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ABSTRACT
The 2013-2016 Ebola outbreak in West Africa highlighted both the successes and limitations of social
science contributions to emergency response operations. An important limitation was the rapid and
effective communication of study findings. A systematic review was carried out to explore how rapid
gualitative methods have been used during global heath emergencies to understand which methods are
commonly used, how they are applied, and the difficulties faced by social science researchers in the
field. We also asses their value and benefit for health emergencies. The review findings are used to
propose recommendations for qualitative research in this context. Peer-reviewed articles and grey
literature were identified through six online databases. An initial search was carried out in July 2016 and
updated in February 2017. The PRISMA checklist was used to guide the reporting of methods and
findings. The articles were assessed for quality using the MMAT and AACODS checklist. From an initial
search yielding 1444 articles, 22 articles met the criteria for inclusion. Thirteen of the articles were
gualitative studies and nine used a mixed-methods design. The purpose of the rapid studies included:
the identification of causes of the outbreak, and assessment of infrastructure, control strategies, health
needs and health facility use. The studies varied in duration (from 4 days to 1 month). The main

limitations identified by the authors were: the low quality of the collected data, small sample sizes, and
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little time for cross-checking facts with other data sources to reduce bias. Rapid qualitative methods
were seen as beneficial in highlighting context-specific issues that need to be addressed locally,
population-level behaviors influencing health service use, and organizational challenges in response
planning and implementation. Recommendations for carrying out rapid qualitative research in this
context included the early designation of community leaders as a point of contact, early and continuous
sharing of findings, and development of recommendations with local policy makers and practitioners.

Keywords

Rapid qualitative methods, complex health emergency, systematic review, rapid appraisal, epidemic,

natural disaster, qualitative health research

1. INTRODUCTION

In December 2013, a toddler from the Kissi region of Guéckédou Prefecture died of a sudden and
mysterious illness — months later confirmed as Ebola —in a village near Guinea’s border with Sierra
Leone and Liberia (Baize et al. 2014; Saéz et al. 2014). In the weeks, months and years to follow, the
virus would spread throughout the West African region and beyond with over 28,000 people infected
and over 11,000 deaths — a case rate nearly 70 times more than that of the next largest Ebola outbreak
in history (WHO 2016). One of the most confounding aspects of the outbreak was the staggering
inaccuracies of early disease models which were unable to predict how the basic reproduction number
of Ebola would react in a regional environment with: 1) governments severely weakened by decades of
corruption and civil war, 2) failing health care systems, 3) distrust between local populations and
governmental figures, 4) extensive trading networks and patterns of mobility through porous national
borders, 5) spread of the outbreak from rural locations to large, densely populated urban centers, and 6)
burial rituals involving intimate contact with the deceased (a period in which viral loads are at their

highest peak) (Abramowitz 2015; Aylward et al. 2014; Benton and Dionne 2015; CDC 2014; Chowell and
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Nishiura 2015; Faye et al. 2015; Leach 2015; Richards et al. 2014; Wilkinson and Leach 2015). These
were all contributors to the unprecedented spread of Ebola in West Africa in the 2013-2016 period, and
all of these factors would later be extensively analyzed by social scientists with experience working in

West Africa.

That social scientists have contributed to better understanding and responding to natural disasters and
disease outbreaks, even past outbreaks of Ebola, is not a new phenomenon (Henry 2005; Hewlett et al.
2005; Hoffman 2005; Koons 2010; Oliver-Smith 1979; Scheper-Hughes 2005; and Williams 2001 to name
a few). What was new during the Ebola outbreak in West Africa, was the extent to which the
contributions of social scientists were discussed and debated among global emergency response teams
and their assistance actively, explicitly and openly recruited by international outbreak response
organizations such as the WHO and UNICEF. For example, six months after health officials announced
the Ebola outbreak, WHO made the unprecedented move to create the first-ever UN emergency health
mission, UNMEER, with the core objective of scaling up the on-the-ground response to the outbreak.
WHO explicitly recruited social anthropologists to work during the ‘UNMEER phase’ of the Ebola
response and beyond UNICEF’s Communication for Development (C4D) teams also made an effort to
recruit anthropologists and other social scientists to work as embedded researchers in West Africa in
support of the ‘Social Mobilization” and/or ‘Community Engagement’ pillar of the response. Indeed,
social scientists embedded in the response and those working remotely within their respective academic
institutions were able to contribute key insights into the ‘resistance’ of communities following the
unpopular dictates of public health response personnel, identify areas where public health goals and
community sentiment aligned, highlight sensitive issues regarding the impact of Ebola on women'’s

reproductive health and rights, and emphasize the unique cultural pathways for Ebola transmission
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during funeral ceremonies (Abramowitz 2014; Allen et al. 2015; Anoko 2014; Epelboin 2015; Fairhead

2014; Ferme 2014; Johnson and Vindrola-Padros 2014; Richards and Mokuwa 2014).

What is equally true, however, is that public health officials had difficulty digesting the information
provided by social scientists and often were unable to transform their qualitative data and expert
observations into real-time recommendations for responding to a deadly, on-going outbreak. For
example, WHO convened a multi-stakeholder review meeting in November 2015 of emergency risk
communicators and community engagement personnel to outline how anthropologists and other social
scientists working during the outbreak, could have improved their performance. Challenges
encountered by social scientists working during the outbreak also increased due to the late stage of the
response in which their expertise was sought and the lack of acceptance of social science knowledge by
some policymakers and health workers. As stated by Martineau, coordinator of the Ebola Anthropology
Response Platform (a network that connected social scientists and outbreak control teams), social
scientists may have belatedly found themselves a seat ‘at the table’ but were often unable to achieve

their aims (Martineau 2015).

Social scientists themselves have alluded to the “quick and dirty” (Brennan and Rimba 2005:342; Menzel
and Schroven 2016: para 22) methods often utilized because “in times of crisis...everything needs to
happen fast” (Menzel and Schroven 2016: para 22). However, statements such as these both conflate
‘quick’ with ‘dirty’ and negate a formal evaluation of rapid methodologies which can, with discussion
and critical reflection, be improved upon to contribute valuable information to those responding to
health emergencies. Much of the debate on the use of rapid methods vs. long-term research has
centered on issues such as building rapport with local communities, capturing the insider’s perspective,

understanding the complexity of situations, documenting how beliefs and practices change through
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time, and corroborating data and interpretations (Bernard 2011; Chambers 2008; Pink and Morgan
2013; Wolcott 2005). Traditionally in the social sciences, a notion has prevailed regarding the
relationship between the length of fieldwork and the accuracy, quality, and trustworthiness of the data,
where rapid research designs are not valued or assessed in the same way as studies that require the
long-term involvement of the researcher in the field. However, recent work has highlighted that in-
depth qualitative research can be produced through short-term intensive fieldwork (Beebe 2014; Pink
and Morgan 2013). Furthermore, rapid qualitative research promotes community engagement and can
inform decision-making with regards to pressing social issues in a way that might not be possible in

longer research projects (McNall and Foster-Fishman 2007; Trotter and Singer 2005).

In recognition of this, the authors — both of whom are anthropologists who were involved in working
with Ebola response agencies during the outbreak — wanted to better understand the extent to which
social science research, and qualitative methods more specifically, have been applied to past outbreaks
and other complex health emergencies. The primary goal in conducting this systematic review of the
literature was to explore the ways in which rapid qualitative methods have been used during on-going,
global heath emergencies of the last 15 years in order to better understand which methods are
commonly used, how they are applied, the benefits and limitations of using these methods, and the
difficulties faced by researchers in the field. Additionally, this review explores how the researchers
themselves describe their use of rapid qualitative methodologies, the trustworthiness of the data, and
use of research findings to inform the rapid decision-making processes required in responding to
emergencies. The ultimate goal of this review was to learn from previous applications of rapid
qualitative methods during complex health emergencies and propose recommendations for future

research.
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2. METHODS

2.1 Design

This is a systematic review of the literature. The Preferred Reporting Items for Systematic Reviews and
Meta-Analysis (PRISMA) statement was used to guide the reporting of the methods and findings (Moher

et al. 2009). The review was registered with PROSPERO (reference number: CRD42016049797).

2.2 Research questions
The research questions guiding the review were:

1. What are the most common methods of qualitative data collection and analysis during complex
health emergencies?

2. What are the study timeframes?

3. Who are the most common data collectors engaged in this type of research (i.e. sociologists,
anthropologists, psychologists, etc.)? What are their affiliations (i.e. academic, I/NGO,
governmental, etc.)?

4. How are qualitative methods adapted to respond to rapid timeframes and emergency/disaster
phases (i.e. planning, mitigation, response, recovery, evaluation)?

5. What are the main contributions of rapid methods?

6. How (if at all) was data translated/used/actionable during the response?

7. What are the challenges/limitations to conducting rapid qualitative research during health
emergencies?

8. Are there any lessons learned from applying rapid methods in heath contexts that can be

relevant for other emergency contexts?

2.3 Search strategy
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We used the Population-Intervention-Comparison-Outcomes-Setting (PICOS) framework (Robinson et al.
2011) to develop our search strategy (Table 1). A search of published literature was subsequently
conducted using multiple databases: MEDLINE, CINAHL Plus, Web of Science, Proquest Central. We also
searched for grey literature in DISASTERS and ReliefWeb. We used keywords to describe different rapid

n u

rapid evaluation”, “rapid ethnographic assessment”) and

n u
",

research designs (i.e. “rapid appraisa
emergency contexts (i.e. “outbreak”, “epidemic disease”, “emergencies”). The full search strategy can
be found in Appendix 1 (see ‘Supplementary Data’). The searches were conducted in July 2016 and

updated in February 2017. Results were combined into RefWorks, and duplicates were removed. The

reference lists of included articles were screened to identify additional relevant publications.

