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Abstract

Rapid evaluation of service innovations in health 
and social care: key considerations

Judith Smith ,1* Jo Ellins ,1 Chris Sherlaw-Johnson ,2  
Cecilia Vindrola-Padros ,3 John Appleby ,2  
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This essay explores the emerging field of rapid evaluation in health and social care, drawing out the ways 
in which it is distinctive from or similar to other forms of applied research. It draws closely on the 
experience of two National Institute for Health and Care Research rapid service evaluation teams 
established in 2018, of which all authors of this essay are members. Reflection on the rapid evaluation 
teams’ body of work is used to highlight methodological and operational considerations for researchers, 
practitioners and policy-makers interested in the commissioning, conduct and application of rapid 
evaluations in health and social care.

The essay is organised according to the ‘evaluation pathway’, from project selection and scoping, 
stakeholder involvement, research methods and activity, through skills and team working to feedback 
and dissemination. Its conceptual framing draws on Riley et al.’s rapidity, responsiveness and relevance 
framework, proposing a fourth dimension of rigour.1 Novel insights include: the primacy of scoping 
thoroughly a rapid evaluation; the trade-offs to be made in respect of patient and community 
engagement and rapid working; the opportunities presented by virtual and mixed research methods; the 
particular challenges of supervising and leading multiple studies undertaken simultaneously; and the 
need for flexible and dynamic approaches to disseminating emerging findings in as close to real time. 
The essay concludes by setting out key lessons about how to conduct rapid evaluations.

Funding: This project was funded by the National Institute for Health and Care Research (NIHR) Health 
and Social Care Delivery Research programme (RSET: 16/138/17; BRACE: 16/138/31).
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appointments and accident and emergency attendances at NHS hospitals in England

Quality Special Measures Measures that apply to NHS trusts and foundation trusts that have serious 
failures in quality of care and where there are concerns that existing management cannot make the 
necessary improvements without support. Special measures consist of a set of specific interventions 
designed to improve the quality of care within a reasonable time.

Women’s health hubs A model for delivering integrated and holistic care for women’s reproductive 
and sexual health needs





Copyright © 2023 Smith et al. This work was produced by Smith et al. under the terms of a commissioning contract issued by the Secretary of State for Health and Social Care. This is 
an Open Access publication distributed under the terms of the Creative Commons Attribution CC BY 4.0 licence, which permits unrestricted use, distribution, reproduction 
and adaption in any medium and for any purpose provided that it is properly attributed. See: https://creativecommons.org/licenses/by/4.0/. For attribution the title, original 
author(s), the publication source – NIHR Journals Library, and the DOI of the publication must be cited.

xxi

DOI: 10.3310/BTNU5673 Health and Social Care Delivery Research 2023 Vol. 11 No. 11

Scientific summary

Rapid evaluation is increasingly used in health and social care to provide evidence about the design, 
implementation, experience and early outcomes of service innovations in a complex and typically 

fast-moving context. The methods used in rapid evaluation are often those of applied health and care 
research, adapted to enable or mitigate the rapid approach. This essay reports on the work over five 
years of two National Institute for Health and Care Research (NIHR)-funded rapid service evaluation 
teams [Birmingham RAND and Cambridge Rapid Evaluation (BRACE) team and Rapid Service Evaluation 
Team (RSET) from University College London and the Nuffield Trust)] using the combined experience of 
undertaking 19 studies to assert the importance of responsiveness, relevance and rigour in the practice 
of rapid evaluation (the ‘4 Rs’, drawing on the work of Riley et al.).1

Rapid evaluation is a field of research that is subject to debate in relation to its definition, design and 
implementation. Within the overall conceptualisation of the 4 Rs, ‘rapid evaluation’ can be defined as: 
early evaluation of an intervention, an evaluation with a short timescale, a study that is mobilised 
more quickly or one that provides early and rapid cycles of feedback. In addition to this timescale-
based typology, the experience of the two NIHR-funded teams is that rapid evaluation can helpfully 
be conceptualised within a relational-based approach where it may be the precursor to a longer study, 
the follow-up to a longer study, a nested project within a longer-term evaluation or a stand-alone 
research project. A methodology-based typology may also be applied when planning, designing and 
undertaking rapid evaluation. Hence researchers may: use a methodology designed specifically for 
rapid evaluation, increase rapidity of the evaluation by doing less, use alternative technologies and/or 
data to increase the speed of an existing evaluation method, or adapt methods from a non-rapid 
evaluation. These typologies are not exhaustive but are offered as an illustration of the wider and 
sometimes contested debate about different ways to define, plan and undertake rapid evaluation 
research.

An analysis is made of the methodological challenges specific to rapid evaluation with a particular 
focus on the selection, scoping and co-design of such studies. It is asserted that the process of 
scoping evaluations must be thorough and inclusive, being critical to determining when a rapid 
approach is required and if so, the questions to be examined and methods to adopt. Despite this 
process of scoping in close partnership with stakeholders, trade-offs will be inevitable in rapid 
evaluation studies and may lead to more uncertain or ambiguous findings. Researchers must therefore 
be clear and open about the limitations of their findings and ensure a clear focus on using a flexible 
and proportionate approach.

A larger multi-skilled and experienced team will be required for rapid evaluation and especially 
where multiple projects are being undertaken in parallel. This in turn calls for senior academic and 
robust project management expertise and capacity to support effective team-working, complex and 
sometimes politicised stakeholder engagement, and the assurance of high-quality research delivery. 
The skills required of these teams extend beyond those usually taught in health and care research 
development programmes and encompass rapid uses of qualitative, quantitative and mixed 
methods, and proficiency in interpersonal skills for effective engagement, communication and 
dissemination.

The importance of ensuring rapidity across all stages of the evaluation approach is emphasised, 
including: how to speed up data collection and analysis while preserving rigour; planning dissemination, 
uptake and impact from the earliest stages of scoping; and working in close partnership with patient, 
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public and professional stakeholders to co-design the aims, approach and outputs. Outcomes of rapid 
evaluation may include assertion that intended benefits are likely to accrue, proposals for modifying or 
even halting a service innovation, planning a longer term study, or offering advice to local stakeholders 
about next steps. In all cases, the need for rapidity, responsiveness and relevance identified by Riley 
et al. will underpin the approach along with the additional dimension of rigour devised from the 
experience of the BRACE and RSET teams.1 The essay concludes with methodological and operational 
lessons for the conduction of rapid evaluation.

Funding 

This project was funded by the National Institute for Health and Care Research (NIHR) Health and Social 
Care Delivery Research programme (RSET: 16/138/17; BRACE: 16/138/31).
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Introduction

Background

Rapid evaluation is used in a wide range of fields to ensure research findings are provided to evidence 
users in a timely, responsive and rigorous manner.2 In health and social care, such studies are typically 
commissioned by policy-makers, senior managers, service providers and others keen to understand 
in as close to real time the ways in which service interventions are being designed, implemented and 
experienced. This reflects the complexity and fast pace of health and social care practice and policy 
needs, and the need to provide early yet rigorous evidence-based insights into how a new service is 
working (or not), whether it is ready to be rolled out further and how it might be altered and improved 
for the next phase.

