COVID-19 cumulative case counts from April 2020 to April 2021. We included non-duplicated positive PCR and serology tests. We calculated correlation estimates between COVID-19 case counts and total aid disbursed, number of fatalities attributed to Hurricane Maria, total damages in dollars, and the Gini coefficient for each municipality. Raw data used was available online but required processing to arrive at the format and quantities used in our analysis.

Aim 4: Identify potential underlying mechanisms of dynamic relationships identified in Aims 1–3 by exploring the impacts of federal disaster aid in two municipalities, using case study methodology.

We used ethnographic observation and structured interviews (n = 76) to collect data. Interview guides were developed to focus on factors in multiple eco-social dimensions. Areas of interest, curiosity, and confusion for further exploration were identified by the research team in the process of discussing results of Aims 1 and 2.



2.3. Sample size and participants

As discussed above, we selected two theoretically advantageous municipalities for the Aim 4 case studies. Within each municipality, invitations to participate in the research were distributed on social media and randomly distributed to individuals in public spaces. Eligibility criteria for study participants included being over 18 years of age and being a resident of the municipality for at least 5 years. Using PR State Department records, we conducted stratified random sampling to invite 30 organizations to participate that were equal parts for-profit businesses, social, and advocacy nonprofits. This sampling strategy was hampered by the lack of accurate information, as 36% of organizations did not report accurate contact information or could not be otherwise found, and 24% responded late or negatively to the invitation. Efforts to secure residents as research assistants improved participation. The final sample included 20 organization-affiliated participants (four business owners, four public servants, and 12 employees or social organization members), and 56 unaffiliated residents. The poverty rates of those interviewed reflected the overall poverty rates in each municipality (see Table 1).


TABLE 1 Poverty in case study site and sample (Chopel et al., 2021).
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We interviewed a total of four public servants, four business owners and 71 residents (where N = 76, because all but three business owners were also residents). Finally, we examined correlations between hurricane damages, hurricane fatalities, disbursed aid, economic inequality, and COVID-19 cases. For further information on participant demographics by municipality (see Table 2).


TABLE 2 Participant demographic information (Chopel et al., 2021).
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2.4. Secondary data

For Aims 1–3, data from all 78 municipalities were used. In addition to the different sources of data cited above for each aim, in order to capture a more detailed picture of the myriad of different factors that both contribute health inequities and create higher vulnerability to health and property damage in marginalized communities, we also incorporated the Social Vulnerability Index (SVI) into our analyses. The SVI was developed by the Centers for Disease Control and Prevention for this purpose, and as defined by the U.S. Census, “The Social Vulnerability Index uses U.S. Census data to determine the relative social vulnerability of every census tract.” The SVI ranks each tract on 14 social factors and groups them into four related themes. Each tract receives a separate ranking for each of the four themes, as well as an overall ranking. The SVI can help emergency response planners and public health officials identify and map the communities that will most likely need support before, during, and after a hazardous event.

When incorporating the SVI into our research, we kept in mind that vulnerability is not a static experience where all 14 social factors remain equally relevant across time and place. Our review of the CDC's SVI index let us to use a modified version of the SVI that had been adapted to the Puerto Rican context. For example, the CDC version included the percent of non-English speaking population did not provide the same kind of information it did in the US because Spanish is the official and commonly used language across all of Puerto Rico's municipalities. Non-Hispanic, white population percentage was also not very meaningful due to the fact that nearly all residents of Puerto Rico identify as Hispanic or Latino. Thanks to the generosity of colleagues at the Vulnerable Coastal Communities Initiative (VCCI) of the Center for Community Progress, we were able to use an SVI, measure modified specifically for Puerto Rico, henceforth referred to as VCCI-SVI.



2.5. Data analysis

For Aims 1, 2, and 3, we estimated panel and cross-sectional regression models and correlations. For Aim 4, we used a hybrid inductive/deductive thematic analysis technique outlined by Fereday and Muir-Cochrane (2006) to iteratively develop and test theory. All data collectors identified recurring or prevalent themes among all interviews they conducted, in the form of short memos. We transcribed 39% of interviews and conducted language analysis. Findings from the computer-assisted language analysis were triangulated with ethnographic observations and direct text analysis (Wignall and Barry, 2018) exploring tensions and contradictions, needs and agency. A careful review of text-based content surrounding top codes from the predetermined list and participant voice frequently used lists generated a third list exploring conceptual relationships between the two. Identified themes were defined and placed along the eco-social dimensions (see Figures 1, 2). Members of the field research team and transcription team joined in reviewing the interviews and analyzing salient themes. Next, we compared our qualitative findings between municipalities, and to our findings from Aims 1–3 to look for patterns, fit, and contradictions.


[image: Figure 1]
FIGURE 1
 Ecosocial model of nube. This is a visual representation of actors, activities and emotions associated with disaster recovery across four dimensions of interaction. The overlapping rings communicate the interplay between the dimensions. The maps are informed by an analysis of participant evaluation of actors and services in each dimension and participant narrative analysis (Chopel et al., 2021).
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FIGURE 2
 Ecosocial model of Suelo. Visual representation of actors, activities, and emotions associated with disaster recovery across four dimensions of interaction (Chopel et al., 2021).




2.6. Engaging and disseminating the data

Local government representatives, research collaborators and participants were all invited to a 2-h data review meeting with the three co-principal investigators. Invitations were municipality specific. It was an opportunity to dispute or validate the data, eco-social models, and thematic analysis. At the meeting, the researchers shared graphic representations of results from both municipalities, revealing only which data belonged to their municipality, and referring to the other by the code name, either “Nube” or “Suelo,” accordingly. The meetings also allowed researchers to discuss potential recommendations to government agencies and gave room for residents to discuss their own takeaways for improving local preparedness. To incentivize participation throughout the value-chain of knowledge generation, participation in all meetings carried participation stipends for participants and research assistants.

Once the findings and policy recommendations were validated by participants, these were presented in a policy seminar, which included participants from federal government agencies (Federal Emergency Management Agency, FEMA) and local government officials (Chair of Health Committee in Puerto Rican Legislature), in addition to academic representatives (Chair of Department of Economics at the Interamerican University). The seminar was held at a local university and open to the public both in person and virtually, with students particularly encouraged to attend. A handout summarizing the findings and three data-informed action items was produced and disseminated at each event and online, in Spanish. Additional dissemination efforts in both languages were planned news media and professional meetings, including the following: the Natural Hazards Center Researcher Meeting, the Society for Applied Anthropology, a seminar hosted by the Puerto Rico League of Cities and followup meetings with government officials.



2.7. Challenges

Our mixed methods design relied on both secondary and primary data. Because analyses of the former were initially designed to inform where and how to collect the latter, careful time-management was needed. The research team had anticipated some challenges in gathering data due to the post-disaster context while in the middle of a pandemic and because of inconsistencies in data management across the US with regards to its territories. The coincidence of our research with the change in state government administration, generated additional delays that threatened the initial linear progression of research tasks.

As proposed, our research sought to replicate the analysis performed stateside by using the exact federal data sources for Puerto Rico. Though many federal sources, like the U.S. Census Bureau, US Department of Labor, US Economic Development Agency and data from the Center for Disease Control and SHELDUSTM are readily available online for the 50 states, they are not similarly available for US territories and treated differently across agencies. At times, municipalities were treated as counties, in other reports counties were regions of municipalities. Some reports were not available for territories at all, creating “data deserts,” which our experience suggested may be applicable to all US territories that are often left out of databases that tally states, but not territories. For the data we did get, we found it important to “trust but verify” all data. For example, we obtained the urban-rural measure from the National Center for Health Statistics that other researchers rely on to describe the degree of urbanity/rurality, in the knowledge that it greatly impacts many social, economic and health outcomes. Upon inspection, we realized that the categories, as applied, did not reflect a realistic understanding of Puerto Rico's geography; therefore, we created a population density measure that was imperfect but, we felt, better captured the true impact on infectious disease risk. To measure economic inequality we used the Gini coefficient for each municipality.

Going into the research, we knew many local sources of data were not readily available online and anticipated this might be problematic. This was especially relevant in accessing up to date local health data. COVID-19 incidence reports, for example, were provided daily online but datasets were not readily available for download nor organized into monthly totals by municipality introducing steps prior to data analysis. Personal appeals for specific or better data to government agencies were difficult due to the impact of post-election administration changes at the federal, territory, and municipal levels. With no easy online choices available, we decided to enter health and COVID-19 data manually in order to process it as needed.

Once in the field, the team had to balance the rapid nature of the research with a mindful approach to participants with a heightened risk for re-traumatization, anxiety, illness due to COVID-19, or fatigue. Inviting participants at random in public spaces had only moderate success. Still-fragile, intermittent telecommunication services added difficulty to coordinating interviews from afar. In the process of enlisting the collaboration of organizations, business leaders made it apparent that their operations were struggling to do more with fewer staff because in many cases they had just reopened and were trying to offset the pandemic-enforced closures. Other organizations were on limited schedules or had closed permanently due to COVID-19. “Free-time” to advance research was a luxury few could afford. In the face of these challenges, the team pivoted to work through social networks of trust.

Field research assistants from each study site took interviews as an opportunity for them to check-in and share stories with people they knew or were referred. This was an opportunity for the study to incorporate voices that would not be easily accessed in public spaces. Out of concern for accidental bias from occasionally familiar or emotionally engaged interactions, at least two members of the research team reviewed the interview transcripts to review interactions and to provide timely feedback. The observed trend was that when interactions were familiar, the process was more conversational but ultimately followed the questionnaire. Another strategy used to address bias, was the early sharing of data and findings with participants in town hall meetings.



2.8. Adaptations

In response to the delayed access to secondary data, the Co-PIs adjusted their research question. They also changed the rationale for selecting the municipalities for the case study (Aim 4) by looking a the relationship between poverty and distribution of funds (Aim 2) rather than informed by taking into consideration health data as well (Aim 3). This allowed the project to collect and analyze data as they became available, incorporating some immediately into analyses, and cleaning and storing others for future research opportunities.