— INSERT TABLE 1 HERE —

2.4 Selection and inclusion criteria

Both authors screened the articles in three phases (title, abstract, and full-text) based on the following
inclusion criteria: 1) the study was developed in response to a complex health emergency, 2) the study
used a rapid research approach, 3) the study used qualitative research methods, and 4) the purpose of
the study was to inform the response to the emergency. Any disagreements over the inclusion of an
article in the review were discussed until consensus was reached. We did not apply any restrictions in
terms of language or date of publication and, in the case of articles that focused on rapid health needs
assessments, we only included those that described a new or emerging health concern, or potential

outbreak.

Definitions of complex emergencies and disasters abound and the contributions of social scientists to
these fields of study, broadly speaking, have been well-documented (Button 1995; Henry 2005; Hoffman

2005; Koons 2010; Oliver-Smith 1996). Our use of the term ‘complex health emergency’ does not seek to
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supplant or redefine accepted definitions of complex emergencies and/or disasters, we use this term
merely to illustrate that for the focus of this review we were interested in analyzing the work of
gualitative researchers working explicitly on health-related issues during emergency events. The
working definition we use for a complex health emergency can therefore be defined as a conflict,
natural disaster and/or displacement of human populations event that causes, exposes or poses future
health risks to vulnerable or marginalized persons which surpasses the ability of affected communities
to recover using their own resources (Kulatunga 2010; Lowicki-Zucca et al. 2008; Oliver-Smith 1996;
WHO 2002). We have not included cases of chemical hazards in our definition of complex health
emergency as this type of hazard requires particular response strategies and has specific effects on
health related to toxicity or long-term genetic complications that might not be present in other complex
health emergencies and might fall outside of the scope of rapid qualitative research (Clements and

Casani 2016).

We define rapid qualitative research as an approach that uses qualitative methods, or uses qualitative
methods in combination with other methodologies, to provide an understanding of the impact of
complex health emergencies by collecting and analyzing data within a short period of time (Beebe 2014;
Morin et al. 2008; McNall and Foster-Fishman 2007). As Beebe (2014) has argued, it is difficult to
establish the ‘correct’ length of time for a rapid study, as this will depend on the particular characteristic
of the study (i.e. purpose, location, context, etc.). In the case of this review, we included articles that
self-identified as rapid research (see search strategy in Appendix 1), but excluded those where the
process of data collection resembled the length of time of non-rapid research (for instance, studies that
exceeded data collection periods of 6 months). We defined qualitative research in relation to the

“methodological stances associated with qualitative research” proposed by Snape and Spencer (2003:4).

2.5 Data extraction and management
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The included articles were analyzed using a data extraction form developed in RedCap (Harris et al.
2009). The categories used in the data extraction form are summarized in Appendix 2 (see
‘Supplementary Data’). The form was developed after the initial screening of full-text articles, and was
then piloted independently by the authors using a random sample of five articles. The form was changed
based on the findings from the pilot, mainly to refine the categories and add new data points. Cross-
checking of the RedCap online extraction forms was carried out for all articles included in the review.
Discrepancies were discussed until consensus was reached. Cases of missing data were dealt with by
contacting the authors and also by online searches aimed at collecting background information on the

authors.

2.6 Data synthesis

Data were exported from RedCap and the main article characteristics were synthesized. The RedCap
report created a quantitative summary of some of the data. The data inputted in free text boxes were
exported and analyzed using framework analysis (Spencer et al. 2013). The framework method
organizes data in a matrix where rows contain the cases (the reviewed articles in the case of our
review), the columns are the codes, and the cells contain the raw data (Gale et al. 2013; Spencer et al.
2013). This approach facilitates the synthesis of data and exploration of patterns by case and code (Gale
et al. 2013). The codes were grouped into the following themes: benefits, limitations, difficulties, and

recommendations.

2.7 Risk of bias

The assessment of the risk of bias is an important component of systematic reviews (Higgins et al. 2011),
We used the Mixed Methods Appraisal Tool (MMAT) to assess the quality of the articles published in
peer-reviewed articles (Pluye et al. 2012; Pluye and Hong 2014). We used the AACODS checklist to

assess the quality of the grey literature (Chang and Tyndall 2014). All of the articles included in the
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review were assessed with the exception of Krumpkamp et al. (2010), as this was not an empirical study.
The two authors rated these articles independently. The raters discussed their responses and inter-rater
reliability was calculated using the kappa statistic (Landis and Koch 1977). The results from the

assessments can be found in Appendix 3 (see ‘Supplementary Data’).

3. RESULTS

3.1 Identification of articles

The initial search yielded 1444 published articles (Figure 1). These were screened based on title and
type of article, resulting in 195. Screening based on abstracts left 51 articles for full-text review. This
phase in screening led to 20 articles that met the inclusion criteria. We excluded articles that focused on
chemical hazards or emergencies produced by armed conflict as well as those where rapid methods
were not used for research purposes (i.e. they were mainly used for diagnostic purposes). Two
additional articles were identified by reviewing the bibliography, ultimately leading to 22 articles

included in the review.

— INSERT FIGURE 1 HERE -

3.2 Characteristics of included articles

The characteristics of the 22 articles included in the review are presented in Table 2. The articles were
published between 2003 and 2016, but we noticed a significant boost in publications from 2014-2016
with 13 articles published between this timeframe (i.e. over half of the full-text articles reviewed). All 13
articles dealt with the Ebola outbreak in West Africa during this time period, indicating a trend towards

the use of rapid qualitative assessments for assisting community-based response efforts.

10
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The locations of the studies included a wide range of geographical contexts such as: Afghanistan,
Indonesia, Thailand, Pakistan, Uganda, U.S., the Amazon, Liberia, Sierra Leone and Guinea. These last
three countries were the locations of more than half of the articles included in the review, all of which
centered upon the Ebola outbreak. Almost half of the studies took place in the community, while the
rest were carried out in healthcare facilities, government offices, shelters or relief centers. Twelve
articles were published in peer-reviewed journals, while ten were reports included in the CDC's

Morbidity and Mortality Weekly Report (MMWR).

— INSERT TABLE 2 HERE —

3.3 Complex health emergencies and purpose of the research

When considering the type of complex health emergency, we were able to divide the articles in two
main categories: natural disasters with potential health consequences, and epidemic outbreaks (see
Table 3). In the case of the articles on the health consequences of natural disasters, rapid research was
used to: 1) assess the public health impact of the disaster (mainly on water and sanitation) (Atuyambe et
al. 2011; Brennan and Rimba 2005), 2) document existing infrastructure in order to plan humanitarian
assistance (Bile et al. 2010; Brahmbhatt et al. 2010; Glerefia-Burguefio et al. 2006), or 3) evaluate the

effectiveness of response strategies (Broz et al. 2009).

In the case of rapid research for epidemic outbreaks (i.e. not natural disasters), there were additional
study aims as outlined in the articles reviewed. We were able to group the articles in four main
categories based on the purpose of the research: 1) identification of causes of the outbreak and
transmission cases, 2) assessment of existing infrastructure and resources, 3) evaluation of control

strategies, and 4) analysis of health needs and health facility use during the epidemic. This last category

11



295
296
297
298
299
300
301
302
303
304
305
306
307
308
309
310
311
312
313
314
315
316
317
318
319
320

321

was frequent in studies on the Ebola response as they sought to address cases of mistrust towards the

healthcare system.

— [INSERT TABLE 3 HERE —

All of the articles indicated that the studies were carried out with the purpose of informing ongoing
strategies by local government offices or non-governmental organizations. Examples of the translation
of findings included: the identification of high-risk areas (Cheung et al. 2003), development of a
framework for pandemic planning (Krumpkamp et al. 2010), establishment of new surveillance and
case-finding mechanisms (Brahmbhatt et al. 2010; Hagan et al. 2015), prioritization of existing
healthcare resources (Pathmanathan et al. 2014), and adjustment of existing interventions (Lee-Kwan et

al. 2014)

3.4 Research design

Thirteen of the articles were qualitative studies and nine used a mixed-methods design. Most of the
gualitative studies combined interviews with observations (Broz et al. 2009; Forrester et al. 20143,
2014b; Nielsen et al. 2015; Pathmanathan et al. 2014; Summers et al. 2014), with occasional studies
adding focus groups (Carrion Martin et al. 2016; Dynes et al. 2015; Lee-Kwan et al. 2014), documentary
analysis (Abramowitz et al. 2015; Krumkamp et al. 2010) or community mapping (Hagan et al. 2015). In
the case of the mixed-methods studies, these either combined interviews with structured surveys (Bile
et al. 2010; Brahmbhatt et al. 2010; Flores et al. 2011), or interviews and observations with secondary
data analysis (Brennan and Rimba 2005; Glerefia-Burguefio et al. 2006; Kilmarx et al. 2014; Matanock et
al. 2014). Some mixed-methods studies also included focus groups (Atuyambe et al. 2011) and case note
reviews (Cheung et al. 2003). The combination of multiple methods and the triangulation of data were

seen as effective ways of ensuring the required data were collected within limited timeframes.

12
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The length of the research varied and, in some articles, it was difficult to determine the exact length of
data collection. The shortest study was four days (Brennan and Rimba 2005) and the longest was one
month (Yamanis et al. 2016), but about half of the studies were carried out within two weeks. Eleven
articles described studies where data were collected from healthcare staff or government officials, six
studies collected data from community members, four collected data from healthcare staff and
community members, and one article did not specify the study participant population. Sample size was

not reported in nine of the studies.

3.5 Author background

Since one of the explicit criteria of our search strategy was to focus upon research where the purpose of
using rapid qualitative methods was to collect information for informing public health response efforts,
it is important to highlight characteristics of the authors which we see as a direct result of this strategy.
These characteristics can be grouped into three categories: 1) the number of authors (per article), 2) the
interdisciplinary nature of co-authors (per article), and 3) the mixture of emergency response

organizations and research institutions paired with governmental entities (per article).