There is often a particular policy window that is open and for which rapid evaluation research is sought 
to inform decision-making or policy review.3 Professor Sir Chris Whitty underlined this point about the 
importance of providing timely, rigorous evidence synthesised from a range of disciplines relevant to 
the particular policy question as follows: ‘An 80% right paper before a policy decision is made it is worth 
ten 95% right papers afterwards, provided the methodological limitations imposed by doing it fast are 
made clear’.4 Many evaluations of health and social care interventions therefore increasingly rely on 
rapid approaches and formative research designs (composed of iterative processes and research designs 
where the findings are shared as the study is ongoing in a more rapid fashion than in non-rapid studies), 
reflecting this quicker pace of modern policy-making and service innovation, all lent further impetus by 
the Coronavirus (COVID-19) pandemic.5

It is important to acknowledge that evaluation and rapid evaluation are part of the wider community 
of health services and applied research, and many of the issues faced are common to the broader field, 
with rapid working bringing certain aspects and challenges particularly to the fore.6 As we set out below, 
the toolkit of methods used within rapid evaluation are frequently those of applied health services 
research, sometimes adapted or enhanced to enable or mitigate the rapid approach. However, we also 
discuss various definitions of rapid evaluation which indicate how it is increasingly considered to be a 
distinct practice.

This essay draws primarily on the experience of two National Institute for Health and Care Research 
(NIHR)-funded rapid evaluation teams over the period 2018–23 – the Birmingham RAND and 
Cambridge Rapid Evaluation (BRACE) team and the Rapid Service Evaluation Team (RSET) from 
University College London and the Nuffield Trust – in undertaking a total of 19 evaluations of a diverse 
range of health and social care interventions. Where appropriate, the essay also draws on wider 
literature and experience of rapid evaluation to help contextualise and extend the analysis. Appendix 1 
sets out details of the projects completed by the two teams and examples from these evaluations are 
used throughout this essay to support and deepen the insights distilled. The essay is organised using the 
‘evaluation pathway’ and includes:

• defining rapid evaluation;
• balancing rigour and rapidity;
• selecting, scoping and co-designing rapid evaluations;
• engaging with stakeholders;
• determining when a rapid approach is not appropriate;
• mixed, quantitative and qualitative methods in rapid evaluation;
• teams and skills for rapid evaluation; and
• lessons for the conduct of rapid evaluation.
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The overall aim of the essay is to synthesise practical learning from the experiences of two NIHR-funded 
rapid evaluation teams with a particular focus on the methodological challenges and operational realities 
of undertaking this form of research in a complex and fast-moving environment. The distinctive nature 
of this rapid evaluation research is also examined, including the importance of thorough scoping in 
partnership with stakeholders, the need for significant senior supervision and management of multiple 
projects and teams, and wide dissemination of project outputs.

The emerging field of rapid evaluation

The interest in rapid research across UK health and social care is mirrored globally by transnational 
organisations such as: the World Health Organization with their development of methods for rapid 
evaluation and evidence synthesis to inform decision-making and the design of rapid advice guidelines 
for public health emergencies;7,8 the Global Evaluation Initiative’s rapid evaluation programme, which 
is coordinated through the World Bank Independent Evaluation Group and the United Nations 
Development Programme Independent Evaluation Office; and the Better Evaluation platform’s toolkits on 
rapid evaluation.7–10 Several health care and planning departments around the world have also set up their 
own rapid evaluation teams, such as the Centre for Evaluation and Research Evidence in the Victorian 
Department of Health in Australia; the Department of Planning, Monitoring and Evaluation in South 
Africa; and the Office of Planning, Research and Evaluation in the U.S. Department of Health and Human 
Services.11–13 The scale of international activity related to the development of rapid evaluation approaches 
highlights their heterogeneous nature and applicability to study of health and social care interventions.

In UK health and social care, this increased interest in rapid evaluation methods and practice was 
evidenced by a funding call in 2017 from the NIHR to establish two rapid service evaluation teams. This 
resulted in the commissioning for five years of the RSET and BRACE teams. A third evaluation team 
based at the University of Manchester was commissioned by the NIHR in 2022, and there are plans for 
others based on specific sectors such as social care and technology-enabled services. Other national and 
local rapid evaluation teams are funded by different means. For example, the Rapid Research Evaluation 
and Appraisal Lab (RREAL) maintains links with academic institutions such as University College London 
while operating as a rapid response team providing services directly under contract to public sector, 
charitable, non-governmental and commercial organisations.14 Furthermore, the NIHR-funded rapid 
evaluation teams work in close collaboration with the rapid evidence synthesis centres that are also 
funded by the Health and Social Care Delivery Research (HSDR) Programme of the NIHR.15,16

What is rapid evaluation?

Despite these developments in this emerging field of research, challenges remain about how to 
define, design and implement rapid evaluations. For example, there are numerous ways to define rapid 
timeframes, just as with what is meant by evaluation.17,18 Indeed, rapid evaluation is a term that is much 
used but is less often well described and understood, and hence is subject to multiple and sometimes 
confusing definitions.

Riley and colleagues argued that for evaluation studies to have an impact on health care organisation 
and delivery, they would need to align to the 3 Rs, namely be rapid, responsive and relevant.1 In this 
chapter, drawing on the experience of five years of the two NIHR-funded rapid service evaluation 
teams, we add to the 3 Rs a fourth R of rigour, and analyse our experience of how such research 
approaches can be used to balance rigour, responsiveness, relevance and (of course) rapidity in providing 
evidence for policy and practice (Figure 1 overleaf).

Within the overall conceptualisation of the 4 Rs there are various typologies that articulate specific 
aspects of rapid evaluation practice and can assist researchers in making decisions about when and how 
to apply rapid evaluation methods. For example, drawing on the experience of the two NIHR-funded 
teams, this timescale-focused typology has proved helpful to frame how ‘rapid evaluation’ is defined:
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• Rapid can be evaluating an intervention at an early stage in the innovation process (essentially 
early evaluation).

• Rapid can mean an evaluation project with a short overall timescale.
• Rapid may mean that the evaluation study is mobilised more quickly.
• Rapid can mean that findings are shared quickly, through a short timescale or cycles of formative 

feedback within a longer evaluation.