To overcome ongoing trauma challenges and prevent fatigue, a large research team was recruited that included members of communities where we collected data. By recruiting participants and co-researchers at the same time and place, we both collapsed time between these activities and increased our team's contextual competency. To adapt to challenges presented by the pandemic, we created hybrid data collection procedures where some data were collected online, and some in person, while maintaining COVID-19 protections.

Between April and July 2021, FEMA held a Public Comment Period on Climate Change and Underserved Populations. In order to take advantage of this opportunity to share recommendations within the agency's timeframe, the Co-PIs preemptively developed and shared recommendations prior to the planned discussion and validation process with local stakeholders. The change in the order and process of collaborative review of findings and generation of recommendations reflected the Co-PIs priority on using findings to guide decision making in government disaster response policies. Once these findings initial findings were shared with FEMA, they were also presented, discussed, and expanded through the town hall meetings. This adaptation to the initial plan of events, reaffirmed the research teams' understanding that systemic change requires an iterative approach using a variety of engagement strategies.




3. Results

The study results are described in-depth in a report submitted to and published by the Natural Hazards Center of the University of Colorado, Boulder, available at: relationships-between-distribution-of-disaster-aid-poverty-and-health-in-puerto-rico. In this section, we provide a broad overview of our findings and reflect on the role of our methods in attaining the original study aims. Readers are invited to visit the report for more details, including tables and graphics in accompanying appendices.


3.1. Expected outcomes

The co-researchers anticipated their original research might find a positive relationship between disaster aid disbursed, accelerated growth in poverty and elevated economic inequality, at the municipal level. Quantitative analyses did reveal the expected patterns across all municipalities. This outcome was expected based on the research described in the introduction by researchers in the US. Our findings did support the expected outcome. In addition, we learned from primary qualitative data about potential reasons for the identified relationship between aid and economic outcomes. We further expected to find a pattern of relationships between COVID-19 positive cases and increased poverty and economic inequality. This expectation was based on decades of scholarship connecting economic inequality and poverty to poor health outcomes, across multiple causes of morbidity and mortality. Qualitative analyses contributed to identification of both potential pathways of causation and public health and policy recommendations.

When we look at the methodology used to complete the research, we had two expected outcomes. First, the Co-PIs expected the choice of using local research assistants would enable rapid data collection and ensure the experiences of marginalized populations were included. Second, research team hoped that through the rapid dissemination efforts we would see a growth in ownership of the knowledge generated in the form of interest and efforts that would result in shared authorship or the continued participation of participants from town hall meetings in the policy seminar. As for mid to long-term outcomes, we expected to see changes in how FEMA distributes aid and measure the success of their distribution efforts.



3.2. Findings

After accounting for the impact of changes in population, municipal poverty rates began increasing faster post the 2017 hurricanes. We found this increased rate was positively correlated with hurricane fatalities but not hurricane property damages. Moreover, poverty accelerated at a faster pace in areas that received more disaster aid. Case studies provided a disaggregated view of disaster aid showing its unequal distribution. Aid flowed, just not everywhere with ease, and more importantly, it was rendered out of reach for already marginalized populations. Its unequally distributed flow was in turn associated with increased health inequities. Interviews highlighted the post-disaster growth of extreme poverty and themes of structural violence. We found similarities between the two municipalities, such as an overall sense of violence from bureaucracy and governmental neglect, that were commonly connected to the economic and health costs of delayed and inequitable disbursement of government aid. We also found differences, such as a fluctuating resilience reserve where poverty was less extreme and more enduring hyperlocal support networks where extreme poverty created “everyday disasters” that required unending survival responses. Lastly, we found cumulative COVID-19 cases to be positively correlated with each of the following, ordered from strongest correlation to weakest: disbursed disaster aid, hurricane fatalities, economic inequality, and hurricane property damages.

In examining results of our methodological choices, we find mixed results. Recruiting research assistants from the municipalities studied gave us access to 75% of the primary data analyzed. By virtue of living, working or having relatives in the study sites, local research assistants were able incorporate participants experiencing economic duress, who felt they were sidestepped by a variety of disaster assistance efforts, and who were struggling to rebuild their lives. Some of these participants had multiple part-time jobs and had limited free time, others were not employed but did not have access to technology, had fear of contracting COVID-19 because of underlying conditions, or held a high distrust of strangers. The success of this early collaboration with research assistants did not guarantee, however, consistent, extended participation throughout the final stages of the study. Rapid dissemination activities did meet expectations, successfully engaging a variety of audiences including municipal government employees, residents, representatives from state and federal agencies, leaders of nonprofit organizations, professors, and students from a variety of fields. Though town hall meeting participants did not become repeat participants in the policy seminar, members of the research team were able to establish repeated meetings with FEMA employees to discuss findings and potential course of action to enhance equity in disaster recovery.



3.3. Advantages

The two main advantages of the study design were: (1) the interdisciplinary convergence framework and (2) the use of rapid data collection with rapid dissemination in order to contribute to real-time decision-making. Our team found that it was especially essential in disaster research to go beyond interdisciplinarity and actually build each other's capacities. Thanks to the interaction and know-how from each discipline represented, we were able to move quickly enough to capture perishable primary data while also utilizing available secondary data to guide research decisions. Primary data collection in a disaster recovery context is in itself challenging. The added anxiety of a global pandemic made interacting with strangers appear threatening. Intermittent electricity and internet access could offset this for some, but the digital divide marginalizes many experiences from being included. These filters to participation were offset by recruiting local research assistants to complement the data using their social networks to represent often overlooked populations. Our focus on disseminating and validating findings in the communities studied advanced not only the rigor of the study but also created a space for local actors to share ideas of how to more effectively coordinate assistance in their communities.



3.4. Limitations

While the rapid pace of the research was a strength for its applicability, it was a limitation when it came to the depth and breadth of our findings. The team had to cut some of the original research objectives when encountering obstacles in accessing secondary data in a timely manner and minor delays in receiving approval for ethical human subjects research protocols. While we were able to conduct two in-depth case studies in two sites selected with guidance from our quantitative findings, more time would have created the ability to contextualize the primary data within an in-depth review of secondary data from each municipality, providing even more information on potential causal pathways and potentially effective recommendations for public health and disaster aid distribution strategies.

Time constraints limited the ability of the team to engage with local communities and the findings in more meaningful ways. Participants, research assistants and municipal collaborators all faced a variety of competing interests and limitations. As it would happen, though we celebrated town hall meetings, some participants could not travel at night or coordinate assistance in time. Research assistants all faced a variety of opportunities and changes in priorities. Some students moved away, others found jobs, or internships. In the end, for a variety of reasons the invitation to continue their collaboration and become co-authors did not get the traction we had hoped. With more time, a variety of activities or means of engagement could have been divided to extend participation.

The overarching objective for the research was to conduct rapid research in order to inform policy and practice during the recovery period. Though the research responded to a special call for proposals by the Natural Hazards Center and received funding from two federal agencies, National Science Foundation and Centers for Disease Control and Prevention, many recommendations were for yet another agency: FEMA. As a result, though our work was federally funded, it was not “located” within the agency whose policies our recommendations addressed. This external positionality limits the ability to inform or account for change. The public invitation to share recommendations with FEMA via an online submission democratizes participation to reflect upon practice and incorporate data from research, but at the same time it invisibilizes the authors and interactions that inform changes.

Our rapid dissemination efforts attempted to facilitate systemic change by implementing a variety of engagement strategies: online webform submission, letters, individual meetings with municipal and agency leaders, town hall meetings, and a policy seminar that was both in person and virtually transmitted, but it is difficult to know the extent of the impact. The policy seminar organized by the research team provided a more visible chain of events that revealed institutional limitations to engage with local researchers. In subsequent interactions, as next steps and proposals for action were mentioned, local FEMA representatives informed the research team of their limited control over the decision-making process that made it possible to consult or provide solutions informing policies or practice. Contracting decisions are determined in central offices off the Island. Potential engagements would further require that contractors be able to provide professional services in a regional scale. The search for system-wide services and the generalizability of solutions for use in a multi-state region or nationwide, brought into focus potential systemic barriers to collaboration with local scientists and organizations. At the time of writing this chapter, beyond any rapid timeline, members of the research team are still in conversation with different government stakeholders exploring ways to increase awareness of how current aid distribution strategies contribute to greater social inequities and challenge disaster preparedness and public health.




4. Discussion

Our study aimed to replicate a quantitative approach to research as a first step to exploring relationships and patterns that could inform location-specific recommendations. As described in the methods section, we engaged in transdisciplinary analyses of our data, recruited research assistants from the case study sites to reach voices that may be repeatedly marginalized from aid and from representation in the public construction of knowledge, and adopted an iterative approach to communicating disaster research findings in order to advance its broader use. While our methods are replicable, we hope that future research replicating our methods may engender results that can change the way aid is distributed so that it contributes to increased economic equality and health equity. This would move the disaster response and recovery field toward identifying policy and programmatic interventions that practitioners could then strive to replicate.

Our team considers that research in a post-disaster context should ethically strive to be immediately useful to the current and local context where the research is conducted. Transdisciplinary teams with a willingness to break from disciplinary tradition, mixed methods, local engagement and rapid dissemination are key to this direction. In this section, we provide lessons and recommendations that emerge as a product of our reflection.