The average number of co-authors per article we reviewed was seven, with a minimum of two authors
(Brennan and Rimba 2005) and maximum of 13 (Matanock et al. 2014). While no discernible pattern
emerged with regards to the professional background of authors (e.g. epidemiology or anthropology),
the departmental affiliations of multiple co-authors clearly illustrate the interdisciplinary nature of rapid
research. In 16 of the articles co-authors included a mixture of emergency response organizations and
research institutions (e.g. CDC, WHO, UNICEF), paired with governmental health departments (e.g.
Department of Health-Pakistan, Ministry of Health and Sanitation-Sierra Leone). With one exception
(Yamanis et al. 2016), all articles featured co-authors with affiliations across multiple departments,

agencies and/or institutions.

13
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We also explored the types of research teams undergoing fieldwork and found that, in most cases, these
tended to be international research teams. Most of the studies mentioned maintaining links with non-
governmental organizations and national government offices such as Ministries of Health. Only two of
the articles included in the review reported the recruitment and training of local researchers and the use
of their knowledge of the local culture and languages during data collection and analysis (Abramowitz et

al. 2015; Atuyambe et al. 2011).

3.6 Contributions and limitations of rapid qualitative research

Very few of the articles included in the review critically examined the contributions and limitations of
rapid qualitative research in the context of complex health emergencies. The three main contributions
of rapid qualitative research outlined by the authors were: 1) the rapid identification of context specific
issues that need to be addressed locally (Abramowitz et al. 2015), 2) rapid needs assessment that can
act as a guide for resource allocation (Brahmbhatt et al. 2010; Pathmanathan et al. 2014), and 3)
provision of data to plan long-term assistance (Glerefia-Burgueio et al. 2006). A limitation of rapid
gualitative health research can be the low quality of the collected data, as time constraints might have
limited access to key informants or other data sources, thus producing gaps during the data collection
process (Pathmanathan et al. 2014). The authors also highlight that rapid research designs tend to use
small sample sizes, which complicates the generalizability of findings (Brennan and Rimba 2005). Finally,
rapid qualitative research might be subjected to bias, in the form of recall, reporting or misclassification

bias, with little time for cross-checking facts with other data sources (Brennan and Rimba 2005).

After considering these limitations, some of the authors in the reviewed articles proposed a series of
general recommendations for carrying out rapid qualitative research in these settings. Cheung et al.

(2003) argue that a factor that can guarantee the success of the research under strict timeframes is the

14
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early designation of community leaders who can act as a point of contact for research teams. This early
work with community leaders needs to be done in parallel to the establishment of a network of
community, regional, and national agencies where collaborative agreements are created to facilitate the
research, but also ensure the continuous dissemination of study findings (Cheung et al. 2003). Findings
need to be shared with relevant stakeholders from the time data collection begins. These findings also
need to be disseminated in a format that can be used to inform decision-making (Brennan and Rimba
2005) and recommendations need to be developed in conjunction with local policy makers to ensure

applicability and acceptance (Krumpkamp et al. 2010).

4. DISCUSSION

4.1 What can we learn from the characteristics of the included studies?

Even though our inclusion criteria were specific, we expected to find more articles that used rapid
gualitative methods in complex health emergencies. Our search strategy might have certainly missed
some eligible articles, but we feel one of the findings of this review is the lack of dissemination of studies

using this type of research design.

We noticed a significant increase in studies using rapid qualitative methods during the last Ebola
epidemic. This could in part be due to changes in the approaches used to conduct epidemic
investigations in the past decade. In a commentary on the evolution of epidemic investigations and field
epidemiology at the CDC, Brachman and Thacker (2011) highlighted an increase in the number of social

scientists involved in research teams.

Another important aspect to consider was the fact that grey literature, mainly in the form of reports,
seemed to be an important form of output in complex health emergency research, and should therefore

be considered in future literature reviews on this topic. As Adams et al. (2016) have argued, grey

15
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literature can be used to increase knowledge in areas where scholarship is underdeveloped, draw

attention to new topics of inquiry or corroborate existing academic findings.

4.2 What’s missing in the research designs?

In general, the methodological descriptions in the articles reviewed were not extensive and, in some
cases, key data related to sample size and participant populations were not identified, affecting the
quality assessment scores of the articles (see Appendix 3). This finding is consistent with other studies of
published data collection activities during complex health emergencies. A recently published systematic
review on the effect of health interventions in humanitarian crises concluded that there is not enough
quality research conducted across health topics of importance to the humanitarian crisis of the last four
decades (Blanchet and Roberts 2015). As stated by Blanchet in a recently delivered course on Health in
Humanitarian Crisis, “The humanitarian sector is suffering from the lack of routine data. Not enough
data, or not the right data, is systematically, routinely collected” (Blanchet 2017:2). We would add to
this that in cases where the right data might be collected, the reporting of the data and data collection
methods are not transparently reported, making it difficult to assess the quality of the research and

trustworthiness of the data.

In addition to the lack of information on sample size and populations in the articles included in this
review, the timeframes for data collection were ‘not specified’ in multiple articles (see Table 2) making it
difficult to surmise how authors understand ‘rapid’ data collection (e.g. two days or two months), or if
this is even how they would describe their work. There is an unfortunate impression among social
science disciplines with historically long-term periods of fieldworks that ‘quick’ or ‘rapid’ data collection
is not rigorous or reliable (Beebe 2014; McNall and Foster-Fishman 2007). If this impression is to be
corrected, and if social science methods are to innovate to help “reduce suffering, improve survival, and

ensure better preparedness for future outbreaks” (Henry and Shepler 2015:21) then we must be more

16
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rigorous in publishing our methodologies, more precise in our terminology, and more willing to own the
label of ‘rapid’ (not dirty) research. Doing so will enable social science researchers, and the public health
managers who rely upon their data, to be more confident in their conclusions, more definite in their
recommendations to emergency response agencies, and more candid in how rapid qualitative methods
can (and cannot) provide needed data. This will also enable important distinctions to be made between
the rapid methods used during initial and acute phases of an emergency, and how they can be adapted
and improved upon for more longer-term, longitudinal and traditional forms of monitoring and

evaluation which should occur throughout an emergency response.

4.3 Why is author background important?

We can conclude from the background of authors included in this review that rapid qualitative research
with the purpose of informing the response to a complex health emergency, requires the collaboration
of multiple interdisciplinary researchers with research institutes, UN and I/NGO agencies and
governmental health systems. As stated by (Calhoun and Marrett 2008:xxi), “a disproportionate
number of major scientific discoveries and innovations involve crossing the boundaries of established
disciplines.” This highlights the need for social scientists to critically examine how they write and where
they publish the results of their work so as not only to reinforce disciplinary boundaries, but also to

innovate at the boundaries by building bridges for collaboration, data sharing and knowledge transfer.

4.4 Why utilize rapid qualitative methods?

It is no surprise that the articles culled for full-text review here originate from some of the most
recognized public health crises of the 21* century — from the Indian ocean tsunami in 2005 to the Ebola
outbreak in West Africa in 2014. As these articles reveal, the health emergencies public health
responders have grappled with within the last decade alone challenge the preparedness and response

capabilities of international response agencies, national governments and local organizations. When
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complex health emergencies occur, multiple forms of interdisciplinary expert knowledge are needed to
contribute to the rapid mobilization of response agencies, their personnel, and inter/national
governments. As stated by Lurie et al. (2013:1251), the challenges that public health responders have
faced since the turn of the century have “underscored a persistent need to be better prepared to
resolve important research questions in the context of a public health emergency...additional research,
done in parallel with and after the response itself, is often essential to address the most pressing
knowledge gaps presented by public health emergencies.” Despite this, the importance of utilizing rapid
gualitative methods during the complex health emergencies discussed in the articles culled for this
review did not extensively (or at all) reflect upon how research designs using rapid methods were able
to provide necessary data that other methods could not achieve. To this end, we draw from the articles
included in this review, and additional research, to identify several areas in which the use of rapid
gualitative data collection and analysis methods, conducted by trained social scientists, can be most
useful for quickly responding to complex health emergencies. Critical reflection upon the types of data
that rapid qualitative methods in particular can obtain, paired with how findings from rapid research
designs may be applied in an emergency, is crucial for advancing social science specialization within this

arena.

4.4.1 Responsive to local contexts for drawing on community resilience mechanisms

In the wake of complex health emergencies, community resilience can be defined as “linking a network
of adaptive capacities” such as information and communication, and community competence in order to
“reduce risk and resource inequalities, engage local people in mitigation, create organizational linkages,
[and] boost and support social supports” (Norris et al. 2007:127). Social scientists recognize that
communities are not without their own resilience mechanisms which can be mobilized to mitigate public

health emergencies, yet previous studies highlight that local knowledge is rarely valued and used
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(McKay and DeCarbonel 2016: 64). Social scientists, for example, using qualitative methods during
health emergencies, have demonstrated success in developing community-based surveillance tools that
are responsive to the capabilities of local communities and which, ultimately, aim to strengthen
resilience through participatory community-based approaches (Abramson et al. 2015; Henry 2005;
Whiteford and Vindrola-Padros 2015). For instance, Whiteford and Vindrola-Padros (2015) have argued
that some community-based models such as the Community Participatory Involvement (CPl) model can
help build capacity within communities for controlling and preventing epidemics because they focus on
developing and supporting local leadership and ensuring equal participation across sub-groups (i.e.
women, young people, etc.). Development of contextually-relevant research tools and mechanisms for
community engagement which consider the assets and capacities of affected communities is needed at
all phases of an emergency in order to be reflective of pre-emergency community contexts, responsive
to the altered environment created during an emergency response, and capable of considering how
systems set-up during an emergency will affect communities once the health crisis has resolved and/or

public health response agencies are no longer involved (Koons 2010; McKay and DeCarbonel 2016).