The timescales for a particular study may be driven by the needs of policy-makers and/or practitioners, 
for example, to inform specific decisions to be made at national or local levels. This was particularly 
the case during the COVID-19 pandemic. Within this timescale-based approach, there will likely be 
a need for the creation of ‘rapid-learning research systems’ that bring together researchers, funders, 
practitioners and community partners to ask relevant questions and then seek to answer them using 
rigorous, efficient and innovative evaluation designs.1 A particular challenge for such rapid-learning 
research systems is how they can deliver evaluation findings in ways that maximise their utility for 
decision-making and implementation and are sufficiently nuanced to take account of complex and 
perhaps conflicting stakeholder demands. This was a particular feature of the RSET and BRACE joint 
evaluation of remote home monitoring using pulse oximetry during the COVID-19 pandemic, as set out 
in Box 5 and in Sidhu et al.’s analysis of learning networks and rapid evaluation.19

A second typology that has proved important for the two NIHR rapid evaluation teams was developed 
by Vindrola-Padros and focuses on the ways in which rapid evaluation is ordered and used in relation to 
other types of studies.20 This relational-based typology is set out in Figure 2 overleaf, and asserts that 
a rapid evaluation can be: (a) the precursor to a longer study; (b) the follow-up to a longer-term study; 
(c) a nested study within a longer-term evaluation; or (d) a stand-alone research project. Examples of 
rapid evaluations which were the precursor to a longer study include the joint RSET-BRACE evaluation 
of remote home monitoring using pulse oximetry for COVID-19 patients (see Box 5) and the RSET 
evaluation of pre-hospital video triage for suspected stroke patients (see Box 7).

In a scoping review that sought to clarify approaches falling within the category of rapid evaluation in 
primary research, Norman et al. from the University of Manchester reviewed 352 papers and identified 
four main approaches that they suggested as useful preliminary categories for understanding rapid 
evaluation, and this methodology-based typology is as follows:

• Use of a methodology designed specifically for rapid evaluation.
• Increasing rapidity by doing less, or using a less-time intensive methodology.
• Use of alternative technologies and/or data to increase the speed of an existing evaluation method.
• Adaptation of methods from a non-rapid evaluation.21

Uptake and 
impact of

evaluation 
findings

Rigour

Rapidity Responsiveness

Relevance

FIGURE 1 The ‘4 Rs’ of rapid evaluation research. Adapted from Riley et al. 20131
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These typologies are not exhaustive but are offered as an illustration of the wider discussion about 
different ways to define, plan and undertake rapid evaluation research. This diversity of definitions of 
rapid evaluation is mirrored in the range of research designs used in this field. Researchers committed 
to rapid working have been experimenting with different research designs to carry out studies in short 
timeframes or integrate feedback loops so findings can be shared regularly and promptly. Examples of 
such designs include real-time evaluations, rapid feedback evaluations and rapid cycle evaluations, and 
may include the use of methods such as rapid assessment procedures (RAPs), rapid appraisals, rapid 
ethnographic assessments and rapid ethnographies.22–24 More details of these and methods used in rapid 
evaluation are set out on pages 15–23.5

Rapid evaluation can therefore be characterised by its timescale in being rapid as opposed to slower, 
which can mean a study of anything from a few days to many months. Rapid evaluations undertaken 
by RSET have ranged from 2 to 12 months.5,25 The RSET evaluation of the special measures regime 
took 12 months and informed the development of a new regulatory framework, the Recovery Support 
Programme, to replace the special measures regime.26,27 Rapid evaluations undertaken by BRACE have 
ranged from 2 to 31 months. Phase one of the RSET/BRACE evaluation of remote home monitoring 
using pulse oximetry for COVID-19 patients was completed in two months in order to inform the 
national roll out of these services (see Box 5). The BRACE evaluation of the Children and Young 
People’s Mental Health Trailblazer Programme started in October 2019 and finished in May 2022, but 
data collection was paused for most of 2021 due to COVID-19. The evaluation supported the national 
roll out of mental health support teams in schools and colleges.28

Rapid evaluation also tends to be based on larger teams to enable more ground to be covered 
in a shorter amount of time (e.g. for teams of qualitative researchers to undertake fieldwork in 
parallel); necessitates an early and thorough scoping stage to co-design research questions; and 
incorporates regular feedback to evaluation stakeholders.2,29,30 It is, however, important to note that 
there is no overall consensus about these dimensions, in what is an emerging and evolving field of 
research methodology.

Balancing rigour and rapidity

Short timeframes risk being associated with evaluations that might appear to be rushed, less 
rigorous and lacking sufficient engagement with theory.2 However, rapid evaluations may engage 
with theory. For example, our study of remote home monitoring services for patients with COVID-
19 used burden of treatment theory to analyse patient experiences and exposed the caring burden 
placed particularly on some patients and their families/friends in engaging with these services.31 
When undertaking rapid evaluation, there are inevitable trade-offs to be made about the breadth 
and depth of data collected and some services, interventions or contexts may prove more amenable 

Rapid study

Longer-term
study

Longer-term
study

Longer-term
study

Rapid study Rapid study Rapid study

(a) (b) (c) (d)

FIGURE 2 A relational-based typology of rapid evaluation (from Vindrola-Padros 2021, p.5).10
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to rapid evaluations than others.17 A focus on rapid working may therefore potentially impede a 
research team’s ability to:

• grasp fully the nature and influence of contextual factors;
• access a sufficiently wide range of perspectives;
• engage sufficiently with evaluation stakeholders;
• explore the impact of an intervention in a longitudinal manner;
• analyse data fully and/or triangulate different data from different sources;
• delve deeper into emerging issues or unexpected findings;
• sense-check emerging findings;
• have sufficient data (e.g. enough qualitative observations) to answer the research question with a 

sufficient degree of certainty; and
• measure longer-term outcomes.

A particularly significant risk with rapid evaluation is the danger of early assessment, where judgements 
may be made before an innovation has had a chance to succeed and hence may increase uncertainty 
in the research findings. From the combined experience of the BRACE and RSET evaluation teams in 
19 studies (see Appendix 1), this can be mitigated by: careful attention to scoping an evaluation and 
determining the precise research questions and focus of the study; a thorough and ongoing approach 
to co-design and collaborative working with stakeholders; the use of rapid feedback loops that include 
caveats about any uncertainty in the findings; having a skilled and diverse team of researchers with 
sufficient senior oversight and support; and working with a carefully crafted and regularly updated 
dissemination strategy. These issues are explored in detail in subsequent sections of this essay.

Gaps remain in the applied health services research community’s understanding of the value and use of 
rapid evaluations in comparison to longer-term studies. Some authors have identified an intrinsic tension 
between speed and trustworthiness, arguing that rapid approaches need to address issues of validity 
and data quality to gain greater adoption in the evaluation landscape.2 These assumptions can influence 
how evaluation findings are viewed by evidence users and ultimately whether and how they will be 
applied in policy and practice.2 This essay offers practice-based insights from the NIHR-funded BRACE 
and RSET teams into how rapid evaluations can be scoped, undertaken and disseminated in ways that 
are as rigorous, responsive and relevant as possible, thus ensuring that they are ‘quick and clean’ and 
credible to those who commission and need the evidence from such studies.
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Selecting, scoping and co-designing rapid 
evaluations

Identifying and prioritising topics

While much of the literature and learning on rapid evaluation focuses on project scoping, data collection 
and analysis, there is also potential for rapidity in how topics for evaluation are initially identified and 
prioritised. The work programmes of the two NIHR rapid evaluation teams included both responsive 
studies (i.e. where topics were proposed by the funder) and evaluations of service innovations identified 
by the teams themselves.