4.1. Lessons
 
4.1.1. Rapid research needs to be agile

Architect Luis H. Sullivan coined the phrase “form follows function” in 1896. In the context of cascading and compounding disasters, it is essential to introduce both rapidity and agility to the methods design to ensure data collection and analysis can provide useful findings in timely fashion. We knew that with each passing day, the experiences, perspectives and ideas of potential research participants were likely to change. Memories of the disasters were prone to recede even more quickly than usual as earthquakes hit, followed by the COVID-19 pandemic. Fear of the unknown and safety occupied evermore brain activity, increasing the perishability of the data regarding Hurricane Maria disaster assistance. The research timeline and methods needed to fit the changing context in order to meet our research goals. Working within a convergence framework to investigate complex problems had the unexpected added benefit of providing our team with a variety of disciplinary approaches which proved helpful in adapting to the changing conditions in the field.

The form of our research team was developed according to function: the guiding research question required a public health expert, an economist, and an applied anthropologist. The public health researcher-practitioner helped to draw the connections between meteorological and fiscal disaster outcomes and health risks and outcomes. The economist contributed an understanding of the measures of poverty and economic equality, and statistical skills that our quantitative study aims relied upon. The applied anthropologist contributed not only experience and knowledge with qualitative ethnographic methods, but also connections to several communities, from local community case study sites to territory-level policy-makers. We knew this, and celebrated these complementary strengths, from the moment we came together.

Having these different skill sets enabled us to pivot quickly when we encountered a delay so that we could continue forward momentum and collect enough data to contribute to answering our research questions within less than half a year. Originally, we had planned to finish the first three aims and have the findings guide us in selecting the municipalities. Faced with delays, we adopted the public health orientation used in epidemiological studies around selecting units for comparison based on matching other potential impacting factors in an attempt to “isolate” the variables of interest. The investigation was informed from the field of anthropology through prioritizing relationships. The anthropologist visited several communities selected, relying on preliminary quantitative findings and matching communities on other characteristics.

In addition to the resourcefulness of a transdisciplinary team, it is important to be willing to pivot in response to changes and to collect data where and when you can. Our original research plan incorporated two major research questions: one focused on the independent variable of federal disaster response aid in dollars and the other focused on another form of disaster response and recovery resources, non-profit organizations, and specifically exploring the impact of their growth post-disaster employing a categorized count of organizations as the independent variable. Upon determining that matching the data sources of the study we were replicating Puerto Rico was, for some sources, impossible or would delay, and threaten, our ability to generate results in time, we decided to refocus our research design on disaster response aid with data that was already available. That quick and flexible pivot allowed us to complete the project within the specified timeframe, revealing useful findings and making disaster aid distribution recommendations for improved economic equality and health equity.



4.1.2. Flexibility enhances participation

Participation was enhanced because we had local research assistants and a variety of ways, in-person, via telephone, or online, to collaborate with data collection. Research team members and study participants were all balancing their own path to recovery, navigating the impacts of compound crises. So long as project tasks could fit into their individual balancing act, they could ensure they contributed to advancing the project goals. As soon as the calendar of work grew in intensity, was limited by time and space, it lost flexibility and participation suffered.



4.1.3. Build rigor and grow impact

We found that collecting and analyzing data iteratively and engaging local resources can enable rapid research that is rigorous and yields rich data. Our timeline did not allow us to collect all our primary data, analyze it all together, and then interpret it in a linear fashion. Neither were we able to convene and train an analysis team to follow a step-by-step process of transcribing, reading, defining codes, re-reading, re-defining codes, coding, grouping into themes, applying themes back to the text, identifying patterns, trends and connections between themes, and interpreting themes to apply meaning within the specific context of our research, in a linear way. Instead, we recruited community members to participate in data collection and analysis in an iterative way whereby data were collected, analyzed, and interpreted by people who were steeped in the context within which our research was situated. In this manner, we were able to leverage both the overlap of people's lived experience with the focused data and the overlap of each step with the other to extract deep and rich meaning from the primary qualitative data gathered, analyzed and interpreted in a very short timeframe. Finally, we also combined two separate objectives into one final set of activities: (1) to return findings to the communities where we collected data and (2) to engage local stakeholders in checking data, interpreting findings and discussing potential recommendations. This enabled us to stay aligned with our values as a research team around ensuring that people who contribute to data have access to the knowledge that is created using it, while also honoring the importance of member checking in qualitative research and leveraging the lived experience of community members and leaders in the translation of findings to potential recommendations for positive change.

Sharing data and preliminary analysis with stakeholders enabled more people to make better informed decisions along the way, within their timeframes. Initial letters and meetings with municipal employees about the concern motivating the research led to more active participation in the town hall meeting at one of the research sites. Individuals at the town hall meetings referenced past neighborhood structures and arrived at a consensus around the need to revitalize community level organizations to improve post-disaster recovery and risk mitigation efforts.

Though it is difficult to know what benefit was gained by FEMA from our response to their online call for recommendations, it undoubtedly contributed to the chorus of voices clamoring for improved equity considerations in the US federal disaster response and recovery activities. FEMA demonstrated a deepened focus on equity in their efforts as Goal #1 (of three) of the 2022–2026 Strategic Plan (published in December 2021) is: “Instill Equity as a Foundation of Emergency Management.”




4.2. Recommendations

As much of the literature we reviewed focused on rapid qualitative methods, we begin with some recommendations for rapid quantitative research. First, we recognize that even when using secondary data, data collection within a rapid research timeline can be challenging and such challenges must be planned for, with contingencies, to maintain the shortened timeframe. Once data are obtained, it can be helpful to envision how the data should be structured for most efficient analyses: cross section (multiple variables at a point in time), time series (a single variable at multiple points in time), or panel data/longitudinal (multiple variables at multiple time periods). Each structure brings its own set of challenges. As we brought multiple identification strategies into our models from different sources, the key challenge was determining whether the variables we had access to addressed the research questions clearly and if we used the proper econometric approach.

Designing a data dictionary may feel unnecessarily time-consuming, yet for our team it was essential and saved us time in intra-team communications. Your data dictionary table should include: all the links where the data were found, the date they were originally accessed, a description of each variable, why you chose that variable (whether or not there was a need to use proxies) and selected literature on the use of that variable, and their expected sign. There are three data structures: cross-section, panel data/longitudinal, and time-series. Data structure is key for your regression models to be estimated properly. If data is not arranged properly, your software may not be able to estimate the model (Wooldridge, 2019). There is a set of tools for every data structure and robustness tests allow researchers to determine the right fit (Greene, 2018). Finally, we recommend avoiding any variables with high standard deviation or variables that may be driving up the “biasedness” of the regression to avoid potential lack of clarity down the road.

In reviewing the literature, we found several similarities between the contexts that our qualitative data helped illuminate, trends that our quantitative data outlined, and relationships between causes and events, in scholarship exploring similar or related changes in Global South communities. While Puerto Rico is politically subsumed within the richest nation-state in the world, its economic context reflects characteristics of the poorest countries in the world. Therefore, when investigating changes in the economy and economic outcomes, it might make sense to look to methodologies developed within and for a Global South context. One such methodology is called the Livelihood Risks and Opportunities (LRO) framework for rapid research, and borrows from and combines elements of the impoverishment risks and returns and the sustainable livelihoods approaches to quickly measure changes in livelihoods across five elements (including financial, physical, and natural resources as well as social networks and skills). It was developed by Kabra (2016) for use in the wake of development-induced displacement, but can be applied to studying outcomes of major disruptions. While displacement is a major consequence of the disasters we studied, as demonstrated in a rigorous study of gentrification, displacement and economic segregation post-María in San Juan (Santiago-Bartolomei et al., 2022), it is not the only consequence and the methodology could help to compare livelihood outcomes between those who were displaced and those who were not but experienced a different set of risks and opportunities as a result of staying. Kabra suggests the study of such disruptions that are “development-induced, conservation-induced, and conflict-induced;” to those we suggest adding climate-induced.

Like our study, the framework uses mixed methods and engages with those who are impacted in a participatory way, though neither reach the standard of Community-Based Participatory Research where participants are engaged in research design decisions (Udoh et al., 2013; Chopel et al., 2021). Key to its applicability to studies of institutional responses to disruptions and their economic consequences (such as our own study), LRO also intentionally includes an analysis of policies and programs' promises and actual distributions. Importantly, social connectedness and social capital are incorporated into measures of risks, opportunities, and changes in each resulting from the disruptive event. The author points to the adaptability and flexibility of the method as well. Although its development borrowed from Participatory Rural Appraisal methods, the author states that the method can and has been used in diverse scales and across diverse geographies (urban, suburban, rural). By utilizing the framework to identify areas of measurement and quickly adapt a set of relevant, quantifiable measures, future rapid research in a post-disaster context could begin to address some of the many new research questions that our findings point to.

For example, other research teams have found across multiple contexts that, “Households with poor social networks suffered livelihood setbacks which many of them have not been able to recover from, leading to emergence of sharp social and economic differentiation in the post-relocation period” (Chopel et al., 2021). The parallels can be drawn to our study (Chopel et al., 2021) and the studies that inspired ours by Smiley et al. (2018) and Howell and Elliott (2019), and can potentially inform policy and programmatic directions for improving equity in aid distribution strategies and also inform future research directions. Furthermore, our qualitative findings affirm that the areas of focus that are prioritized by the LRO methodology can help to identify and describe the various factors at play, therefore creating meaningful findings that can inform interventions to reverse the identified trends. For example, the methodologies “highlight the role of state institutions and processes as well as the affected people's own coping strategies for livelihood reconstruction” (Kabra, 2016). Our findings around the differential community coping strategies between two towns that were both experiencing community-level poverty in the disaster recovery context, but with a slightly different starting point in terms of pre-existing poverty and economic (in)equality, demonstrate the importance of not only considering policies and institutions when studying their impacts, but also of understanding and taking into account the people they are affecting, and the different ways in which their unique contexts can shape similar policies into very different outcomes.