4.4.2 Responsive to rumors and associated population-level behaviours

Rumors and misconceptions thrive during periods of social duress, particularly in the absence of clear
communication guidelines and trusted channels for delivering health messages (Briggs 2011; Hewlett
and Hewlett 2008; Schoch-Spana 2000). This is something health managers need to grapple with in
dealing with both infectious disease threats, as well as routine public health challenges (e.g. vaccination
campaigns). Using secondary data analysis (e.g. systematic literature reviews) and qualitative data
collection techniques (e.g. interviews with key medical personnel), researchers can help to contextualize
rumors by explaining local rationale behind and identifying how beliefs may influence the behaviors of

affected populations. Longitudinal data collection among populations affected by complex health
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emergencies also serves as an important reminder to emergency responders to not assume they know
what is in the minds affected populations, nor think perceptions will remain static throughout an
emergency operation. Qualitative methods can also help emergency public health responders quickly
identify the sources that affected population trust and listen to the most (for delivering key public health
messages), and for assessing whether or not these persons have accurate and up-to-date information

(Briggs and Mantini-Briggs 2003).

4.4.3 Able to reveal societal tensions which disproportionately affect marginalized populations

The complexity of how diseases interact with human populations when introduced into unique
environmental, biological, and sociocultural settings is something which specialized subfields, such as
medical anthropology, are well-versed in researching (Hoffman 2015). Further, social science disciplines
have an extensive history of critically engaging socio-cultural realities which marginalize, exclude or
make vulnerable certain populations. As many veteran emergency managers can attest, societal
tensions — particularly those which have been politically repressed or ignored — reveal themselves most
during times of crisis amidst the fears and uncertainties which disasters inspire (Blaikie et al. 1994). As
an example, anthropologists have commented extensively on how Hurricane Katrina, one of the
deadliest hurricanes in US history, revealed deep-rooted currents of racial and economic discrimination
against those most affected by the disaster (Hoffman 2005; Scheper-Hughes 2005). Insights such as
these are vital to emergency health planners for identifying and responding to the unique needs of at-
risk groups — before, during and after an emergency. These are concepts which should immediately
factor into how emergency response operations are designed, executed and, ultimately, how they are

dismantled after the crisis is over.

4.4.4 Useful to study organizational challenges of response efforts to highlight gaps and omissions
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At a 2014 panel entitled ‘Ebola in Focus’ of the American Anthropological Association (AAA) annual
meeting, panelists from WHO, UNICEF and MSF concluded that “We need a humanitarian anthropology
that is embedded in that response, yet is able to be critical of it” (Henry and Shepler 2015:21). Complex
emergency events place new stresses on donors, organizations and individuals who may not be familiar
with responding to a health crisis, but are nonetheless tasked with its execution (Mahapatra 2014;
Oliver-Smith 1979). For unanticipated emergency events, local response organizations must quickly shift
their priorities, personnel and budgets all of which can create confusion in the flow of information,
chains of command and worker roles and responsibilities (Mahapatra 2014). As the articles included in
this review have demonstrated, qualitative research methodologies that “capture human behavior at its
most open, realistic moments” during an emergency need not be limited solely to work at the
community-level (Mahapatra 2014:241). These same methodologies are also useful for studying
organizational challenges and “bureaucratic rigidities” encountered during complex response operations
(Mahapatra 2014:241). Capturing the experiences, needs and lessons learned from the work of
emergency response personnel which might otherwise go undocumented in the rush to bring aid, can
help to illuminate these ‘rigidities’. As noted by Henry (2005), the top-down approach taken by most
specialized, international disaster relief organizations may lead to the failure of on-going operations and,

ultimately, impact the sustainability of recovery programming.

4.5 Limitations of the review

This review has a series of limitations and the findings should be interpreted with these in mind. The
literature search was initially carried out in July 2016 and updated in February 2017, therefore any
articles published after this date have not been included in this review. Although we used multiple
broad search terms and developed our search strategy using the PICOS framework, it is possible that we

missed peer-reviewed articles and grey literature that did not use these terms. Our decision to include
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grey literature in the review was based on the fact that much of the research carried out in this field is
not normally published in peer-reviewed journals. We were able to capture a significant number of
reports in our grey literature searches, but we might have missed studies where the researchers were
not able to share findings beyond the organizations where they worked (i.e. due to proprietary data
issues). Upon this point, it is important to note the structural barriers involved in researching complex
health emergencies which may have prevented social science researchers from publishing the results of
their rapid studies in either grey literature or academic sources. Rapid qualitative research for
responding to complex emergencies is often conducted on behalf of organizations who use data for
informing their own individual response efforts. For researchers who have been contracted to work for
these organizations, the data they collect most often belongs to the organization, not themselves. As
such, publication of ‘internal’ data may not be a priority or even a desire of organizations who do not
want the results made available to a larger audience. This is particularly true where data reveals
organizationally or political sensitive information. Further, academic publication sources often require
proof that a formal IRB process has been systematically followed by those engaged in research with
human populations. For professional social scientists responding quickly to a crisis, it may not be feasible
(or ethical) to halt their work while waiting on formal approval from an official review body. In addition,
regions or countries which have experienced long-term crisis (e.g. civil war), or those who have been
crippled by a sudden and unexpected health emergency (e.g. Ebola), may not have a functioning review

system in place.

We defined qualitative research based on the definition proposed by Snape and Spencer (2003). This
definition was selected because we felt it captured various dimensions of qualitative research
(perspectives, design, data generation, research methods, analysis, and outputs). However, use of this

definition might have resulted in our missing studies that defined qualitative research differently. Our
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decision to narrow the scope of the review to epidemics and exclude armed conflicts and chemical
hazards also limits the findings of the review. We believe that future reviews could be carried out on the
use of rapid qualitative research in the context of armed conflicts and chemical hazards. An overview of
these reviews in the form of an umbrella review (Baker et al. 2014; Smith et al. 2011) could then
compare how rapid qualitative methods are used across these contexts and identify similarities and

differences in their application.

5. CONCLUDING THOUGHTS

Within the last 15 years, the CDC has remarked on the need for increased collaboration with social
scientists, specifically anthropologists, during complex emergencies. Williams (2001) has stated that
while anthropological input may be, theoretically speaking, valued among public health professionals, in
reality “applied anthropologists rarely have been teamed with public health practitioners in the arena of
complex emergencies” (Williams 2001:4). Recent public health international emergencies (PHIE) such as
Ebola have prominently featured the strengths (and sometimes weaknesses) of social scientists
responding to disease outbreaks, which could spur the systemic changes necessary for interdisciplinary
collaboration in the future. Given the unprecedented nature of the Ebola outbreak in West Africa, both
in terms of scale and duration, it remains to be seen whether or not the trend towards a boost in social
science publications (as evidenced from 2014-2016) will continue in the future with regards to the use of
rapid qualitative studies during health emergencies in non-Ebola settings. However, the increased use
of social scientists during the Ebola outbreak has been sustained in subsequent outbreaks (e.g. the Zika
outbreak of 2015-16), and the trend towards bringing social science knowledge and capacity to better
understanding and addressing acute phase complex health emergencies has taken root at the highest

policy-level (e.g. WHO Social Science Interventions Team).
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There is a tendency in the social sciences, and the discipline of anthropology in particular, to equate in-
depth research with long-term fieldwork. However, several authors have argued that long-term
fieldwork is not suitable for all research topics and contexts and the quality of the research should not
be assessed based on the amount of time researchers spend in the field (Beebe 2014; Pink and Morgan
2013). As noted by Abramowitz et al. (2015), traditionally deployed anthropological methods involving
significant time spent in the field prior to reporting on a situation, could potentially limit the

contributions of these qualitative methods to emergency response efforts.

What is evident from our review is that social scientists have been engaging in rapidly conducted
research during complex health emergencies for some time, but there was a notable increase in this
type of research design using explicit ‘rapid’ methods during the Ebola epidemic. All of the studies in the
reviewed articles were developed to inform responses to disasters and epidemics and were carried out
by interdisciplinary and multi-organizational teams. The pressures created by rapid research design led
several researchers to develop community-based networks to facilitate quick immersion in the field and
targeted collection of data. These networks were also used to disseminate findings and inform decision-

making.

Social science researchers need to be present at the beginning of an emergency health response to set
in place systems for data collection which are relevant, sustainable and draw from a diverse array of
methodologies depending on contextual realities on the ground. Social science research was not sought
during the Ebola outbreak until several months after the outbreak was discovered and after multiple
failed attempts at communication with communities who were frightened of Ebola responders and were
not observing infection control measures. In order to have an early seat ‘at the table’ and be relevant at

the outset of an emergency, social science researchers will need to find new and innovative ways for
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adapting methods for rapid data collection to address the most pressing needs during the early phases
of an intervention, and they will need to be good communicators with public health managers as to how
their data can and should be applied to mitigate the effects of the emergency and increase the

effectiveness of the response.

A significant amount of work remains to further develop the use of rapid qualitative research
approaches in the emergency context. In order to move forward, it is essential for social scientists to
critically reflect on the benefits as well as drawbacks of these methods in order to incorporate lessons
learned into future emergency response operations. As stated above, critical reflection upon the types
of data that rapid qualitative methods in particular can obtain during complex health emergencies is
crucial for advancing social science specialization within this arena. We have included in this article
several areas of inquiry in which social science knowledge and methods have been most beneficial
during periods of crisis, however, this listing is not exhaustive and only hints at the benefits to be gained
by engaging trained social scientists during emergencies. We therefore invite scholars to continue the
trend established by the Ebola outbreak in publishing the results of rapid qualitative research.
Publication of such work needs to 1) rigorously define and describe the methodologies used, and 2)
explicitly state how these methodologies were able to collect data necessary for informing public health
response efforts. This can be achieved through both traditional academic and grey literature sources (as
utilized for this review), and via informational platforms established with the express purpose of
disseminating data through interdisciplinary collaboration (e.g. Ebola Anthropology Response Platform,
Society for Medical Anthropology’s Zika Pop-up Interest Group). Platforms such as these provide
important examples of the benefits to be gained from collaboration among a concerned group of
scholars and require, at a minimum, recognition among all interested parties (e.g. response agencies,

research institutions, practitioners) of the need to disseminate data in ‘real time.’
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As stated in the limitations section of this review, due to the multiple structural barriers which prevent
publication of social science data during complex emergencies, it is likely that our search strategy did
not return research results which would help to further the work of social scientists within this field. We
therefore hope this review will aid social science efforts to open up spaces where scientists can
remediate the barriers which prevent us from learning from each other within the critically important

arena of complex health emergencies.