Both teams undertook rigorous horizon-scanning processes in their initial months to map priority areas 
and issues in health and social care, describe key knowledge gaps and identify service innovations that 
might be promising candidates for rapid evaluation. This involved a combination of activities, including: 
structured literature searches; reviews of policy documents and relevant reports (e.g. on service 
innovations in health and social care, including in key areas such as digital innovation); website scans; 
and consultation with stakeholders in the field of health and social care policy, innovation and research 
(including, e.g. members of local Academic Health Sciences Networks). Topic recommendations were also 
sought from the teams’ respective advisory and patient and public involvement (PPI) bodies and their 
wider policy, practitioner and research networks. Both the BRACE and RSET teams compiled a database 
of potential evaluation topics, which were updated as new topics were identified through ongoing horizon 
scanning, this being carried out more informally after the initial phase. Examples of rapid evaluation studies 
where topics were identified through these horizon-scanning processes are shown in Table 1 overleaf.

In 2019 the teams were also asked by the NIHR to rapidly identify and produce a shortlist of priority 
innovations to evaluate in adult social care and social work, to inform the NIHR’s commissioning priorities 
in this area. Working closely with an adviser from the James Lind Alliance, a process for rapid identification 
and prioritisation of social work and care innovations was developed.32,33 This process – which is set out in 
Box 1 – produced a shortlist of twenty innovations in adult social care and social work in a little over three 
months, two of which were subsequently evaluated by the rapid evaluation teams.34,35

BOX 1 Four-stage process for rapid identification and prioritisation of innovations in social care and social work

The process was undertaken by the BRACE and RSET teams, facilitated by a James Lind Alliance adviser, between August and 
November 2019.

Step 1: Identification of innovations. Emails were sent to 182 individuals or organisations in the social work and 
social care field, including people who use adult social care services, carers, frontline professionals, service providers, 
commissioners, national organisations, think tanks and researchers. The email asked people to nominate innovations in 
adult social work and/or social care that they thought would benefit from being evaluated. A total of 158 innovations 
were put forwards.

Step 2: Development of shortlisting criteria. A set of selection criteria was developed for use in shortlisting innovations. 
The criteria included that innovations: met an agreed definition of a ‘service innovation’; focused on social care/social work 
outcomes (not just health-related outcomes); were assessed as being amenable to rapid evaluation; and were not already the 
subject of current or prior evaluations.

Step 3: Grouping and sifting of innovations. The selection criteria were applied to the nominated innovations to produce a 
longlist. This process was undertaken by two researchers and any disagreements about the application of the criteria were 
resolved by a third researcher. A meeting was held with members of the research team and topic experts to finalise a shortlist 
of 20 innovations, with priority given to innovations that most fully met the selection criteria.

Step 4: Prioritisation of innovations. An in-person workshop was held with 23 participants, including people who use adult 
social care services, carers, practitioners, providers, commissioners, researchers and key national organisations. The design of 
the workshop was based on the James Lind Alliance’s consensus development model (Crowe et al. 2015), and three rounds of 
prioritisation resulted in a ranked list of the 20 shortlisted innovations.36
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For further insights into approaches to setting priorities in health and social care research, see the 
reporting guideline for priority-setting of health research from Tong et al.37

Scoping a rapid evaluation

In all types of evaluation, a preparatory or scoping phase to clarify its purpose and the research 
questions is critical to success.38 This can be more challenging in rapid evaluation, as there may be 
considerable pressure on researchers to start data collection and produce findings as quickly as 
possible.20,39 As explored below, while scoping may need to be undertaken quickly, it must not be 
rushed or compromised. Indeed, where the timescale for a study is short, it is possible that scoping 
the evaluation questions and approach may take longer than data collection and analysis.

Scoping is undertaken to inform decisions about study design and delivery, to ensure that an 
evaluation is warranted, feasible, timely, relevant and promises findings that will be useful to 
intended evidence users. It also serves to familiarise researchers about the innovation and 
its context. Many of the purposes of scoping are analogous to those of a formal evaluability 
assessment, although in the experience of the BRACE and RSET teams the latter is not a common 
feature in rapid evaluation studies, tending more often to be employed where long-term or 
resource-intensive evaluations are proposed.40 Furthermore, consideration may be given to using 
theory of change approaches when scoping and designing a rapid evaluation.41 Scoping is therefore 
best approached as a process of open and intensive inquiry guided by the key questions derived by 
the NIHR rapid evaluation teams (see Box 2 overleaf), rather than through a pre-determined set of 
activities or methods.

TABLE 1 Examples of evaluation topics identified through rapid evaluation team horizon-scanning processes

Study How was topic identified? If evaluation not pursued, why not? 

Innovations 
in outpatient 
services

Broad topic identified by RSET Stakeholder Advisory 
Board. Evaluation of PIFU identified by RSET researchers 
as emerging policy. Detailed evaluation identified in 
conjunction with PIFU team at NHS England.

Hospitals 
managing 
general practice 
services

Topic identified by the BRACE team as an innovative 
emerging model for primary care organisation and man-
agement. The focus within the second phase evaluation on 
outcomes for patients with long-term conditions stemmed 
from a set of thematic priorities identified by the BRACE 
Health and Care Panel at a prioritisation workshop.

Buurtzorg 
community 
nursing

Approached by West Suffolk clinical commissioning group. Ultimately, the decision not to proceed 
with an evaluation was based on the 
very small scale of the new scheme 
and given its uncertain future funding, 
further doubt about timescales for 
amassing enough data to proceed.

Redthread 
Youth Violence 
Intervention 
Programme

Approached by the Redthread programme.

Pre-hospital 
video triage of 
potential stroke 
patients

Approached by local stroke consultants who had led 
the two pilots in North Central London and East Kent 
in early 2020 in response to the COVID-19 pandemic. 
The clinicians concerned had longstanding relationships 
with members of the RSET team, having collaborated on 
previous NIHR-funded work.

An initial approach by East Kent was 
not progressed in 2018/19. This was 
because their original pilot had only 
run for a few weeks and had limited 
data.

PIFU, patient-initiated follow-up.
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BOX 2  Guiding questions for scoping a rapid evaluation

Defining the focus: Is the intervention sufficiently well defined, for example in terms of its aims and how these are expected to 
be achieved? For theory-based approaches, scoping can inform a draft programme theory, to be tested out or developed as the 
study progresses.

Evaluation purpose: What is the main purpose of the study? What questions do stakeholders want the evaluation to answer?

Establishing evidence gaps: What is already known about the intervention or service in question? Are there other evaluations 
planned or under way, and what is their focus?

Evaluability: Is the intervention or service ready to be evaluated? Where an outcome evaluation is proposed, has sufficient 
time passed for desired outcomes to appear?

Stakeholder engagement: Who are the main stakeholders, and how will they contribute to and support the delivery of 
the evaluation?

Evaluation feasibility: Can sites, participants and/or data be accessed in the timeframe available? What data are already being 
collected about the intervention and will they be available to researchers? What other challenges might arise, and could they 
be mitigated?

Evaluation utility and timing: Will the findings be used and, if so, how? When and how should findings be shared to maximise 
their usefulness?