This body of scholarship, and adaptation of similar methodologies, can also help to extend our understanding of the longer-term impacts on poverty and economic inequality that our research pointed to in the more immediate recovery period. For example, Kabra (2016) found that the change event led to negative outcomes in perceived creditworthiness and prolonged reduced access to credit. Given that credit, like wealth and income, is already very unevenly distributed, it is likely that the increased poverty and economic inequality that was connected to the post-Hurricane Maria aid distribution strategy in Puerto Rico will also impact the longer term credit options of people who live in marginalized communities across Puerto Rico. To interrupt further concentration of poverty, it would be worthwhile to study this aspect of disaster recovery and rapidly disseminate results for immediate translation into policy and programmatic interventions. It is essential that future research be conducted as rapidly as possible, to ensure perishable data are gathered but also because the rapid pace of changes, and the growing risks to livelihood and health that come with them, make these questions urgent, as a matter of life and death.

Reflecting upon rapid dissemination activities, we find that the early sharing of data and findings, did engender expressions of ownership of the data and public expressions of how to apply it. Municipal staff and residents to recognized the importance of strengthening social networks to improve readiness, response, and recovery at the local level. The lively exchange during and after the policy seminar is another example of collaborators engaging with knowledge being discussed.

Local partnerships at recovery sites are best to lead rapid response, research, and dissemination, and have the potential to enable rapid learning and quality improvement in disaster recovery. As discussed in the limitations, members of the research team identified bureaucratic barriers with the potential to systemically exclude local partnerships. To minimize this potential, we recommend for federal agencies identify segments of the operational budget for local contracting. This is already done for post-disaster debris removal, construction or field personnel, but could be done for training and evaluation services as well. Strategically designed pilot programs or calls for proposals can be developed to foster local collaborations in the generation of knowledge allowing agencies to rapidly respond to different disaster contexts and key regional differences. This practice has already demonstrated success when used by the Natural Hazard Center, the National Science Foundation, the Center for Disease Control and the Environmental Protection Agency. Such a proactive engagement with local scientists and organizations has the added benefit of contributing to decolonizing recovery efforts and disaster-informed science. A similar recommendation is raised within the original research that suggest inequitable impacts of current aid distribution patterns could be reduced if federal agencies were able to pilot new distribution or engagement strategies to respond to the rapidly changing post-disaster context.

Inclusive practices need to be designed to address the value-chain of knowledge generation, from research design to public dissemination. Alternatives for meaningful authorship and credit should be defined and be subject to review. Changing protocols within a rapid timeline is perhaps easier early on, but gets increasingly more challenging as due dates appear on the horizon. In the initial report, after noting that the original path to authorship had not rendered anticipated results, contributorship was used as the default mechanism for inclusion of all collaborators. Intent on corroborating initial assessment of why and how participation tapered off in the final stages of the rapid research, the Co-PIs invited the field research team to review and discuss the reflections in this chapter. Outside of rapid schedule deadlines, the present reflection benefited from tasks and responsibilities defined with added mindfulness to competing schedules. Flexibility aided inclusive authorship.

In our changing world, where disasters last longer and are more frequent, making almost all natural hazards that hit unprepared human settlements result in compounding or cascading disasters, rapid research is becoming more and more important. As Kyrkjebo et al. (2021) argue in their description of Rapid Research Assessment used in New York City for COVID-19 response planning, “organizational sense-making is a usable climate service.” Future researchers should seek to incorporate or inform policy makers as early and often as possible, to ensure that the questions and the findings are usable and timed right (Kyrkjebo et al., 2021). Just as researchers are likely to adapt our methods, approach, and dissemination strategies to the increasing and transforming needs, government agencies should pivot their strategies to quickly integrate lessons learned from research. For example, it is clear from our experience that greater inter-agency collaboration is needed to ensure funded research has a feedback path that feeds into the decision-making of multiple interconnected policy-making and policy-implementing agencies.

Given that our research illuminated some unintended negative consequences of public disaster response aid, the disaster research community should also apply rapid research methodologies toward the support of the business community as crucial actors both before and after natural disasters. Saleem et al. (2008) have developed a model for pre- and post-disaster business continuity that could be both useful and adaptable. However, we caution against adapting a tool without ensuring that the research team includes people who survived the disaster and are fluent in the local context. In our team, experience and expertise were key to determining when it was appropriate to give up on seeking data and pivot to focus on data we ourselves could collect and analyze rapidly and iteratively.




5. Conclusions

Rapid research creates opportunities to make data-informed program and policy adjustments when they can be most impactful. In our use of rapid research methodologies, our goal was to generate knowledge about relationships that impacted disaster recovery in order to facilitate change in institutional aid disbursement policies. We used combined recruiting of local collaborators in data collection and analysis, with community-level dissemination. The early and iterative dissemination grew trustworthiness in our findings and enabled us to hone findings further before presenting to policy makers and media. Our mixed method findings demonstrated that, in the case of Puerto Rico, unless equity is conscientiously aimed for, aid is likely to follow existing, worn paths of power, privilege, and marginalization to amplify existing inequities rather than creating new paths for improved equity and a just recovery. Alex Steffen, a futurist particularly concerned with climate change and disasters, coined the term predatory delay. He defined it as “the blocking or slowing of needed change, in order to make money off unsustainable, unjust systems in the meantime.” The “in order to,” or the connection between the money being made from unsustainable or unjust systems may not be as clear as it is phrased here. What is clear, however, is that in a post-disaster context, delay kills people, and it kills poor and working class people more, and more quickly. This connection was demonstrated by several studies of the contended number of excess deaths that could be attributed to Hurricane Maria specifically within Puerto Rico (Cowan, 2022).

A quick glance at the amount and pace of aid sent to Texas and Florida, in comparison to the amount and pace of aid sent to Puerto Rico, and juxtaposed with the number of injuries and deaths experienced in these places during the same time period, makes clear that delay was, and continues to be, predatory in Puerto Rico. Willison et al. (2019) found that, “within the first 9 days after the hurricanes hit, both Harvey and Irma survivors [in Texas and Florida] had already each received nearly US$100 million in FEMA dollars awarded to individuals and families, whereas Maria survivors [in Puerto Rico and the Virgin Islands] had only received slightly over US$6 million in recovery aid.” Framed within a national context, the treatment of Puerto Rico by the federal government in its disaster aid disbursement reinforces demonstrated inequitable treatment and outcomes for Latinx/Latine communities across all other parts of the US. Whether that is intentional or not is unknown. Regardless of intent, however, we do know that an information gap contributed to the delay (Goldwyn et al., 2022). The challenges experienced by our team in accessing secondary data is an example of such.

Our team believes that rapid research has the potential to contribute to reducing predatory delay and bring attention to mechanisms that reproduce systemic racio-colonial inequities. Our quantitative findings identified a pattern that we see globally, both in the Global North (Smiley et al., 2018; Howell and Elliott, 2019) and in the Global South (Islam and Walkerden, 2015; De Alwis and Noy, 2019). Our qualitative findings underscore the variability in the relationships between those outcomes, not only between countries but even between municipalities within the Puerto Rico. Therefore, we underscore the importance of using rapid research methodologies to both look for larger patterns found elsewhere while also increasing understanding of the ways that the hyperlocal context changes and mediates pathways, via differing intermediary outcomes and other influencing factors. We conclude by reiterating our main recommendation: aid disbursement strategies must be purposefully designed to proportionally meet needs, measured not only in terms of severity of the disaster but also accounting for preexisting population vulnerabilities created by a system that marginalizes poor and working-class communities, and communities of color. We are convinced that rapid research can and will inform that strategy, making it more specific and more effective in its design and implementation.

Both the media and policy makers pay closer attention to research on current events. Hence, our recommendations are to fund and support more rapid research and to work early and iteratively to enable more stakeholders to engage in the process. The more rapid research and rapid dissemination we do, the better we will get at it, and the more accustomed community leaders, policy makers and program designers will become to using data to inform their decisions. Rapid research can be an important tool to correct economic inequality and improve the lives of people forced to live on the margins of our society.
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Research challenge

o Inter-institutional Research
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o Where and through what means have institutions
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Case 2.1: Good municipal leadership, well-funded, well-run Health Center (HC)

Municipal Health Office

o Budget for primary healthcare provided by municipality.
o Experienced and committed municipal health leadership, able
to attract regional resources for additional construction, clear

planning and budgeting, accountability structures in place.
o Running costs as per budget (not disclosed)

Health Center

» Well-funded and well-functioning HC, if anything slightly
overstaffed, but HC on course to become primary hospital.
Located beside nursing college, which makes it good choice

for upgrading to hospital.
» Running costs received exactly as per budget, no shortcomings

Case 2.2 Inexperienced municipal leadership, under-resourced and unsupported HC

Municipal Health Office

o Inexperienced Head of MHO, located in town, away from one

HC in muni

ality.

o Head has hired unsuitable MHO staff, wasting resources.

o Plans to construct office for municipal health (self), more waste
of resources

o Does not seem to allocate any runn

ng costs to HC, does not
know that HC uses alternative health financing arrangements.
o Impossible to tell what will happen with capital + black grant

funding allocated to running of MHO.
o Running costs per HC: 10,000 ETB/month

Case 2.3: Uninformed Woreda Health Office leadership, underfunded HC
Woreda Health Office (WHO)

o Head of WHO scems focused on construction of new Health
Posts in woreda, less focused on supporting existing HC and
Health Post (HP).

o Head of WHO seemed unaware of running costs going to HCs.

« WHO is unvilling to pay salary supplements to medical
doctors entitles to hardship allowances.

© WHO denied there were any problems with transfer of running
costs, despite several heads of HCs complaining about this and

recounting recent meetings about it with WHO head.
o Running costs per HC: 20,000 ETB/month

Case 2.4: Decent Woreda Health Office leadership, well-run HC

Woreda Health Office

Well run woreda health office with well qualified staff.

© WHO staff complains of not receiving sufficient running costs
for its main Health Center or running of WHO.