6. SUPPLEMENTARY DATA

— INSERT LINK TO ONLINE FILES: APPENDIX 1, APPENDIX 2, & APPENDIX 3 —

26



665
666
667
668
669
670
671
672
673
674
675
676
677
678

679
680
681
682
683
684
685
686
687
688
689
690
691
692
693
694
695

696
697
698
699
700
701
702
703
704
705
706
707
708
709
710

7. REFERENCES

Abramowitz, Sharon Alane. 2014. How the Liberian Health Sector Became a Vector for Ebola. Fieldsights
- Hot Spots, Cultural Anthropology Online. http://www.culanth.org/fieldsights/598-how-the-liberian-
health-sector-became-a-vector-for-ebola

Abramowitz, Sharon. 2015. How Culture, Context, and Human Capacity Impact the Spread of Ebola, by
Country. Academia.edu.
http://www.academia.edu/13070668/How_Culture_Context_And_Human_Capacity_Impact_The_Sprea
d_Of _Ebola_By_Country

Abramowitz, Sharon Alane, Kristen E. McLean, Sarah Lindley McKune, Kevin Louis Bardosh, Mosoka
Fallah, Josephine Monger, Kodjo Tehoungue, Patricia A. Omidian. 2015. Community-Centered Responses
to Ebola in Urban Liberia: The View from Below. PLoS Negl Trop Dis 9(4): e0003706.

Abramson, David M., Lynn M. Grattan, Brian Mayer, Craig E. Colten, et al. 2015. The Resilience
Activation Framework: A Conceptual Model of How Access to Social Resources Promotes Adaptation and
Rapid Recovery in Post-Disaster Settings. The Journal of Behavioral Health Services & Research, 42(1):
42-57.

Adams, R. J., P. Smart, P. and A. S. Huff. 2016. Shades of Grey: Guidelines for Working with the Grey
Literature in Systematic Reviews for Management and Organizational Studies. International Journal of
Management Reviews. do0i:10.1111/ijmr.12102

Anoko, Julienne N. 2014. Removing a Community Curse Resulting From the Burial of a Pregnant Woman
with the Child in her Womb: An Anthropological Approach During the Epidemic of the Ebola Virus
Disease in Guinea. http://f.hypotheses.org/wp-content/blogs.dir/2225/files/2015/01/La-
r%C3%A9paration-de-la-mal%C3%A9diction-g%C3%A9n%C3%A9rale-Julienne-Anoko-2014-12-22.pdf

Atuyambe, Lynn M., Michael Ediau, Christopher G Orach, Monica Musenero, and William Bazeyo. 2011.
Land slide disaster in eastern Uganda: rapid assessment of water, sanitation and hygiene situation in
Bulucheke camp, Bududa district. Environmental Health, 10:38.

Aylward, Bruce, Philippe Barboza, Luke Bawo, Eric Bertherat, et al. 2014. Ebola Virus Disease in West
Africa — The Fist 9 Months of the Epidemic and Forward Projections. The New England Journal of
Medicine, 371: 1481-1495.

Baize, Sylvain, Delphine Pannetier, Lisa Oestereich, Toni Rieger et al. 2014. Emergence of Zaire Ebola
Virus Disease in Guinea — Brief Report. The New England Journal of Medicine, 371: 1418-1425.

Baker, Philip, Joseph Costello, Maureen Dobbins, and Elizabeth Waters. 2014. The Benefits and
Challenges of Conducting an Overview of Systematic Reviews in Public Health: A Focus on Physical

Activity. Journal of Public Health, 36(3): 517-521.

Beebe, James. 2014. Rapid Qualitative Inquiry: A Field Guide to Team-based Assessment. (2nd Edition).
Lanham, Maryland: Rowman & Littlefield.

Benton, A., & Dionne, K. Y. 2015. International political economy and the 2014 West African Ebola

27


http://www.culanth.org/fieldsights/598-how-the-liberian-health-sector-became-a-vector-for-ebola
http://www.culanth.org/fieldsights/598-how-the-liberian-health-sector-became-a-vector-for-ebola
http://www.academia.edu/13070668/How_Culture_Context_And_Human_Capacity_Impact_The_Spread_Of_Ebola_By_Country
http://www.academia.edu/13070668/How_Culture_Context_And_Human_Capacity_Impact_The_Spread_Of_Ebola_By_Country
http://f.hypotheses.org/wp-content/blogs.dir/2225/files/2015/01/La-r%C3%A9paration-de-la-mal%C3%A9diction-g%C3%A9n%C3%A9rale-Julienne-Anoko-2014-12-22.pdf
http://f.hypotheses.org/wp-content/blogs.dir/2225/files/2015/01/La-r%C3%A9paration-de-la-mal%C3%A9diction-g%C3%A9n%C3%A9rale-Julienne-Anoko-2014-12-22.pdf

711
712
713
714
715
716
717
718
719
720
721
722
723
724
725

726
727
728

729
730
731
732
733
734

735
736

737
738
739
740
741
742
743
744
745

746
747
748
749
750
751
752
753

outbreak. African Studies Review, 58(1), 223-236.

Bernard, Russell. 2011. Research methods in anthropology: Qualitative and quantitative approaches.
Lanham, MD: AltaMira.

Bile, K.M., A.F. Shadoul, H. Raaijmakers, S. Altaf, and K. Shabib. 2010. Learning through crisis:
Development and implementation of a health cluster strategy for internally displaced persons. Eastern
Mediterranean Health Journal, 16(Supplement): S82-290.

Blaikie, P., T. Cannon, |. Davis and B. Wisner. 1994. At Risk: Natural Hazards, People’s
Vulnerability, and Disasters. London: Routledge.

Blanchet, K., & Roberts, B. 2015. An Evidence Review of Research on Health Interventions in
Humanitarian Crises. London School of Hygiene & Tropical Medicine. Study commissioned by Enhancing
Learning and Research for Humanitarian Assistance (ELRHA).

Blanchet, K. 2017. What evidence do we have on health interventions? Health in Humanitarian Crisis,
London School of Hygiene & Tropical Medicine. https://www.futurelearn.com/courses/health-
crises/1/steps/133375

Brachman, Philip and Stephen Thacker. 2011. Evolution of Epidemic Investigations and Field
Epidemiology during the MMWR Era at CDC --- 1961—2011. MMWR 60(04); 2226.

Brahmbhatt, Daksha, Jennifer L. Chan, Edbert B. Hsu, Hani Mowafi, Thomas D. Kirsch, Asma Quereshi,
and P. Gregg Greenough. 2010. Public health preparedness of post-Katrina and Rita shelter health staff.
Prehospital and Disaster Medicine, 24(6): 500-505.

Brennan, Richard J., and Kamaruddin Rimba. 2005. Rapid health assessment in Aceh Jaya District,
Indonesia, following the December 26 tsunami. Emergency Medicine Australasia, 17: 341-350.

Briggs, Charles and Clarla Mantini-Briggs. 2003. Stories in the Time of Cholera: Racial Profiling during a
Medical Nightmare. University of California Press: Berkeley, CA.

Briggs, Charles. 2011. Biocommunicability. In: A Companion to Medical Anthropology, Merrill Singer and
Pamela Erickson, eds. Pp. 459-476. Wiley-Blackwell: Malden, MA.

Broz, Dita, Elise C. Levin, Amy P. Mucha, Darlene Pelzel, William Wong, Victoria W. Persky, and Ronald C.
Hershow. 2009. Lessons Learned From Chicago’s Emergency Response to Mass Evacuations Caused by
Hurricane Katrina. American Journal of Public Health, 99(8): 1496-1504.

Button, G. 1995. What You Don’t Know Can’t Hurt You: The Right to Know and the Shetland Islands Oil
Spill. Human Ecology, 23: 241-257.

Calhoun, Craig and Cora Marrett. 2008. Foreward. In Interdisciplinary Research: Case Studies from
Health and Social Science. Frank Kessel, Patricia L. Rosenfield, Norman B. Anderson (Eds.). Pp. xxi-xxiv.

Oxford: Oxford University Press.

Carrion Martin, A.l., T. Derrough, P. Honomou, N. Kolie, B. Diallo, M. Koné, G. Rodier, C. Kpoghomou,

28


https://www.futurelearn.com/courses/health-crises/1/steps/133375
https://www.futurelearn.com/courses/health-crises/1/steps/133375

754
755
756

757
758
759
760
761
762
763
764
765
766
767

768
769
770
771
772
773
774
775
776
e

778
779
780
781
782
783
784
785
786
787
788
789
790
791

792
793
794
795

796

and J.M. Jansa. 2016. Social and cultural factors behind community resistance during an Ebola outbreak
in a village of the Guinean Forest region, February 2015: a field experience. International Health, 8: 227-
229.

CDC, Centers for Disease Control. 2014. Review of Human-to-Human Transmission of Ebola Virus.
https://www.cdc.gov/vhf/ebola/transmission/human-transmission.html

Chambers, Robert. 2008. Revolutions in development inquiry. London: Earthscan.

Chang, Steven, and Jess Tyndall. 2014. Health Libraries Inc. presentation: 'Health librarians and grey
literature - what do we need to know?' Health Inform, Vol. 23, No. 2, 2014: 45-46.

Cheung, Edith, Roya Mutahar, Fitsum Assefa, Mija-Tesse Ververs, Shah Mahmood Nasiri, Annalies
Borrel, and Peter Salama. 2003. An epidemic of scurvy in Afghanistan: Assessment and response. Food
and Nutrition Bulletin, 24(3): 247-255.

Chowell, Gerardo, and Hiroshi Nishiura. 2015. Characterizing the Transmission Dynamics and Control of
Ebola Virus Disease. PLOS Biology.
http://journals.plos.org/plosbiology/article?id=10.1371/journal.pbio.1002057

Clements, Bruce, and Julie Casani. 2016. Disasters and Public Health: Planning and Response.
Butterworth-Heinemann: Oxford, UK.