When seeking to answer these scoping questions, researchers are likely to gather information to 
inform more detailed methodological considerations at the design stage, for example about sampling 
approaches and sizes, methods of recruitment of sites and participants, relevant theoretical or 
conceptual frameworks, and (where appropriate) potential comparator control groups. While careful 
planning helps researchers to design evaluations that meet the 4 Rs as described above (rapidity, 
responsiveness, relevance and rigour), scoping questions may need to be re-visited periodically once 
a study is under way and, if necessary, approaches revised. A key purpose of scoping is to enable 
researchers to assess whether a rapid evaluation is appropriate and feasible. Scoping work may 
sometimes result in a decision not to undertake a rapid evaluation, although, as is discussed in more 
detail below, this outcome does not necessarily indicate the end of all research activities.
Scoping of a rapid evaluation typically includes tasks such as rapid evidence assessments, documentary 
analyses, data reviews and identification of standardised measures or validated tools. But scoping is not 
just a research activity, it also initiates a process of relationship-building and engagement, as illustrated 
in Box 3, which describes the scoping work undertaken for an evaluation of women’s health hubs by the 
BRACE Centre.

BOX 3 Example of a project scoping phase: evaluation of women’s health hubs

Women’s health hubs are a model for delivering integrated and holistic care for women’s reproductive and sexual health 
needs.42 Scoping for an evaluation of hubs was undertaken in three and a half months and included:

• An initial meeting with leads from the Department of Health and Social Care (DHSC) – who requested the evaluation – to 
understand the context for the request and evidence needs.

• A rapid review of policy and evidence on women’s health hubs and related hub models.
• Preliminary mapping of hubs to start to determine how many had been set up, where and when.
• Interviews with 10 key stakeholders, including hub leads, national policy-makers, and representatives of key professional 

and women’s health organisations.
• A consultation session with a group of women with lived experience of women’s health issues to explore their views about 

and priorities for the evaluation.
• Establishing stakeholder and women’s advisory groups through which the team would secure advice and guidance 

throughout the study.
• Discussions with university research governance and ethics colleagues to clarify which research approvals would 

be required.
• A stakeholder workshop to share findings from the scoping work and agree the priority questions and areas of focus for 

the evaluation.

The scoping work concluded that it was too soon to assess the impact of women’s health hubs and the team proposed 
an early, implementation-focused evaluation including a package of work to scope the feasibility and design options for a 
longer-term impact evaluation. A key challenge to emerge from the scoping work was the lack of consensus about what a ‘hub’ 
was – preliminary work suggested that there were many different types of hub models, with varying structures, purposes and 
target populations. In response to this, the research team, in discussion with stakeholders, agreed that a key goal of the early 
evaluation would be to map the range of models and approaches and explore the local contextual factors that shaped how 
models had been designed, the services provided and the commissioning arrangements underpinning them. The study protocol 
is available on the NIHR Funding and Awards: Women’s Health Hubs web page.43
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Engaging with stakeholders

Working in close collaboration with evaluation stakeholders increases the likelihood that studies 
produce evidence that is relevant and actionable – this form of partnership approach is now widely 
expected by health service research funders and commissioners. This emphasis on researchers working 
in collaboration with the intended users or beneficiaries of research is also a response to the growing 
recognition that:

simple linear and often uni-directional models of knowledge transfer, and strategies to bridge the gap 
between the supposed different ‘cultures’ of research partners, have had limited impact.44

Encouraging stakeholders to play a role in research processes is intended to foster greater ownership 
of the study and the evidence produced, while maintaining the independence of the research team, its 
analysis and conclusions. In addition to potential benefits in terms of enhancing awareness of and use of 
findings from the research, this ownership can also support rapidity – for example, when stakeholders 
help expedite access to research sites and participants.45 Through regular communication with service, 
policy and patient stakeholders, researchers are also likely to pick up information about actual or 
planned changes to the intervention or service, or in the wider context, which might suggest the need to 
adapt the evaluation activities or tools to ensure the continued relevance of study findings.30 However, 
building and maintaining relationships with stakeholders takes time and energy, so needs to be built 
carefully into timescales for a rapid study.

Both BRACE and RSET established multi-stakeholder consultative groups (BRACE’s Health and Care 
Panel, RSET’s Strategic Advisory Board), whose membership included NHS and social care system 
leaders, managers, clinicians and other practitioners, voluntary sector organisations, health services 
researchers, and patients and the public. These groups enabled swift access for both teams to advice 
and support at critical stages of project design and delivery, and in crafting outputs for dissemination 
of findings. In addition, access to specialist topic and methods knowledge was secured for individual 
projects, for example through the creation of project advisory groups, appointment of specialist advisers, 
or arrangements for engaging with existing networks or communities of practice.

Engagement of this nature involves careful and sustained dialogue and negotiation, rather than being 
a simple information-gathering exercise. The more constrained a study is in terms of available time or 
resources, the more tightly defined its focus and research questions will have to be. Difficult decisions 
will need to be made about what is in scope and which issues or questions are to be excluded. These 
are ultimately value-based decisions and therefore stakeholders have an important role to play. 
Furthermore, there may be tensions between the commissioners of an evaluation wanting ‘an answer’ 
and the study providing more nuanced or uncertain findings. This will prove easier to negotiate where 
effective engagement has been established early in the evaluation process with regular feedback and 
sharing of emerging insights.

Rapid patient and community involvement and engagement

A key challenge for researchers is to balance methodological considerations with the interests and 
priorities of the different groups involved, including patients and the public. Stakeholder preferences for 
a particular study design or for the measurement of certain outcomes may not prove feasible, requiring 
careful management of expectations.17 This raises a question about how sufficient engagement can be 
achieved where timescales are restricted, especially for groups – such as patients and the public – where 
the best practice advice is to approach relationship-building as a long-term process.

Rapidity is undoubtedly a challenge to PPI. Trust and relationship-building underpin effective 
collaborations between researchers and patients and the public, and it is widely held that these take 
time to achieve and should not be rushed.46 There is a risk that if PPI is undertaken quickly, it might 
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exclude groups that face barriers to involvement and/or for whom tailored approaches are required, and 
researchers may lack the time to consider and address imbalances of power experienced by different 
groups to ensure equitable participation.47 This does not mean, however, that involvement is unfeasible 
in rapid evaluations. Established PPI panels or groups offer researchers a means by which to engage and 
consult quickly, where good working relationships and agreed ways of working may already be in place. 
The two NIHR-funded rapid evaluation teams created bespoke PPI groups to rapidly secure advice while 
scoping and delivering studies. For example, these groups advised on the development of evaluation 
questions and identification of areas of focus; reviewed draft protocols, recruitment and research tools; 
commented on interim and emerging findings to ensure that analysis took account of patient and public 
perspectives; and proposed ways of disseminating studies to patient and public audiences.