© WHO successful in accessing capital funds for the construction

of anew HC and two new HPs.

o Run

ing costs per HC: 12,000 ETB/month

Health Center

o Previously underperforming HC boasted by hiring of two
‘medical doctors financed by the municipal mayor.

o HC uses revolving medicine funds to run its affairs, it should
receive greater budget drug allocation to make best use of
funding flowing to MHO,

o Because this is the only HC in municipality, funds allocated to
MHO should be devoted to further upgrading of HC buildings

and completion and stocking of HP under construction.

o Received: none (using health financing instead)

Health Center

o Decent HC leadership constrained by lack of funding which
scems to stem from inability of WHO to transfer running costs
as budgeted.

o HC had recruited a medical doctor after 6 months of searching,
but he stayed only for 2 weeks and resigned when he realized
that duty payment and other hardship allowances would not be

paid.

 Running costs received: None for 8 months, 1 x 7,000 ETB.

recently

Health Center

» Seemingly well-run HC that is expanding to accommodate
operating theater and emergency obstetric surgery room, in
process of recruiting additional medical doctor and surgeon.

o Appears to have diaspora donors. Running costs low but

consistently paid by WHO and HC appears able to run on thi
tight budget.
o Staff expressed desire to receive additional running costs to

expand vaccination coverage and improve services further.

o Running costs received: 12,000 ETB/month

Case 2.5: High turnover of Woreda Health Office leadership, minimal resources for health facilities

Woreda Health Office

o Head of WHO has only been in job for 2 months, and the 3
people in the post before him lasted no more than 2-4 months
each, reflecting the political turmoil in Somali Region that has
affected some areas more than others.

o Head of WHO was not around during budget negotiations, and
clearly if nobody defends the health sector budget, the
allocation will be minimal.

o The WHO head i

upposed to manage 5 HCs but admits there
are barely any funds to run the office, allocate drugs to all HC

and H, manage the allocation and distribution of free

medication and carry our supervis

n.

 WHO head seemed daunted by challenges and expectations his
job provides.

 WHO head locked out of office, watchman missing, does not
seem to work from office, no electricity at office, no
computer/laptop.

 Running costs per HC: 10,000 ETB/month

Health Center

o HC that seems well run but completely constrained by a
total lack of budget, medication, support, everything. Remote
location.

o The HC has adopted survival strategy of using its income to run

s services, which does not seem to have been sanctioned by
relevant authorities - but it has been sanctioned by the hospital
board

o Itis clear that the HC could do so much better if there were more
funding available.

o Ambulance unavailable; no funds for repairs.

» Minimal budget for cost recover medication.

» No funding for routine maintenance or for support to HPs.

 The catchment communities lack basic service provision, as
HPs ha

no medication and are barely able to provide

vaccinations.

ing costs received: none
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Project set up and

management

Establishing the study

aims

Participant sampling

and recruitment

Data collection and

analysis

Dissemination of
findings, and

establishing impact

Key design considerations

o Appropriate funding allocation to support the rapid project and meaningful collaboration
» Embed collaboration at all levels:
o Organizational - with decision-makers.

o Professional - with practitioners

Community organizations
o Public involvement with people with lived experience
o Team working within the research team

 Be clear about the terms of reference - outline and document roles, responsibilities, expectations and time commitment of individuals
involved in the project at initial meetings.

» Work with collaborators to rapidly understand the context and setting of the research.

 Planning - have clear timeline and milestones but be mindful that rapid rescarch can be exhausting for the rescarchers involved, so ensure
workloads and deadlines are realistic and acceptable.

 Discuss where the blockages may be at the start of the project and plan strategies to avoid them - for example ident

ing potential recruitment
issues.

 Identify key audiences for research findings and agree the best means of communication across organizations, doing the groundwork in
identifying and informing key people and embedding dissemination activities at an early stage.

 Identify with partners priority needs and the depth and scope of research

 Be open and flexible to changing priorities if situation being evaluated rapidly evolves

 Ensure the research question is focused on key critical issues

 Be clear about the potential impact of the project - what we are working toward

o Co-design recy

ment strategies and materials with collaborators to ensure they are accessible and acceptable:
o Use the expertise of “on the ground” collaborators to target initial recruitment on “expert” individuals with experience of the phenomenon
under study

© Work with community organizations with established rela

s of trust with community members to facilitate rapid recruitment
 Have contingency recruitment plans in place at the protocol stage to avoid the inevitable delays if plans are changed and new research
governance amendments are needed

o Focused research question should guide data collectior

nd analysis
 Team based, collaborative, iterative data collection and analysis

 Conducting interviews online can facilitate rapid data collection but use alongside other methods to avoid

xacerbating digital exclusion for
some groups.

o Pragmatic deductive and inductive data coding approaches are used to meet the aims of the study.

o Interviews immediately analyzed at the end of the interview using a framework matrix (that covers study aims, main themes of interview
topic guide, but also allows for inductive coding), from notes and listening to interview audio recording.

ol

itial analysis to focus on the needs of stakeholders, through concentrating on key critical issues and using these to write rapi

reports.
Subsequently, more in depth analysis from transcripts can guide academic publications.

 Focusona team-based approach to data collection and analysis, regular debrief between researchers, team reflexivity and data interpretation.

o Where possible, follow the principles of co-production working with people with lived experience to co-create knowledge, helping to
attribute meaning to findings and identifying key messages.

© When planninga project, allocate adequate time and resourcs to the dissemination phase

o Early in the project, identify the key stakeholders who you want to influence with the research findings

 Place the end users of research findings at the heart of the rescarch implementation to ensure findings are appropriate and engaging for the
intended audiences.

» Two-stage approach to disseminating findings:

1. Rapid feedback loops to stakeholders and key audiences via meetings and rapid reports which focus on addressing stakeholders’

questions/needs

2. Publication of journal articles directed toward the academic community and wider audiences.

« Journal articles uploaded to preprint sites for immediate dissemination via social media

n

o Work with stakeholders in relevant networks to disseminate research findings and create change.
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« The tempo of data collection and analysis (e.g., more or less intensive)

 Complexity of data collection (e.g, involving multiple settings, countries, or topics)

o The need to invest time and training in larger teams, bringing together divergent viewpoints and
methodological expertise

o The novelty of the topic to the research team

o Structure of the research team and ways of working (g, clear roles and responsibilities, regular
meetings and updates)

o The type of analytic approach (e.g. structured/deductive analysis or inductive analysis)

o Priorities, and constraints of the research project (e.g, money, time, policy relevance, engagement
with local stakeholders)

o The size of the research team and which researchers are analyzing the data

o The extent to which researchers use field notes, summaries and group discussions to support the
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« (Changing) external context of the study

« The need to invest resources to be able to collect data in real time
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o Elaboration of planning process

o Budget engagement from Regional Health Authorities

o Population data available (up to date?)

o Health facility engagement

o Awareness of number of health facilities and their needs

o Reliance on previous years plans

o Strategy to update previous years’plans

o Evidence of evaluation of execution of previous years’ plans

o Evidence-based planning (which evidence?)

Budgeting/ budget execution (woreda/municipality):

o Health facility engagement

o Management of cost-recovery medicine fund

o Engagement with health facilities re budget shortages

o Allocation of discretionary funding (block grant) to woreda
priorities vs. health facility priorities?

© Woreda/munici

ity on track re: funding disbursements,
according to budget cycle

o Underfoverspending (if so, why?)

Budgeting/ budget execution (health facility):

o Budget engagement with woreda/municipality

o Allocation of cost-recovery medicine and management of
“recovered funds?

o Engagement with woreda/ municipality re budget shortages
(are there shortages?)

o Amount of running cost allocation and prompt transfer
of funds?

o Other funding sources (if yes, pls. elaborate)

Oversight:
o Budget oversight plans

o ME visits planned, budgeted and executed

Implementation (woreda/municipality):

 Self-assessment of current successes and challenges at woreda

and health facility level

Implementation (health facility):

o Self-assessment of current successes and challenges health
facility level

o Stock-outs of essential medi

nes
o Staffing

o Availability of ambulance

o Outreach visit for vaccinations

o Ability to support and supply Health Posts

‘Who to focus on

© Woreda/municipal Health
of Health

 Health Center
Director/Manager

o Health Post In-

harge

» Woreda/municipal Head of
Health

« Health Center
Director/manager

o Health Post in-charge

« Woreda/municipal Head
of Health
 Health Center

Director/manager

© Woreda/municipal Head of
Health

 Health Center

Director/Manager

How to assess

o Interview
o Available documentation
o Participant observation:

- Woreda:  availability of  paper
documentation,  computer, laptop,
electricity, internet connection

- Health facility: visible  patient
activity, medical supplies ~available
in store (infout of date?), electricity,
running water, administrative office

(computer/laptop, internet connection)

o Interview

o Available documentation

o Participant observation (incl. availability of
computer, laptop, electricity, internet

connection)

o Interview

o Available documentation

o Participant observation at health facility/
health post: visible patient activity, medical
supplies available in store (in/out of date?),
electricity, running water, administrative
office (computer/laptop, internet

connection)

o Interview

o Available documentation

o Interview

o Available documentation

o Interview
o Available documentation
 Visual inspection of health facility

pharmacy
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Percent of the

population earning

Participants
earning under

below poverty level $20,000 (%)
Nube 50-59 58
Suelo 26-39 32
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N=7

Females 27 16
Males 19 11
Individuals who self-identify as LGBTQ 3 1
Percent of participants who self-identified with the 2 6.5% 4.0%
darkest skin tones.
Organizational leaders 4 4
Percent of sample earning below $20,000 57% 32%
Has lived 11+ years in the community 78% 89%
Age 21-25 30% 16%
Age 36+ 70% 84%
Percent of the sample that has bachelor degree or higher 30% 30%
Percent of the sample that went to private schools (k-12) 11% 20%
Number of participants who received FEMA aid 15 9
Number of participants who received municipal aid after 21 6
H. Maria
Number of participants who received COVID-19 16 4
municipal aid

4 2

Number of participants who received COVID-19 federal
aid

“Demographic measures were collected from 73 participants. Measures were not collected
from the remaining three participants (two public servants, one business owner).
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Phase 2

Length of evaluatio!