Dynes, Michelle M., Laura Miller, Tamba Sam, Mohamed Alex Vandi, Barbara Tomczyk. 2015.
Perceptions of the Risk for Ebola and Health Facility Use Among Health Workers and Pregnant and
Lactating Women — Kenema District, Sierra Leone, September 2014. MMWR, 63(51): 1226-1227.

Fairhead, James. 2014. The Significance of Death, Funerals and the After-Life in Ebola-Hit Sierra Leone,
Guinea and Liberia: Anthropological Insights into Infection and Social Resistance (Draft). Ebola Response
Anthropology Platform.

Faye, Ousmane, Pierre-Yves Boélle, Emmanuel Heleze, Oumar Faye, et al. 2015. Chains of Transmission
and Control of Ebola Virus Disease in Conakry, Guinea, in 2014: An Observational Study. Lancet
Infections Disease, 15(3): 320-326.

Ferme, M. 2014. Hospital Diaries: Experiences with Public Health in Sierra Leone. Cultural Anthropology.
http://www.culanth.org/fieldsights/591-hospital-diaries-experiences-with-public-health-in-sierra-leone

Flores, Walter, Jaime Chang, and Edgar Barillas. 2011. Rapid assessment of the performance of malaria
control strategies implemented by countries in the Amazon subregion using adequacy criteria: case
study. Malaria Journal, 10:379.

Forrester, Joseph D., Satish K. Pillai, Karlyn D. Beer, Adam Bjork, John Neatherlin, Moses Massaquoi,
Tolbert G. Nyenswah, Joel M. Montgomery, and Kevin De Cock. 2014a. Assessment of Ebola Virus
Disease, Health Care Infrastructure, and Preparedness — Four Counties, Southeastern Liberia, August
2014. MMWR, 63(40): 891-893.

Forrester, Joseph D., Jennifer C. Hunter, Satish K. Pillai, M. Allison Arwady, Patrick Ayscue, Almea

29


https://www.cdc.gov/vhf/ebola/transmission/human-transmission.html
http://journals.plos.org/plosbiology/article?id=10.1371/journal.pbio.1002057
http://www.culanth.org/fieldsights/591-hospital-diaries-experiences-with-public-health-in-sierra-leone

797
798
799

800
801
802

803
804
805

806
807
808
809

810
811
812
813
814
815
816
817
818
819
820
821
822
823
824
825
826
827
8281.
829
830
831
832
833
834
835
836
837
838

Matanock, Ben Monroe, llana J. Schafer, Tolbert G. Nyenswah, and Kevin M. De Cock. 2014 b. Cluster of
Ebola Cases Among Liberian and U.S. Health Care Workers in an Ebola Treatment Unit and Adjacent
Hospital — Liberia, 2014. MMWR, 63(41): 925-929.

Gale, Nicola, Gemma Heath, Elaine Cameron, Sabina Rashid and Sabi Redwood. 2013. Using the
Framework Method for the Analysis of Qualitative Data in Multi-Disciplinary Health Research. BMC
Medical Research Methodology, 13, 117.

Guerena-Burguefio, Fernando, Krisada Jongsakul, Bryan L. Smith, Mali Ittiverakul, and Orapa
Chiravaratanond. 2006. Rapid Assessment of Health Needs and Medical Response after the Tsunami in
Thailand, 2004-2005. Military Medicine, 171, 10:8.

Hagan, José E., Wilmot Smith, Satish K. Pillai, Kristin Yeoman, Sundeep Gupta, John Neatherlin, Laurence
Slutsker, Kim A. Lindblade, Kevin M. DeCock, Francis Kateh, and Tolbert Nyenswah. 2015.
Implementation of Ebola Case-Finding Using a Village Chieftaincy Taskforce in a Remote Outbreak —
Liberia, 2014. MMWR, 64(07): 183-185.

Harris Paul, Robert Taylor, Robert Thielke, Jonathon Payne, Nathaniel Gonzalez, Jose Conde. 2009.
Research electronic data capture (REDCap)—a metadata-driven methodology and workflow process for
providing translational research informatics support. J Biomedical Informatics 42(2):377-381.

Henry, Doug. 2005. Anthropological Contributions to the Study of Disasters. In Disciplines, Disasters and
Emergency Management: The Convergence and Divergence of Concepts, Issues

and Trends From the Research Literature. D. McEntire and W. Blanchard, eds. Emittsburg, Maryland:
Federal Emergency Management Agency.

Henry, Doug, and Susan Shepler. 2015. AAA 2014: Ebola in Focus. Anthropology Today, 31(1): 21.

Hewlett, B. S., A. Epelboin, B.L. Hewlett, and P. Formenty. 2005. Medical Anthropology and Ebola in
Congo: Cultural Models and Humanistic Care. Bulletin De La Société De Pathologie Exotique, 98(3), 230-
236.

Hewlett, Barry and Bonnie Hewlett. 2008. Ebola, Culture, and Politics: The Anthropology of an Emerging
Disease. Thomson Wadsworth: Belmont, CA.

Higgins, Julian PT, Douglas G. Altman, Peter C. Ggtzsche, Peter Jini, David Moher, Andrew D. Oxman,
Jelena Savovi¢, Kenneth F. Schulz, Laura Weeks, and Jonathan A. C. Sterne. 2011. The Cochrane
Collaboration’s tool for assessing risk of bias in randomized trials. BMJ, 343: d5928.

Hoffman, Susanna M. 2005. Katrina and Rita: A Disaster Anthropologists Thoughts. Anthropology
News, 46(8): 19-19.

Hoffman, Susanna M. 2015. Culture: The Crucial Factor in Hazard, Risk, and Disaster Recovery: The

Anthropological Perspective. In Hazards, Risks, and Disasters in Society. Andrew Collins, Jones Samantha,
Bernard Manyena, Sarah Walsh and J. F. Shroder Jr., eds. Pp. 289-305. Elseiver.

30



839
840
841
842
843
844
845

846
847
848
849
850

851
852
853
854
855
856
857
858
859
860
861
862

863
864
865
866
867
868
869
870
871
872
873
874
875
876
877
878
879

880
881

Johnson, Ginger, and Cecilia Vindrola-Padros. 2014. Review of Literature on the Impact of Ebola Virus
Disease (EVD) Outbreaks on Women's Reproductive Health and Rights: A Gendered Perspective. UNFPA
Working Paper.

Kilmarx, Peter H., Kevin R. Clarke, Patricia M. Dietz, Mary J. Hamel, Farah Husain, Jevon D. McFadden,
Benjamin J. Park, David E. Sugerman, Joseph S. Bresee, Jonathan Mermin, James McAuley, and Amara
Jambai. 2014. Ebola Virus Disease in Health Care Workers — Sierra Leone, 2014. 63(49);1168-1171.

Koons, Adam. 2010. Role of “Anthropological” Emergency Relief. Anthropology News, 51(7): 29-29.

Krumkamp, Ralf, Sandra Mounier-Jack, Amena Ahmad, Ralf Reintjes, and Richard Coker. 2010.
Evaluating health systems’ preparedness for emerging infectious diseases: A novel conceptual and
analytic framework. Health Policy 98 (2010) 91-97.

Kulatunga, Udayangani. 2010. Impact of Culture Towards Disaster Risk Reduction. International Journal
of Strategic Property Management, 14(4): 304-313.

Landis, JR, and GG Koch. 1977. The Measurement of Observer Agreement for Categorical Data.
Biometrics. 33(1): 159.

Leach, M. 2015. The Ebola crisis and post-2015 development. Journal of International Development,
27(6), 816-834.

Lee-Kwan, Seung Hee, Nickolas DelLuca, Monica Adams, Matthew Dalling, Elizabeth Dreviow, Gladys
Gassama, and Tina Davies. 2014. Support Services for Survivors of Ebola Virus Disease — Sierra Leone,
2014. MMWR, 63 (early release): 1-2.

Lowicki-Zucca, M., P.B. Spiegel, S. Kelly, K-L Dehne, et al. 2008. Estimates of HIV Burden in Emergencies.
Sextually Transmitted Infections, 84(Suppl 1): i42-i48.

Lurie, Nicole, Teri Manolio, Amy P. Patterson, Francis Collins, and Thomas Frieden. 2013. Research as a
Part of Public Health Emergency Response. The New England Journal of Medicine, 368(13): 1251-1255.

Mahapatra, Prasanta. 2014. The Need for Evidence-Based Public Health Response in Disasters. Journal of
Evidence-Based Medicine, 7: 238-244.

Martineau, Frederick. 2015. “An Anthropological View of the Ebola Outbreak.” Conference proceedings
during Princeton University’s Global Health Colloquium series, Princeton, New Jersey November 11
2015.

Matanock, Almea, M. Allison Arwady, Patrick Ayscue, Joseph D. Forrester, Bethany Gaddis, Jennifer C.
Hunter, Benjamin Monroe, Satish K. Pillai, Christie Reed, Ilana J. Schafer, Moses Massaquoi, Bernice
Dahn, and Kevin M. De Cock. 2014. Ebola Virus Disease Cases Among Health Care Workers Not Working
in Ebola Treatment Units — Liberia, June—August, 2014. MMWR, 63(46): 1077-1081.

McKay M, and De Carbonnel A. 2016. Subcontracting Ethics: Mediating the Commodification of Local
Knowledge in Crisis and Conflict.

31



882
883
884
885
886
887
888
889
890
891
892
893
894
895
896
897
898
899
900
901

902
903
904

905
906
907
908
909
910
911
912
913
914

915
916
917
918
919
920
921
922
923
924
925
926

http://www.academia.edu/23149249/Subcontracting_Ethics_Mediating_the_Commodification_of Loca
|_Knowledge_in_Crisis_and_Conflict

McNall, Miles, and Pennie Foster-Fishman. 2007. Methods of rapid evaluation, assessment and
appraisal. American Journal of Evaluation 28(2): 151-168.