Where more specialist input was required, engagement with people who had specific lived experiences 
was additionally sought. This was most often through liaison with existing service user or community 
groups, which enabled teams to quickly access a wider range of perspectives (including seldom-heard 
groups) than would have been possible had specialist PPI groups been recruited from scratch and at 
speed. For example, for a BRACE evaluation of mental health support teams in schools and colleges, 
the study team worked closely with the University of Birmingham Institute for Mental Health’s Youth 
Advisory Group, a diverse group of 18- to 25-year-olds with lived experience of mental health issues. 
Members of the Youth Advisory Group designed the recruitment process and research materials 
for focus groups with children and young people (including writing the script for an engaging and 
understandable video to use when recruiting school children to focus groups, in place of the usual 
participant information sheet), were trained and supported to co-facilitate these groups, and were 
involved in the analysis and writing up of findings, as well as advising on other elements of the study. 
But it should be noted that this type of engagement can be challenging to do rapidly, given the need to 
be sensitive to individuals’ needs and circumstances. In the case of the mental health support teams’ 
evaluation, the co-production of focus group research with the Youth Advisory Group took around nine 
months from preparing an application for ethical review through to completion.

Another example of where rapid PPI influenced the approach to an evaluation was with the study 
of telefirst access to general practice by people living with multiple long-term conditions. The lead 
researcher met with five members of the BRACE PPI panel, all of whom live with long-term conditions, 
in two online workshops. This led to a critical review by the evaluation team of the analysis plan for 
the study, in particular to include hearing problems as a specific category in the data analysis. In similar 
vein, this PPI engagement led to a decision not to have mental health problems as a separate analytical 
category as there might be situations where people with mental health problems would find telephone 
triage easier or harder, and this distinction could not be incorporated into the analysis framework.48

The growing use of video-conferencing technology has reduced the need to travel and therefore 
enables PPI groups to be convened at much greater speed. In so far as it helps to overcome some of 
the practical barriers to participation, such technology could potentially lead to more inclusive and 
diverse contributions to evaluation projects. Conversely, it risks further marginalising some groups from 
involvement processes where they lack technology access and/or skills.49 Researchers must also be 
realistic about what can be achieved. Some involvement methods, such as co-production, encourage 
the sharing of power and responsibility and so may be more valued. But it is unlikely that the conditions 
for genuine co-production can be fostered where timescales are short.50 Arguably, meaningful rapid 
consultation is preferable to poorly conceived and rushed co-production.

The willingness of patients and the public to contribute to rapid evaluations should not be 
underestimated, even despite the limitations to involvement described above. Patients and public 
participants are often frustrated at what they perceive to be the slow pace of research. The BRACE and 
RSET centres’ experience is that PPI participants are generally very responsive to requests to contribute 
within short timescales and find this refreshingly different, especially when they understand why there is 
a need to work quickly in a context of co-design and partnership and are able to see the results of their 
input in a relatively short space of time.
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Undertaking rapid evaluation in an inclusive manner

A central concern for both the BRACE and RSET teams was to ensure that our approach to rapid 
evaluation was appropriately inclusive, attending carefully to different dimensions of equality and 
diversity in how we scoped, undertook, analysed and disseminated our projects. Both teams recognised 
that this area of our activity was constantly in need of challenge and learning, and we explored this in 
our respective BRACE and RSET mid-point reviews that were highly formative in nature, and again when 
drawing together learning for this report.

A core aspect of our approach to equality, diversity and inclusion (EDI) was in the composition of 
evaluation teams, where we sought where possible to have a balance amongst colleagues of gender, 
ethnicity, professional or disciplinary background. This challenged us to ensure that there was always 
sufficient senior and experienced leadership, supervision and support within the team for an evaluation, 
including in respect of induction and integration into a project and wider evaluation centre team, 
giving swift and funded access to any training needed and ensuring that effective mentoring and line 
management was in place. Six-monthly whole-day facilitated development meetings of the wider BRACE 
team helped support this inclusive approach, along with regular team meetings for each evaluation 
project. To support this inclusive and developmental approach, the RSET team met on a monthly basis 
to discuss progress with projects and other issues relating to the work, and project meetings were 
held weekly or fortnightly. Additionally, following the mid-point review, project leads met with all 
RSET researchers on a one-to-one basis to review progress, and identify and overcome any barriers 
for individuals.

In recruiting people to our respective stakeholder engagement panels, EDI was a key consideration. For 
example, the BRACE Health and Care Panel sought to engage people of a diverse range of professional 
and patient/carer backgrounds, from across the four nations of the UK, different sectors of health and 
care, and attending to protected characteristics such as gender, ethnicity, age and disability. A similar 
approach was taken in relation to RSET’s Stakeholder Advisory Board and  when establishing our 
respective patient and public involvement groups. For some evaluation studies, bespoke patient and 
public involvement was put in place in order to ensure fully inclusive project scoping, supervision and 
review. For example, for the Mental Health Trailblazers evaluation we worked with the University of 
Birmingham’s Institute of Mental Health Youth Advisory Group to specifically co-design recruitment 
and consent materials so that these were accessible and engaging to a wide range of children and 
young people, with a video ‘information sheet’ used to support literacy issues. For the RSET study on 
peer support social care in prison, we worked with the organisation EP:IC, an independent research, 
evaluation and consultancy collective in social and criminal justice, to recruit a panel of people with lived 
experience of prison and either providing or receiving peer supported social care. Within this project, 
feedback from panel members was used to inform study design, data collection tools (e.g. ensuring 
questions around safeguarding were included) and analysis.

Both teams sought always to select case study sites within evaluation projects that enabled us to 
explore each service innovation in a range of settings serving populations with differing needs. For 
example, for hospitals managing general practice, sites in urban, rural and coastal settings were selected 
and a similar approach was taken for the selection of site for the evaluation of remote home monitoring 
of COVID-19 patients, this sampling being guided by considerations of dimensions such as inequalities, 
rurality, ethnicity and deprivation.

Determining when rapid evaluation may not be appropriate

A fundamental purpose of scoping is to decide whether an intervention or service can and should be 
evaluated rapidly. Ultimately, the answer to this question depends on how ‘rapid’ is understood in the 
context in question. That said, there are some warning signs which indicate that a rapid approach may 
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be less appropriate or that more extensive preparatory work is required before a study can get under 
way (Box 4).

BOX 4 Circumstances in which a rapid evaluation might not be appropriate

Practical issues

• When there is already substantial evidence about the intervention and resources for further evaluation cannot be justified. 
In such a case, a rapid evidence synthesis could be proposed.

• When there is no compelling reason why the study should be undertaken rapidly and limited rapid evaluation team capacity 
would be better invested elsewhere.

• When there is substantial disagreement among stakeholders, for example about the aims of the intervention or about what 
is required from an evaluation, albeit scoping work may include facilitation of consensus among stakeholders.

• When there are clear signs that stakeholders are unlikely or unwilling to engage in the evaluation process or with the 
evaluation findings.

Methodological issues

• When any national or local approvals required cannot be secured within the time or resources available for evaluation.
• When there are clear signs that researchers will not be able to access sites, participants or data required for evaluation 

within the time or resources available.
• When the quantitative requirements of the evaluation are unlikely to be met, even through seeking to predict outcomes 

from existing or rapidly acquired evidence.
• When researchers are being asked to cut corners in a way that might compromise the rigour of the research or 

ethical standards.
• When the evaluation questions require a longitudinal or sequenced design.