Completed within 2 months

Completed within one year—data
collection took less than 6 months

Research questions

1. How have remote home monitoring services been implemented for COVID-19
and what are their main components, processes of implementation, target patient
populations, impact on outcomes, costs and lessons learned?

2. What were the characteristics of remote home monitoring models for
COVID-19, experiences of staff implementing these models, data processes, staff
and resource allocation and lessons learned during wave 1 of the pandemic?

1. Are COVID-19 remote home monitoring services associated with changes in
mortality and use of hospital services? Does the use of tech-enabled oximetry
have a measurable effect on mortality and hospitalisations?

2. What were the costs of setting up and running COVID-19 remote home
monitoring services and how do these costs vary between tech-enabled and
analogue, and analogue-only data submission modes?

3. What are the factors influencing delivery and implementation of COVID-19
remote home monitoring services? Do these vary by type of model, geography,
‘mode of remote monitoring approach (tech-enabled vs. analogue)?

4. What are the experiences and behaviours (i.e. engagement with services, use of
other services) of patients receiving COVID-19 remote home monitoring
services? Do these vary by type of model, patient characteristics, mode of remote
monitoring (tech-enabled vs. analogue)?

5. Are there potential impacts on inequalities?

6. What are the experiences of staff delivering COVID-19 remote home
monitoring services? Do these vary by mode of remote monitoring (tech-enabled
vs. analogue)?

Summary of met|

o A rapid scoping review to explore the use of COVID-19 remote home
monitoring services (Vindrola-Padros et al,, 2021¢)

An empirical implementation study of COVID-19 remote home monitoring
services in England (in 8 sites) (Vindrola-Padros et al,, 2021b)

.

Effectiveness studies of COVID-19 remote home monitoring services—we used
routinely available data, hospital administrative data and other information
produced by the programme to explore impact and effectiveness of services,
relating to hospitalisations and mortality (Georghiou et al., 20225 Sherlaw-
Johnson et al., 2022)

Cost analysis—We collected aggregated data on patient numbers, staffing
models and allocation of resources from 26 sites to explore costs of setting up
and running services (NIHR Rapid Service Evaluation team, 2021; Fulop et al.,
2021)

National Study of implementation, patient and staff experience in England
(in 28 sites)—we conducted documentary analysis, interviews with 5 national
leads, surveys with staff leading and delivering services in 28 sites and surveys
with patients receiving COVID-19 remote home monitoring services (Crellin
et al,, 2021; NIHR Rapid Service Evaluation team, 2021; Walton et al., 2021;
Fulop et al., 2021; Herlitz et al., 2022; Sidhu et al., forthcoming a)

Case studies of implementation, patient and staff experience in England (in 17
of the 28 sites)—we conducted interviews with staff leading and delivering
services and patients receiving COVID-19 remote home monitoring services
(Crellin et al.,, 2021; NIHR Rapid Service Evaluation team, 2021; Walton et al.,
2021; Fulop et al., 20215 Herlitz et al., 2022; Sidhu et al., forthcoming a)

Care homes study

Completed within 10 months—data
collection took 3 months

1. When and how is pulse oximetry being employed in care homes for managing
the health care of residents with COVID-19 and other health conditions?
(Including which care home staff are involved in set up, delivery and monitoring
and what support care homes receive, whether it is appropriate and weaknesses
in providing support)

2. What are the perceived benefits to residents (e.g., health related outcomes,
satisfaction with care received, hospital admission evidence, impact on perceived
anxiety) of using pulse oximetry in their care home?

3. What are the experiences of staff using oximetry in care homes (barriers,
enablers and lessons learnt)? (Including training received, impact of service on
staff wellbeing and confidence, challenges faced by care home staff)

4. Whatare the views of senior care home staff and managers on guidance and
resources necessary to support and sustain use of pulse oximetry in care homes?
5. What are the experiences of primary, community and secondary care
healthcare staff involved, or supporting use of pulse oximetry in care homes?

Scoping interviews with NHS leaders, care association directors and care
home managers, engaging with relevant literature, co-designing with a user
involvement group (Sidhu et al., forthcoming b)

Online survey of care homes in England (Sidhu et al., forthcoming b)
Interviews with care home managers and staff, and with NHS staff who
support care homes in England (in 6 sites) (Sidhu et al., forthcoming b)
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Ideas
Level

Federal

State

Local

Qualitative code examples

Pandemic preparedness; COVID-19 spread; COVID-19 origins;
emergency declarations; asymptomatic transmission; travel bans;
safety measures; experimental treatments; testing; social
distancing; stay-at-home orders; vaccine goals; business guidance;
comorbidities; minority community susceptibility; mask wearing;

new agency guidelines; vaccine progress

State university data; state agency data; “flattening the curve”;
shelter-in-place; COVID-19 health risks; COVID-19 trends;
COVID-19 statistics; PPE effectiveness; monitoring programs;
CDC and state health department guidelines; data guiding

decision-making

Self-screening; self-reporting; proper PPE usage; types of PPE
available; following state and federal guidelines; changes to daily
routines; COVID-19 incubation period; equal access to
COVID-19 data; restaurant precautions; restaurant capacity;

COVID-19 incidence rate

Examples

1). “Based on current information, the risk from [COVID-
19] to the American public is currently deemed to be low.
Nevertheless, CDC is taking proactive preparedness precautions.
Entry screening is part of a layered approach used with other
public health measures already in place to detect arriving travelers
who are sick to slow and reduce the spread of any disease into the
U.S” (Centers for Disease Control Prevention, 2022a).

2). “A layered strategy combines multiple prevention strategies
such as consistent and correct use of masks, ventilation, physical
distancing, cleaning and disinfection, and hand hygiene” (Centers
for Disease Control Prevention, 2021).

1). “Data collected through the [Louisiana State University] Daily
Symptom Checker, the Louisiana State University Emergency
Operations Center, and COVID-19 testing centers will help
drive the university’s decisions about mitigation strategies and
operations” (Louisiana State University, 2021).

2). “Based on what's been seen in [...] Seattle and Wuhan, China,
onlya portion of people who pick up the coronavirus will have
serious symptoms. Only a portion of those who are hospitalized
will need intensive care, and a portion of those will need
ventilators” (Vaughan, 2020).

1). “It is critically important that you and your family members
understand this virus moves quickly and is potentially deadly,
especially to the elderly, people with diabetes or cancer, and those
who have weakened immune systems. Just because you feel healthy
doesn’t mean you're not a carrier of this virus [...]” (Bryan, 2020).
2). “It’s an effort [the Mayor] says right now is necessary. [At] the
rate that we're going, the cases that were seeing may result in the
loss of thousands of lives. We're trying to prevent that”

(Bowerman, 2020).
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Institutions
Level
Federal

State

Local

Qualitative code examples

Budget cuts; agenda setting; agency assessments; national
programs; public health declarations; task force formation; press
releases; testing development; travel bans; disease surveillance;
interagency cooperation; private sector involvement; economic
relief; congressional legislation; executive orders; PPE
distribution; immigration control; vaccine development; federal

guidance; emergency use authorizations; congressional testimony

State university responses; stay-at-home orders; state checkpoints;
state executive orders; PPE distribution; PPE manufacturing;
financial assistance; unemployment benefits; state prison
conditions; COVID-19 testing; business restrictions; church
restrictions; hospitalization; nursing homes; healthcare capacity;
cooperation (multi-state, federal-state, inter-agency); timelines

for “reopening the economy”

Curfews and exemptions; shelter-in-place orders; social
distancing; community guidelines; limited public/private
gatherings; daily screenings; business protocols; university
operations; public school operations; “personal responsibility”;
drive-in testing; PPE orders and distribution; alternative modes of
education; health care capacity; local press releases; state(s) of
emergency; food assistance; essential vs. non-essential businesses;

town halls; small business loans

Examples

1). “[Vice President Michael Pence] also announced that the
Office of Management and Budget would issue guidance directing
agencies across the federal government “to review internal travel
policies and to adhere to State Department advisories with regard
to international travel” (Chalfant, 2020).

2). “A year later, [Federal Emergency Management Agency]
continues working with state, tribal, and territorial authorities to
bring this pandemic to an end. One strategy is speeding up
vaccinations by supporting states as they open community
vaccination centers across the country” (Federal Emergency
Management Agency, 2021).

1). “At this point in the pandemic, our three best tools for slowing
the spread of COVID-19 and keeping our hospitals operational
are vaccinations, masks, and distance said [Governor John Bel
Edwards)” (Louisiana Office of the Governor, 2020).

2). “The nation’s governors are in talks about creating a
multi-state consortium to oversee the purchase and distribution
of medical supplies across the country—a direct response to the
White House's hands-off approach to the issue” (Gronewold,
2020).

1). “[New Orleans] Adjusts Gathering Size and Capacity Limits
Under Modified Phase I1I Guidelines: Effective April 2, all indoor
public and private gatherings shall be limited to 150 individuals
[..] Outdoor Recreation Spaces and Sports Complexes will be
allowed to open at up to 50% of standing capacity” (City of New
Orleans, 2020).