Menzel, Anne and Anita Schroven. 2016. The Morning After: Anthropology and the Ebola Hangover. MPI
Research Group.https://upperguineacoast.wordpress.com/2016/02/17/the-morning-after-
anthropology-and-the-ebola-hangover-by-anne-menzel-and-anita-schroven-2016/

Moher D., Liberati A, Tetzlaff J, Altman DG. 2009. Preferred reporting items for systematic reviews and
meta-analyses: the PRISMA statement. BMJ, 339:332—-336.

Morin, Stephen F., Simon Morfit, Andre Maiorana, Apinun Aramrattana, et al. 2008. Building Community
Partnerships: Case Studies of Community Advisory Boards at Research Sites in Peru, Zimbabwe, and
Thailand. Clinical Trials, 5: 147-156.

Nielsen, Carrie F., Sarah Kidd, Ansumana R.M. Sillah, Edward Davis, Jonathan Mermin, and Peter H.
Kilmarx. 2014. Improving Burial Practices and Cemetery Management During an Ebola Virus Disease
Epidemic — Sierra Leone, 2014. MMWR, 64(01): 20-27.

Norris, Fran H., Susan P. Stevens, Betty Pfefferbaum, Karen F. Wyche, and Rose L. Pfefferbaum. 2007.
Community resilience as a metaphor, theory, set of capacities, and strategy for disaster readiness.
American Journal of Community Psychology, 41 (1-2): 127-150.

Oliver-Smith, Anthony. 1979. Post Disaster Consensus and Conflict in a Traditional Society: The
Avalanche of Yungay, Peru. Mass Emergencies, 4: 39-52.

Oliver-Smith, Anthony. 1996. Anthropological Research on Hazards and Disasters. Annual Review of
Anthropology, 25(1): 303-328.

Pathmanathan, Ishani, Katherine A. O’Connor, Monica L. Adams, Carol Y. Rao, Peter H. Kilmarx,
Benjamin J. Park, Jonathan Mermin, Brima Kargbo, Alie H. Wurie, and Kevin R. Clarke. 2014. Rapid
Assessment of Ebola Infection Prevention and Control Needs — Six Districts, Sierra Leone, October 2014.
MMWR, 63(49): 1172-1174.

Pink, Sarah and Jennie Morgan. 2013. Short-term ethnography: Intense routes to knowing. Symbolic
Interaction 36(3): 351-361.

Pluye, P., G. Bartlett, A. C. Macaulay, J. Salsberg, J. Jagosh, R. Seller. 2012. Testing the reliability and
efficiency of the pilot Mixed Methods Appraisal Tool (MMAT) for systematic mixed studies review. Int J
Nurs Stud. 49(1): 47-53.

Pluye, P., and Q.N. Hong. 2014. Combining the Power of Stories and the Power of Numbers: Mixed
Methods Research and Mixed Studies Reviews. Annu Rev Public Health. 18;35(1): 29-45.

Richards, Paul, Joseph Amara, Mariane C. Ferme, Prince Kamara, et al. 2014. Social Pathways for Ebola
Virus Disease in Rural Sierra Leone, and Some Implications for Containment. PLOS Medical Journals'

32


https://upperguineacoast.wordpress.com/2016/02/17/the-morning-after-anthropology-and-the-ebola-hangover-by-anne-menzel-and-anita-schroven-2016/
https://upperguineacoast.wordpress.com/2016/02/17/the-morning-after-anthropology-and-the-ebola-hangover-by-anne-menzel-and-anita-schroven-2016/

927
928
929
930
931
932
933
934
935
936
937
938
939
940
941
942
943
944
945
946
947
948
949
950
951
952
953
954
955
956
957
958
959
960
961
962
963
964
965
966
967
968
969
970
971
972

Community Blog. http://blogs.plos.org/speakingofmedicine/2014/10/31/social-pathways-ebola-virus-
disease-rural-sierra-leone-implications-containment/

Richards, P., and A. Mokuwa. 2014. Village Funerals and the Spread of Ebola Virus Disease. Cultural
Anthropology (Ebola in Perspective online series). http://www.culanth.org/fieldsights/590-village-
funerals-and-the-spread-of-ebola-virus-disease

Robinson, K. A., I. J. Saldanha, and N. A. McKoy. 2011. Development of a framework to identify research
gaps from systematic reviews. J Clin Epidemiol 64(12): 1325-1330.

Saez, Almudena Mari, Sabrina Weiss, Kathrin Nowak, Vincent Lapeyre et al. 2014. Investigating the
Zoonotic Origin of the West African Ebola Epidemic. EMBO Molecular Medicine Online.
http://embomolmed.embopress.org/content/early/2014/12/29/emmm.201404792#abstract-1

Scheper-Hughes, Nancy. 2005. Katrina: The Disaster and its Doubles. Anthropology Today, 21(6): 2-4.

Schoch-Spana, M. 2000. Implications of Pandemic Influenza for Bioterrorism Response. Clinical
Infectious Diseases 11: 1409-1413.

Smith, Valerie, Declan Devane, Cecily Begley, and Mike Clarke. 2011. Methodology in Conducting a
Systematic Review of Systematic Reviews of Healthcare Interventions. BMC Medical Research
Methodology, 11, 15-21.

Snape, Dawn and Liz Spencer. 2003. The Foundations of qualitative research. In J. Ritchie and J. Lewis
(eds.), Qualitative Research Practice, pp. 1-23. London: SAGE.

Spencer, L., Ritchie, J., O’Connor, W., Morrell, G., Ormston, R. 2013. Analysis in practice. In Qualitative
Research Practice, Ritchie, J., Lewis, J., MacNaughton Nicholls, C., Ormston, R. (eds.), pp. 295-
344, London: SAGE.

Summers, Aimee, Tolbert G. Nyenswah, Joel M. Montgomery, John Neatherlin, and Jordan W. Tappero.
2014. Challenges in Responding to the Ebola Epidemic — Four Rural Counties, Liberia, August—
November 2014. MMWR, 63(50): 1202-1204.

Trotter, R. and Singer, M. 2005. Rapid assessment strategies for public health: Promise and problems. In
E. Trickett and W. Pequegnat (eds.), Community Intervention and AIDS, pp. 130-152. New York: Oxford

University Press.

Whiteford, Linda and Cecilia Vindrola-Padros. 2015. Community Participatory Involvement: A
Sustainable Model in Global Public Health. New York, NY: Routledge.

WHO, World Health Organization. 2002. Environmental health in emergencies and disasters: A practical
guide. http://www.who.int/water_sanitation_health/emergencies/emergencies2002/en/

WHO, World Health Organization 2016. Ebola Situation Report — 6 January 2016.
http://apps.who.int/ebola/current-situation/ebola-situation-report-6-january-2016

33


http://blogs.plos.org/speakingofmedicine/2014/10/31/social-pathways-ebola-virus-disease-rural-sierra-leone-implications-containment/
http://blogs.plos.org/speakingofmedicine/2014/10/31/social-pathways-ebola-virus-disease-rural-sierra-leone-implications-containment/
http://www.culanth.org/fieldsights/590-village-funerals-and-the-spread-of-ebola-virus-disease
http://www.culanth.org/fieldsights/590-village-funerals-and-the-spread-of-ebola-virus-disease
http://embomolmed.embopress.org/content/early/2014/12/29/emmm.201404792#abstract-1
http://apps.who.int/ebola/current-situation/ebola-situation-report-6-january-2016

973
974
975
976
977
978
979
980
981
982
983

984

Wilkinson, A., and Leach, M. 2015. Briefing: Ebola—myths, realities, and structural violence. African
Affairs, 114(454): 136-148.

Williams, Holly Ann. 2001. Caring for those in Crisis: Integrating Anthropology and Public Health in
Complex Humanitarian Emergencies. NAPA Bulletin, 21(1): 1-16.

Wolcott, Harry. 2005. The art of fieldwork. Walnut Creek, CA: AltaMira Press.

Yamanis T, Nolan E, and Shepler S. 2016. Fears and Misperceptions of the Ebola Response System during
the 2014-2015 Outbreak in Sierra Leone. PLoS Negl Trop Dis 10(10): e0005077.

All web links last accessed 25 July 2017.

34



985
986

987
988

989
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through database search
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195 articles screened for
further evaluation

—
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assessed in more detail
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20 articles met inclusion
criteria

Figure 1 — Study selection procedure.

1249 articles excluded based on titles and type
of article

. Conference presentation

e  Was not based on human populations

e  Atrticle focused on terrorist attack

. Focused on chemical hazards

e  Atrticle was based on molecular analysis

144 articles excluded based on abstracts

e  Article focused on vaccine rapid response

e  Atrticle focused on work in emergency
departments

e  Atrticle focused on rapid response teams
and cardiac arrest

31 articles excluded based on full-text

assessment

e Rapid methods were not used for research
purposes (i.e. only diagnostic purposes)

k—

2 additional articles identified by searching
through the bibliography of the included articles

22 articles included in the
review
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Table 1 - PICOS framework used to develop search strategy.

PICOS Element Definition

Population Complex health emergency

Intervention Rapid assessment, evaluation, or study using qualitative methods or combining
qualitative methods with other methods (mixed-methods)

Comparison No intervention (i.e. non bio-medical or clinical-based study)

Outcomes The purpose of the rapid assessment/evaluation/study is to collect information
that is used to inform the response to the complex health emergency

Setting Rapid study, assessment or evaluation that took place in a non-clinical setting

(e.g. community-based setting)
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Table 2 — Main characteristics of articles included in the review.