Where researchers and their stakeholders decide against a rapid evaluation, this does not necessarily 
signal the completion of all research activities. Scoping work itself often yields important substantive 
insights that can inform ongoing implementation or delivery of the intervention or service, and 
so the focus may switch to disseminating the outputs from scoping. Researchers may work with 
intervention or service leads on activities that could support later evaluation. This could include, for 
example, developing a theory of change to articulate how the intervention or service is intended to 
work and specify desired outcomes; or defining metrics, doing power calculations and setting up 
systems for ongoing routine data collection. In some cases, a rapid evaluation may be undertaken but 
with a tighter scope than was originally proposed, so that the study focuses only on questions and 
data collection and analysis activities that the scoping work indicated would be feasible within the 
timeframe available.

An example of scoping work leading to a decision not to proceed with rapid evaluation was where 
the RSET team decided to abandon an evaluation of a community nursing initiative in West Suffolk 
based on a Dutch model of decentralised management and decision-making – the Buurtzorg model.51 
Ultimately, the decision not to proceed with an evaluation was based on the very small scale of the 
new scheme and, given its uncertain future funding, concerns that there would not be sufficient time 
to amass enough data to proceed. In the event, the scheme did engage with the King’s Fund and a local 
HealthWatch group to undertake some limited evaluation of staff and patient experience.52,53

The quantitative analysis proposed by an evaluation should reflect the data that are available and 
the evaluation should have sufficient flexibility built in to accommodate any uncertainty about data 
availability, as was the case when scoping the RSET evaluation of Redthread Youth Violence Intervention 
Programme.54 What is available may not be the best or most detailed data and good quality aggregate 
data may therefore be considered sufficient. However, the data may fall well short of being able to 
address some or all of the key quantitative questions – for example, collection of local routine data may 
have only just started or data quality may be poor. Under these circumstances it may be sensible not to 
progress any further, or to evaluate the data processes themselves and advise on how to organise these 
to enable future evaluation.
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Methods for rapid evaluation

Overview of methods

The methods used for rapid evaluation are typically those employed in other evaluation research, albeit 
often adapted or combined to suit the rapid approach. While there has been considerable discussion 
in the methodological literature about qualitative methods within rapid evaluation,7,20,23 there has been 
rather less examination of rapid quantitative analysis, yet this is an emerging field and rapid evaluation 
studies are increasingly mixed methods in nature, or on occasion purely quantitative.

Mixed methods in rapid evaluation

As with all health services research, studies will often require a mix of quantitative and qualitative 
methods to answer complex questions in nuanced ways that encompass a range of perspectives, such 
as staff and patient experience, patterns of service utilisation, impact on waiting times or learning about 
the process of implementation.6 Stakeholders will typically want to know the answer to questions such 
as: how will it work, what will the implementation issues be, and what advice can be given about how 
best to proceed? This has been the case with many of the projects undertaken by the NIHR-funded 
rapid evaluation teams, including COVID-19 Oximetry @home which is described in more detail in  
Box 5 overleaf. Other BRACE or RSET studies using mixed methods have included:

• Mental Health Trailblazer schemes in schools [BRACE, with the Policy Innovation and Evaluation 
Research Unit (PIRU)].28

• Special measures regime (RSET).55

• Reduction in Youth Violence Intervention Programme (RSET).56

• Acute hospitals managing general practice services, phases 1 and 2 (BRACE).57 

The specific mix of methods will depend on issues such as the nature of the service innovation, its 
stage of implementation, the evaluation questions, availability of data for tracking, ease of access to 
key stakeholders for interviews, time available for local and national research governance processes 
necessary for fieldwork involving patients, and the number of researchers available to staff the project.

In non-rapid applied health services research studies, there is typically a sequential approach whereby 
qualitative methods may be used to explore issues raised by quantitative analyses, such as the reasons 
for a change in patterns of service utilisation or an apparently slow take-up of a new initiative. Likewise, 
initial qualitative work may raise questions that require examination using quantitative data, such as 
establishing whether a change in service described in research interviews has led to actual shifts in 
use of local services. With rapid working, sequential application of methods will often not be possible, 
and there will be a need for simultaneous study of different aspects of a service innovation. The time 
available to compare and synthesise insights from different data collection activities is likely also to 
be limited yet will be even more important where timescales are compressed. It is in the selection of 
an appropriate blend of research methods, the execution of a multi-method study through close and 
intensive team working with sufficient senior oversight, and then the analysis and synthesis of these 
different sources of quantitative and qualitative data that a rapid research team particularly brings its 
expertise and insights to bear.
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BOX 5 An example of a rapid evaluation study using mixed methods jointly undertaken by the RSET and BRACE teams: 
Remote home monitoring using pulse oximetry for COVID-19 patients

Aim of the study

The study took place in two phases. Phase one was completed in two months and focused on implementation and costs of 
services established during the first wave of the pandemic, and a systematic review. These findings informed the national 
roll out of these services. Phase two, conducted during the second wave and completed in one year, evaluated effectiveness, 
cost, implementation, patient and staff experience and behaviours (delivery and engagement), impacts on inequalities and 
differences in the mode of remote monitoring (technology-enabled vs. analogue services).

Methods used for phase two

We used the following methods to evaluate the COVID-19 remote home monitoring services.

To explore impact and effectiveness (e.g. hospitalisations and mortality) of these services across England, we used routinely 
available data, hospital administrative data and aggregated or other information produced by the services.

To explore costs of setting up and running these services, we used a survey tool to collect aggregated data on patient numbers, 
staffing models and allocation of resources from 26/28 sites.

To explore implementation, staff experiences of delivering services, patient experiences of receiving and engaging with these 
services, impacts on inequalities and differences in the mode of remote monitoring, we conducted:

• Surveys across 28 sites in England. We received responses from 292 staff and 1069 patients and carers.
• Interviews with 58 staff and 62 patients and carers across 17 of these sites.
• Interviews with five national leads.

Reflections on using mixed methods

Using mixed methods was a strength of this evaluation because it enabled the study team to triangulate data from multiple 
sources to build a comprehensive understanding of the development, coverage, implementation, effectiveness and cost of 
services. For example, we were able to explore possible reasons for low patient enrolment, as demonstrated by national 
quantitative data, using the survey and interview findings. This enabled the team to develop balanced conclusions that took the 
different findings into account.

One challenge of using mixed methods in this rapid study was that the quantitative and cost elements relied on data 
completeness. For example, we were only able to carry out effectiveness analyses for organisations that had complete data.

Further information about the study is available from Fulop et al. (in press).58

Quantitative methods in rapid evaluation

Formal quantitative evaluation studies often rely on various conditions to be satisfied, as set out in 
Box 6, and these can take time to be fulfilled and may conflict with the needs of rapid evaluation. It is 
important to note that some of these constraints can also be present within qualitative evaluations, 
underlining the increasingly intertwined nature of qualitative and quantitative methods within health 
services research and evaluation.21

BOX 6 The time constraints of a formal quantitative evaluation

• The time for the service to be implemented.
• The time needed for sufficient individuals to be exposed to the service/innovation.
• The time from exposure to outcome.
• The time for data owners to collect and curate data.
• The time for researchers to request and receive data.
• The time for researchers to analyse data and produce findings in a useful format.