2). “Mississippi Gov. Tate Reeves, a Republican, has designated
churches as essential, allowing them to operate as long as they
follow state and federal health guidelines. The city of Greenville,
however, has barred churches from holding either in-person or
drive-in services as long as the governor’ shelter-in-place order

remains in effect.” (Williams, 2020).
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Question

First order themes (combined a

ss all agencies)

No. comments

What went wellz A united supported workforce 30
Strong leadership and permission to act 28
System collaboration to deliver at pace 58
Shared purpose, vision, and culture 31
Operational logistics and technology 13
Shared learning and communication 9
What could have been better if? Better communication and liaison 38
Improved system culture 31
Launch of vaccination model 23
Development of interoperable IT and booking systems 19
Ongoing delivery of vaccination model 25
‘What are the key lessons you have learnt so far from the vaccination Create resilience 12
programme?
Coordination is vital 13
Wide and excellent communication s vital 11
Embrace the empowering experience 5
Adaptability is paramount 23
Operational logistics are vital 35
What factors need to be in place to create a sustainable vaccine Supported and flexible workforce 28
service for the future?
Development of communication strategies 10
Creating future sustainability together 25
System planning 34
Vaccine logistics 34
Consider the needs of hospital hubs, vaccine centres and primary care 85
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Evaluation Number of sites Length of data Number of Number of Number of sites

phase collection period survey responses interviews responding to cost
survey
1 8 sites 2 months N/A - 22 staff 7 sites
2 28 sites <6 months ~ 1,069 patients/carers - 62 patients/carers 26 sites
- 292 staff - 58 staff
- 5 national leads
Care homes 6 care homes 3 months - 232 care - 31 staff N/A
(interviews) and a home managers - 3 national level staff

national survey
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Lesson for conducting large-scale mixed-methods rapid evaluations of

healthcare services

Rapidly working with stakeholders

1. Building relationships with external stakeholders rapidly is challenging—need to find ways of building
rapport and trust quickly (e.g., open conversations)

Feasibility of rapid evaluations

2. Consider the needs of your rapid evaluation and the resources that will be needed to achieve this

3. Rapid studies need to be highly focused, and scoping work is critical for making decisions about what to
include (and what to exclude/omit) and what approaches for quantitative analysis to adopt

4. Not everything can be done rapidly; teams need to carefully consider and explain what cannot be done when
the timescale is short. Evaluations should have focussed and specific research questions which are explicitly
relevant to addressing a policy or practise issue

5. Structured and standardised processes foster a consistent approach and allow work to be quickly picked up by
new or other team members if needed

6. When working rapidly, there is a need to be responsive to changing needs and circumstances, therefore the
study needs to be planned to allow flexibility

7. Consider the risks associated with new data collections of quantitative data and their usability

Rapid methods

8. Consider whether it is possible to use aggregated quantitative data, and what that would mean when
presenting results

9. Consider using structured processes and layered analysis approaches to rapidly synthesise qualitative findings

Team characteristics and management for rapid evaluations

10. The quicker and more multidisciplinary the study, the larger the team that may be needed and the more
robust the leadership, oversight and management of the team that will be required

11. Ensure that all team members know their roles and responsibilities and have ways of clearly communicating
(with clear goals in mind when doing so) with other members of the team, to ensure that the project continues
to progress rapidly

12. Don’t slow down or wait when it comes to dissemination. Think about how best to present findings as early
as possible so that they can be understood and used quickly (¢.g. to make decisions)
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Key evaluation question  Data indicator Data sources

‘Workforce Workforce Consumer Interviews Admin
coordinators clinician  survey data
survey  survey

1. Whatare services doing differently as a result of the COVID-19 response?
1.1 How have ents fc
o haveappointments or o (il health service setting location with location

autism and developmental m " "
P demographics (population, vulnerability indicators)

vulnerability been tailored to be

delivered by telehealth?

o Patient demographics (postcode, CALD status, Aboriginal
status, age)

o Types of services e.g., medical, allied health

o Types of appointments e.g. screening, assessment,
ongoing therapy

o Proportion of patient load that has moved to telehealth
delivery

 Number of telehealth appointments

o Telehealth platform and technology types provided

« Comparison of length of time for telehealth appointments
vs. standard face to face

1.2 What supportisavailableto e Proportion of workforce receiving guidance in using

staff for telehealth delivery? technology

1.3 What aspects of telehealth can o Types of services e.g, medical, allied health

and cannot be delivered for

o Types of appointments e.g, screening, assessment,

developmental vlnerabilityand oo

autism?
2. What is the impact of these changes?
2.1 To what extent has telehealth @ Number children on waiting lists
affected access and wait times for  # Length of time of waiting list (days)
appointments? o Attendance of telehealth appointments
o Wait time for telehealth appointments (days)
o Travel time saved for family (minutes)
o Proportion of patients that declined telehealth
appointments
o Perception of financial cost to access telehealth services

for patients
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Term/source  Organization

example

Rapid Evaluation  World Health
Method (health
focus)

(Anker etal, 1993)

Organization

Real-Time
Evaluation (RTE)
(Rogers, 2020)

Oxfam, UNICEF

Rapid Cycle
Evaluation (RCE)

(Hargreaves, 2014) Services

U.S. Department of

Health and Human

Office of HIV/AIDS
Policy, USS.

Rapid Assessment

Response and

Description and features

‘The rapid evaluation method consists of -
observations, surveys interviews and focus groups,
carried out mainly in health care facilities:

- Act

ve participated on health service staff. -
~ Results provided to decision makers within days

or weeks of surveys.

- Focus on identifying operational problems and
supporting decision-making
‘The RTE model consists of significant variation in ~
how real-time evaluation is implemented in
different settings although it generally includes the
following five features: =
- Real-time data collection through field visits
and interviews. -
- Real-time reporting on evaluation data as part
of field visits.
- Multiple rounds of evaluative activity.
- Use of single loop, double-loop and in some
situations triple loop learning®
- Engaginga range of stakeholders in
sensemaking and action planning.
‘The RCE model consists of summative and =
formative evaluation methods evaluating quality
of care and patient-level outcomes and delivers  —
rapid cycle feedback to participating providers to
help them improve their models.
- Quasi-experimental design.
- Repeated measures used for time series analysis.
~ Uses statistical methods like propensity score
matching and comparison groups to
understand causation.
- Findings are provided to a learning and
diffusion team to preserve objectivity of
evaluation team.
‘The RARE model consists of systematic -

ethnographic data collection and analysis

Evaluation (RARE) Department of Health techniques consisting of surveys, interviews, and

(Trotter etal., 2001) and Human Services

observations. -

Aims to use existing data sets. -

Overseen by professionally trained

ethnographers.

Methodological training for local field teams.

Direct involvement of community leaders and

health providers.

Evaluation component conducted separately

from assessment component.

Advantages in relation to
context

Limitations in relation to
context

Mixed methods data collection - Sequencing and timing of data
from surveys, interviews, collection steps not documented.
observation and focus groups. - Manual data collection processes

Actively involves health service staff as model developed ~prior to

members in design and delivery of  widespread availability of digital
collection (1988-1991).

health service focus.

rapid evaluation,

Mixed methods data collection Sequencing and timing of data

from interviews, observationsand  collection steps not documented.
focus groups. - Specific focus on application in
High level of stakeholder international development
involvement.

Multiple, iterative cycles of

evaluative activity.

Foeus on complicated - Faster than standard summative

organizational change programmes.  and formative evaluation but still

Rigorous study design using requires multiple rounds of data

comparative approaches. collection
~ Would not suit 6-8 week delivery
model.

- Rigid health service focus,

Mixed methods data collection - Ri requirements for skills and

from interviews, observations, and  experience of project team (must
surveys. be formally trained in ethnographic
Can be completed in 8-10 weeks.  methods).
Has been used in international and - Rigid health service focus.

domestic contexts.

°A description of single-loop, double-loop and triple-loop learning can be found at https://www.betterevaluation.org/en/blog/why-do-we-need-more-real- time-

velaktion.
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Evaluation
stage

Scope and design

Data collection and

analysis

Reporting

*Table 2 has been updated from
indicate the week in which the activity was

Key steps

1. Establish evaluation team of two to four team members

2. Engage stakeholders and establish governance

3. Conduct narrow literature search and document review

4. Draft evaluation plan

5. Complete and test rapid evaluation templates (data matrix, survey
template, interview guide)

6. Disseminate brief electronic surveys (no more than 10 min to complete)
7. Conduct interviews and focus group discussions

8. Rapid coding into a single reporting document

9. Quantitative data analysis using Excel to expedite collection

10. Validate and test findings

11. Prepare brief 10-page report and PowerPoint summary of findings
12. Share findings with evaluation audience and research participants

aetal. (2

undertaken.

Timeframe (week)

) to simplify the content and reflect updated input from the evaluation team that implemented the tailored

. Grey shaded cells
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Type

Rapid evaluation for
near-term or frequent

decision making

Rapid evaluation due to
resource constraints (time

or funding)

Rapid evaluation due to

short-term impacts

Key features

Driver

impending decisions on policy/programmes.

Resourcing (medium): likely to need multiple team members to meet deadlines and produce
robust product.

Product: innovative and tailored based on stakeholder information needs.

Sectors: health, public health, agriculture, international development.
Driver: limited resourcing. Resourcing (low): delivered by small teams and sometimes solo evaluators.
May rely on single source of data.

Product: short reports to minimize resource use and increase usability of findings

Sectors: mainly reported

international development but could be any sector where resource
constraints determine evaluation method.

Driver: rapidly changing situation.

Resourcing (high): likely to need multiple team members from multiple disciplines to provide
comprehensive assessment.

Product: short, tailored reports, sometimes using a template approach.

Sectors: health emergencies, emergency management.

Relevant example

o Rapid Cycle Evaluation

(Hargreaves, 2014)

o Shoestring Evaluation

(Bamberger, 2004)

o Rapid Evaluation Method
(Anker etal,, 1993)
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Inputs Activities

 Policy guidance on the use of telehealth o
during the COVID-19 pandemic

o Cli

Adapt existing pediatric services

to telehealth: .

cal guidance on the use of - screening and pre-assessment

telehealth (inclusion/exclusion criteria; - assessment and diagnosis .
risk/complexity definitions and referral - ongoing therapy
pathways) o Establish workplace support structures, o
o Telehealth infrastructure in place and  including I supports and suitable
accessible for staff and families office environments for

ble

(inclusive of technology and suit conducting appointments

environment for staff) « Workforce guidance and education to o
o Information technology (IT) support  ensure telehealth is used safely and
o Children and families booked in public  effectively, including process of risk
pediatric clinics assessment to determine who is a

o Children and families on waitinglists ~ suitable candidate for telehealth care

t clini

for pediatric outpati s » Hospital promotion/awareness raising

o Children and families undergoing for use of telehealth to ensure uptake
assessment and ongoing therapy for e Support children and families .
developmental delay and/or ASD experiencing vulnerability and
disadvantage to use telehealth e.g.

interpreters, technology literacy, .

welfare supports.