First author | Year Location and Type of Study aims Timeframe | Research Research Sample size and | Use of research
name type of complex for data design methods population findings
setting health collection
emergency Type of
research team
Cheung, E. 2003 | Afghanistan Outbreak Identification | A few days Mixed Focus groups; 120 community | ldentification of
et al. of scurvy (exact methods Case note members in 15 high-risk areas
Scurvy outbreaks and | number not reviews focus groups for targeting
Setting: Rural monitoring of | specified) (groups with interventions
community an International men and
intervention and national women,
“monitoring” inclusion of
teams village leaders)
Brennan 2005 Indonesia Natural Determine 4 days Mixed Observations; Survey among Informed the
and Rimba disaster the public methods Focus groups; 32 households International
health impact Surveys; Rescue
Tsunami of a tsunami Secondary data | Focus group Committee’s
Setting: Rural analysis with women response
community from the
International community
and national sample size not
research teams | specified
Guerena- 2006 | Thailand Natural Rapid health 7 days Mixed Interviews; Administrative Informed US
Burguefio, disaster needs methods Observations; and clinical staff | humanitarian
F.etal. assessment to Secondary data | from 12 assistance
Tsunami plan and analysis hospitals strategies
Setting: execute
Healthcare humanitarian International
facilities assistance and national

research teams
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Broz, D. et 2009 USA Natural Effectiveness | 11 days Qualitative | Interviews; 33 staff Informed the
al. disaster of response Observations members response
Setting: Relief strategy to (clinicians and directed by
center Hurricane provide National non-clinical the Chicago
health care to research team | support staff) Department
Hurricane of Public
Katrina Health
evacuees
Krumkamp, | 2010 N/A Outbreak Systematic Not Qualitative | Interviews; Not specified Developed a new
R., etal. assessment of | specified Documentary framework for
Influenza the national analysis pandemic
health system planning
capacity to
respond to
pandemic
influenza
Bile, K. M. 2010 Pakistan Natural Effective A few days Mixed Survey; Government, Informed the
et al. disaster coordination, | (exact methods Informal humanitarian response to
joint planning, | number not interviews agencies, and enhance primary
Earthquake | distribution of | specified) (described as other partners care and hospital
Setting: , cyclone roles and ‘consultations’) capacities
Government | and floods | responsibilitie Sample sizes
offices and s, and International not specified
healthcare resource and national
facilities mobilization research teams
between
partners
Brahmbhatt | 2010 USA Natural Evaluate the 8 days Mixed Interviews; 43 shelter staff | Informed the
,D.etal. disaster composition, methods Surveys members response by
pre- (including providing a
Hurricane | deployment volunteers, disease burden
Setting: training and National nurses, medical | assessment and
Shelter recognition of research team | technicians, and | establishing
scenarios with assistants) surveillance
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outbreak mechanisms
potential by
shelter health
staff
Atuyambe, | 2011 | Uganda Natural Assessment of | 5 days Mixed Interviews; 28-44 camp Informed
L. et al. disaster water, methods Observations; residents in interventions
Settings: sanitation and Focus groups; focus groups; directed by the
Community, Land slide | hygiene to Surveys Ministry of
healthcare inform 27 health care Health and the
facilities interventions Led by national | providers, Ministry of
research team, | humanitarian Relief, Disaster
but local agency workers, | Preparedness
research district health and Refugees
assistants officials, and
(familiar with local leaders in
local culture interviews;
and language)
were recruited | 397 camp
and trained residents in
survey
Flores, W. 2011 Amazon Outbreak Rapid Not Mixed Interviews; 120 Informed
etal. sub-region assessment of | specified methods Surveys government regional malaria
Malaria the authorities and | control
Setting: performance National and PAHO advisors strategies
Government of four international
offices and malaria research teams
departments control
strategies
Forrester,J. | 2014a | Liberia Outbreak Assessment of | 9 days Qualitative | Interviews; HCWs (health Informed the
etal * Ebola case Observations officials, Ebola response
Setting: Ebola burden, hospital strategy
Healthcare health care National and administrators, | organized by the
facilities infrastructure, international clinicians, and Liberian Ministry
and research teams | health of Health and
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emergency educators) Social Welfare
preparedness
Sample size not
specified
Forrester, J., | 2014b | Liberia Outbreak Rapid 5 days Qualitative | Interviews; Infected HCWs, | Informed the
etal. * evaluation to Observations staff members Ebola response
Setting: Ebola identify cases and volunteers | strategy
Healthcare of Ebola International at ETU organized by the
facilities transmission research team Liberian Ministry
among HCWs (CDC) Sample size not | of Health and
and possible specified Social Welfare
sources of
exposure
Matanock, 2014 Liberia Outbreak Assessment of | Not Mixed Interviews; County health Informed the
A etal * Ebola virus specified methods Secondary data | officials and Ebola response
Setting: Ebola disease cases analysis; contact tracers | strategy
Healthcare among health Observations organized by the
facilities care workers Sample size not | Liberian Ministry
not National and specified of Health and
working in international Social Welfare
Ebola research teams
treatment
units
Pathmanath | 2014 | Sierra Leone Outbreak Identify 5 days Qualitative | Interviews; Administrative Allowed the
an, l.etal. * existing Observations and clinical staff | Sierra Leone
Setting: Ebola resources and in 12 health Ministry of
Healthcare high priority International facilities Health and
facilities outbreak research team | (including the Sanitation to
response (cbq) medical officer | prioritize
needs and senior prevention and
clinicians) control
resources
Summers, 2014 Liberia Outbreak Identify 15 days Qualitative | Interviews; Healthcare Informed the
A,etal * county- Observations workers Ebola response
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Setting: Ebola specific plans directed by
Healthcare challenges in Sample size not | the Liberian
facilities executing International specified Ministry of
Ebola research team Health and Social
response (cbC) Welfare
plans, and to
provide
recommendat
ions and
training to
enhance
control efforts
Lee-Kwan, 2014 Sierra Leone Outbreak Assessment of | 30 days Qualitative | Interviews; 87 survivors in Informed
S.,etal. * Ebola virus Observations; | focus groups improvements in
Ebola disease Focus groups survivor services
Setting: survivor 12 survivorsin directed by
Community needs National and interviews Emergency
and international Operations
counselling research team | Observations Center staff and
sessions involving during 6 partners
multiple wellness
organizations sessions
Kilmarx, P., | 2014 | Sierra Leone Outbreak Characterize Not Mixed Interviews; HCWs and Guided
etal * risk of Ebola specified methods Observations; health facility prevention
Ebola virus disease Secondary data | administrators efforts and
Setting: infection for analysis controlled
Healthcare HCWs and Sample size not | infection by
facilities guide International specified HCWs
prevention research team
efforts (led by CDC)
Abramowitz | 2015 | Liberia Outbreak Provide 20 days Qualitative | Focus groups; 368 community | Informed
,S., etal. baseline Observations; leaders took program design
Ebola information Documentary partin 15 focus | and evaluation
on analysis groups directed by the
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Setting:
Community

community-
based
epidemic
control
priorities and
identify

local
strategies for
containing the

Local research
teams led and
trained by
external lead
(applied
medical
anthropologist)

WHO and the
Government of
Liberia

epidemic
Dynes, M., 2015 | Sierra Leone Outbreak Assess 30 days Qualitative | Focus groups 34 HCWs and 27 | Informed
etal. * attitudes and pregnant and response
Ebola perceptions National and lactating strategy directed
Setting: regarding the international women by the Sierra
Community risk for Ebola research teams Leone Ministry
and and health of Health and
healthcare facility use to Sanitation
facilities increase use
of maternal
and newborn
health
services
Nielsen, C., | 2015 | Sierra Leone Outbreak Assessment of | 5 days Qualitative | Interviews; 15 community Informed
etal.* burial Observations members and response
Ebola practices, 12 burial team strategy directed
Setting: cemetery supervisors by the Sierra
Community management, National and Leone Ministry
and international of Health and
adherence to research teams Sanitation
practices
recommende
d to reduce
the risk for
Ebola virus
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transmission
Hagan, J., et | 2015 | Liberia Outbreak Assess area 5 days Qualitative | Case finding; Village leaders Led to the
al. * needs and Area mapping; | and community | creation of a
Setting: Ebola guide Interviews representatives | process of active
Community response case finding
efforts Research team | Sample size not
composed of specified
CDC team
members and
county health
team
Carrion 2016 | Guinea Outbreak Identify Not Qualitative | Observations; 5 key Informed the
Martin, A., sociocultural specified Interviews; informants strategies
et al. Ebola determinants Focus groups (interviews) implemented by
Setting: related to local WHO teams
Community community International 10 healthcare
resistance research team | workers and
survivors (focus
groups)

Yamanis, T., | 2016 | Sierra Leone Outbreak Explore 2 months Qualitative | Interviews 30 community Informed local
etal. the barriers members response efforts
Ebola preventing International
Setting: lack of trust research team

Community and use of the
Ebola
response
system
during the
outbreak

PAHO: Pan American Health Organization
HCWs: Health Care Workers

ETU: Ebola Treatment Unit

* Grey literature
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Table 3 — Aims of rapid research.

Identification of causes
of the outbreak and
transmission cases

Assessment of existing
infrastructure and
resources

Evaluation of control
strategies and other
interventions

Analysis of usage
of health
facility/services
and health needs

Identification of causes
of the outbreak
(Cheung et al. 2003)

Identification of cases
of transmission
(Abramovitz et al. 2015;
Forrester et al. 2014b;
Kilmarx et al. 2014;
Matanock et al. 2014;
Nielsen et al. 2015)

Assessment of capacity
to respond to the
outbreak (Krumkamp et
al. 2010)

Assessment of
infrastructure (including
water and sanitation
facilities) and disease

burden (Atuyambe et al.

2011; Bile et al. 2010;
Brahmbhatt et al. 2010;
Brennan and Rimba
2005; Forrester et al.
2014a; Glerefa-
Burguefio et al. 2006;)
Assessment of existing
resources (Hagan et al.
2015; Pathmanathan et
al. 2014)

Assessment of control
strategies (Broz et al.
2009; Flores et al. 2011)

Enhancement of control
efforts (Summers et al.
2014)

Analysis of the
barriers behind
lack of health
facility use (Carrion
Martin et al. 2016;
Dynes et al. 2015;
Yamanis et al.
2016)
Identification of
survivor needs
(Lee-Kwan et al.
2014)

44