Assumptions:

Minimum data:

Outputs

Volume of care that has transitioned to e Reduced

telehealth

Number of children accessing services

during COVID-19 period
Number of telehealth appointments,
average length of time for telehealth
appointments, and average wait time
for telehealth appointments
Attendance data for telehealth and face
to face care: appointments attended,
appointments declined, appointments
not attended

Number and type of telehealth
appointments (assessment and ongoing
therapy)

Children, families and workforce
satisfaction for telehealth services
Non-essential data:

Number of services with telehealth
guidelines in place

Proportion of services sending
appointment reminders

Cost benefit: Travel time saved, EFT
requirements and comparisons

Types of I support structures
implemented by hospitals

Proportion of workforce receiving

telehealth guidance/education

‘ype of awareness campaigns to raise
telehealth profile

Proportion of children and families
accessing interpreters, technology

support or social work support

Outcomes

Short term outcomes

transmission of COVID-19
within hospitals

Maintained provision of care in time of
pandemic crisis
Enhanced

consumer and

workforce expers

nce:
- Greater accessibility to specialist

services

- Reduced wait times for pediatric
assessments and ongoing therapy
for developmental vulnerability and
ASD

~ Reduced travel time to receive care

- Reduced  financial  burden
on families
Improved  practice  improvement

opportunities for using technology

as part of the service delivery

model  for  pediatric  care,

Long term outcomes
- Victorians have good physical
health (DHHS outcome 1.1).

health human

- Victorian and

services are appropriate and
accessible in the right place, at the
right time (DHHS outcome 5.1)

- Victorians are healthy and well,

including the new key result
to improve early childhood
development  milestones  for

vulnerable children and decreasing
developmental
(DHHS

Domain 1)

vulnerability

outcome  indicator

o Safe and efficient utilization of

health resources

- Telehealth is being delivered to children and families in public pediatric outpatient clinics, community health services, child and adolescent mental health services and

ACCHOs.

- Ata minimum, the use of telehealth maintains standards of quality and safety.

- The telehealth methods adopted are ey

ence-informed and based on leading practice health principles.

- All families have access to an internet connection and mobile phone/computer devices to access telehealth consultations.

- There s guidance, education and support for care providers around telehealth.

External factors:

- Limitations in the workforce and family readiness, including capabilities and willingness to change practice.
~ Personal factors for children and families which might prevent or diminish access e.g. children in the care system, children at risk, children and families from culturally

and linguistically diverse backgrounds

‘Telehealth is not perceived to be culturally safe.

Situation: Pediatric public outpatient care pivoted for children and famil

i face-to-face consultations due to COVID-19 physical distancing measures.

andotaff.

h developmental vulnerabilit

nd Autis;

1 Spectrum

sorder (ASD) unable and/or advised not to participate
‘elehealth practice changes aimed to support service continuity and safeguard the safety of children, fan
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Concept

Ideas

Institutions

Criteria to receive that code

Code for IDEAS if a document mentions the science, research, or technical rationale behind an agency’s response to COVID-19 IDEAS
example: any scientific data to inform lockdowns, quarantines, hand washing, opening/closing schools, opening/closing economies

Code for INSTITUTIONS if an agency’s activities, procedures, responses, collaborations of the agency is mentioned (anything the agency itself
is actually doing to implement policy). Sometimes the document itself may be the agency’s action if giving information is their role (CDC)
Code for INSTITUTIONS if an agency’s activities working across scales are mentioned (federal-state collaborations, state-local collaborations)
INSTITUTIONS example: The Food and Drug Administration expediting the vaccine approval, FEMA opening up vaccine centers, the

university opening up dorms to quarantine





OPS/images/fsoc-07-991183/crossmark.jpg
(®) Check for updates





OPS/images/fsoc-07-959553/crossmark.jpg
(®) Check for updates





OPS/images/fsoc-07-959553/fsoc-07-959553-g001.gif
~Purposetul sampling: obtaning first hand iformation on phanomenon of nerest. Saarching the
NenceUn Daons o "G 1 reapome:

res 7 ot taiows sy

Porcesoimann || SOy mentoredl "«mn—m

Sonnco sach 3 Cotrs | oo sk

St documats: i ot s

pe—

[ ocadosumnt:Sargest |
e






OPS/images/fsoc-07-959553/fsoc-07-959553-g002.gif
Scpmber 2900

s
b oo
Qaaber2020

Jubouh
RISty

i}

Sepumber 2020
R b
s

=

Ocsber 204

Nowbes 15
e
December 1ih o





OPS/images/fsoc-07-958861/fsoc-07-958861-t001.jpg
Characteristics of rapid qualitative research

Tterative design, often carrying out data collection and analysis in parallel.

Involve at least some degre of participatory research (including relevant

stakeholders in the design and/or implementation of the study).

Combine multiple methods of data collection and carry out triangulation du

analysis.
Can rely on the use of teams of researchers to cover more ground during data
collection or contribute to data analysis.

Are normally carried out within short study timeframes (a few weeks to a few.

months) or might include multiple data colle
rapid but frequent feedback evaluations that run for a few years, but include
short and intensive periods of data collection and analysis to share emerging

findings as the evaluation is ongoing).

Approaches of rapid qualitative research

Bypassing the transcript

n of interview audio recordings to analyze data directly

from the recordings.
Reliance on interview or focus group notes instead of audio recordings and
transcription.

The use of techniques such as mind maps as focus groups are ongoing to
summarize emerging findings

The implementation of structured observation guides to focus on the

development of field notes during participant obscrvation.

‘The development of rapid data analysis techniques through the use of

frameworks, tables or targeted coding techniques.
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Country

Brazil

Sierra Leone

Tanzania

Project adaptations

Shiftin disease of focus from Zika to COVID-19, maintai

g focus on
‘maternal vaccine confidence

Remote data collection via phone surveys to protect participants and
research team during early COVID-19 pandemic period

Existing methods of community ethnography to understand views around
vaceines and health services redirected to understanding views of
COVID-19 response and vaccines

Additional funds for community ethnography with CHWs using existing
structure

Shift from long term social science methods to rapid approaches to data
collection, analysis and report-writing

Development of a new AViD case study to replace other research previously

stalled by President John Magufi
Research protocols on community views of clinical trials amended to focus
on perspectives of COVID-19 disease and vaccines

Community health workers trained to document rumors on COVID-19
effects on livelihoods in 2020 instead documented rumors on vaccines after
delay of previous project

Inclusion of Ministry of Health Department of Risk Coordination and
Community Engagement in study design

Addition of data collection si

nterest to Ministry of Health

How findings informed COVID-19 response

Weekly presentations, phone calls and briefings provided to District Health
Management Team (DHMT)

Refinement of research methods to respond to DHMT learning interests
Practical recommendations made to DHMT based on learning from

ethnographic work

Findings and recommendations shared with Ministry of Health Department
of Risk Coordination and Community Engagement

Findings used to develop, test and share with Ministry of Health a responsive
training package on COVID-19 vaccines for CHWs.

Developed community engagement activities for region with low uptake of
COVID-19 vaccines
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Issue

Personal trauma from the

event

Misjudging the complexity

nvolved in comb

ng
protocols with local
collaborators who were also
experiencing the stress of the

event

Underestimating realistic
delays in campus research

support offices.

Misinterpreting the strength

of community connections

Explanation

Researchers are also impacted by disaster events
but may not recognize the effects of trauma on
their work. Disaster may disrupt typical work

‘making their job harder.

In rapid research quick collaborations need to be
established. There is less time to closely evaluate
the fit of study protocols or the goals and
capacities of team members who might themselves
be experiencing stress and trauma due to the

event.

Ifa disaster impacts the area, it may disrupt the
support offices academic researchers depend on to

conduct their work.

Local researchers may over interpret their

collaborations with commu

ity partners.

Recommendations

.

Collaborating with non-local rescarchers who can help maintain perspective.
Psychological first aid training prior to events [e.g. completing psychological
oss, 2017)

first aid courses through American Red C
‘Taking breaks, talking with loved ones, journaling, exercising, paying attention
to changes in appetite and motivation.

iation.

When possible, build on collaborations developed before the study’ ini
When possible, build larger and more diverse teams of both local and non-local
collaborators who can take on extra tasks or help find new solutions when other
members are experiencing particularly stressful conditions.

Develop a memo of understanding that documents honest and upfront
discussions of expectations including dialog between team members (Holgate,
2012).

Contact related offices (research permissions, grant offices) early in the process
10 ensure they are aware of what you are planning.

If offices are closed take advantage of any online portholes that may remain
open. By submitting research permission (IRB) paperwork before they open it
may help prioritize it on their return.

Plan on the process taking longer than usual. Offices may be short staffed due
to personal traumas and dislocations. They also may be inundated with
requests when they reopen. It is expected that their turn around times would

be disrupted.

Complete cultural competence and cultural humility training (frequently
offered for free from governments or universities).
Develop authentic collaborations that forefront community engagement at all

stages starting before the disaster (Swann et al, 2020).

Be engaged with community groups and organizations prior to the disaster.

Ask for help openly and honestly from existing community collaborators at all
stages of research.
Recognize that this will likely be a slow process needed to build trust and move

through all of the permissions and authorizations.
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