If the primary aim of a rapid evaluation is to start the research quickly, then there are possible ways of 
overcoming some of the barriers set out in Box 6, for example by ensuring that some of the information 
governance processes are completed in advance. If the aim is more focused on rapid results, then there 
are means of shortening or overlapping these steps while maintaining a robust analysis.59 However, 
this can only be achieved up to a certain point or within specific situations. For example, it may not be 
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possible to speed up implementation of the service innovation and if it is going to take some years for 
the full impact to be observed, there is little option for reducing that time.

In the meantime, the new service may evolve, with changes being made as implementers notice what 
seems or does not seem to be working, or in response to wider policy. In such a scenario, the service 
implementation is not stable which has implications for how to interpret quantitative findings and 
understand what can be carried forward to other settings.60 Furthermore, if too long is spent waiting for 
the right time to evaluate a service innovation, there is a risk that it emerges as ineffective and costly when 
this could have been foreseen earlier. Even more significantly, a service may fail when this could have been 
prevented, which makes the need for carefully considered rapid evaluation even more important.60

Within a rapid evaluation study, it may therefore be useful to reassess carefully the purpose 
of quantitative analysis and keep an open mind about methods. Rather than embarking on a 
comprehensive assessment of service- and cost-effectiveness, the aim of quantitative analysis may be 
more about guiding decision-making on how the service is implemented, understanding how effective 
and costly it is likely to be and addressing shorter-term measures of safety and equity.18,61,62 At the same 
time, assessments can be made of data quality within the monitoring of the new service, data collection 
processes and pathways to facilitate a robust evaluation in the future. This all represents valuable 
analysis which affirms the important role of quantitative expertise within rapid evaluation teams.

Routine quantitative data for rapid evaluation

It can take several months to obtain individual patient-level data and such delays can be a major barrier 
to any evaluation, whether rapid or otherwise. If there are plans to use the same data for multiple 
projects (e.g. routine NHS hospital activity data contained in Hospital Episode Statistics), it may be 
preferable to have a data-sharing agreement that covers them all. For example, within the NIHR RSET 
and BRACE teams, the Nuffield Trust and RAND Europe respectively have a data-sharing agreement 
with NHS Digital that permits use of Hospital Episode Statistics for all rapid evaluations undertaken for 
the life of the NIHR grant funding those teams. A similar arrangement is also possible within Trusted 
Research Environments or data safe havens, which are single secure environments in which researchers 
can access sensitive data. It should be noted that for large national routine datasets like Hospital 
Episode Statistics there is a time lag of a few months for data being made available, which can preclude 
evaluation in real time. Uncleaned versions of data may be available more quickly (e.g. Secondary Uses 
Service data are the uncleaned version of Hospital Episode Statistics), but there is an inevitable trade-off 
in quality.

The aims of a rapid evaluation may, however, be sufficiently served by aggregated data rather than data 
at individual patient level. Aggregated data can be accessed more quickly and may even be already in 
the public domain. For example, the RSET evaluation of the Quality Special Measures Regime used 
published data on quality indicators, such as achievement against the 4-hour accident and emergency 
target or cancer waiting times, to assess its impact.63 The BRACE evaluation of the impact of telephone 
triage on access to primary care for people living with multiple long-term health conditions used 
published data from the English GP Patient Survey and from Understanding Society, a nationally 
representative survey of households in the UK.48,64,65

Many organisations collect their own data, either at individual level or aggregated, which can be 
available in near real time, but quality and completeness of such data can be variable. For example, the 
RSET/BRACE evaluation of the COVID Oximetry @home intervention used new routine data that were 
collected by sites about numbers of people enrolled onto the programme which, for many sites, were 
unusable because they were incomplete.66 If there are existing routine data sets, they may be preferable 
to bespoke collections where there is no added disruption to care management processes and hence a 
lower risk of poor quality.67
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Embracing uncertainty from rapid quantitative analysis

There will inevitably be a trade-off between time available for quantitative analysis of a service 
innovation and the certainty of the evidence that results. Rapid evaluation will lead to a greater range 
of uncertainty about likely outcomes, but it is important to embrace this and support decision-makers 
in accounting for such uncertainty.68 It can be useful to explore the relationships between uncertain 
outcomes and the assumptions that are made. For example, an evaluation of different strategies for 
reopening schools after the first wave of the COVID-19 pandemic in the UK explored the relationships 
between different assumptions about the effectiveness of contract tracing and isolation on disease 
transmission.69 In some cases, the range of possible outcomes may be too broad to be useful. On 
the other hand, it is possible that, despite the uncertainty, analysis of quantitative data can show the 
likelihood of a poor outcome to be low and with relatively little impact on cost. Conversely, the chances 
of a poor outcome may be considered too great for a service to continue. The key questions may be not 
so much ‘does it work?’ but ‘could it work?’ and ‘when could it work?’

Quantitative approaches

In some situations, robust observational studies are possible within a rapid evaluation, particularly 
if there are sufficient data, benefits are likely to be seen early and processes for data collection and 
analysis are established in advance. However, this is not always going to be possible and is not always 
needed, and quantitative methods have particular value in providing timely feedback to inform ongoing 
or rapid decision-making. The overriding aim is to make the best use of what is available within the time 
frame while being clear about limitations and the range of uncertainty.

With this in mind, existing quantitative methods that may be adapted for use within rapid evaluation 
studies include: an analysis of short-term outcomes; extrapolating prior or early evidence to predict 
longer-term outcomes; and real-time monitoring of process and outcome measures for continual 
feedback (Table 2). In our experience with RSET and BRACE, the opportunity to use all of these methods 
has not arisen, although they are planned as recommendations for further evaluation work with at least 
two ongoing RSET projects. These methods will now be examined in turn.

TABLE 2 Summary of quantitative methods for rapid evaluation

 
Effective use of short-
term outcomes 

Extrapolating outcomes from 
short-term observations and 
existing evidence Continuous monitoring 

Summary Measuring outcomes that 
can be observed over the 
course of an evaluation.

Using what is known to provide 
best estimates of future outcomes 
under ranges of assumptions and 
scenarios.

Ongoing monitoring of outcomes or 
processes making use of the latest 
observations as soon as they become 
available.

When to use If short-term outcomes 
are relevant or there 
are interim outcomes 
that can lead to 
relevant findings (e.g. by 
extrapolation).
To assess safety.

When important outcomes are 
not likely to be observed over the 
period of an evaluation.
For planning new services and 
evaluating multiple options.

To identify potential problems as soon 
as possible. 
For reassurance that outcomes are on 
track.

Methods Observational study 
methodologies.

Mathematical modelling. Sequential monitoring of time series.
Statistical process control.

Key 
considerations

Sample sizes.
Comparators/
counterfactuals.

Decision support.
Making use of the range of 
uncertainty in predictions.
Model calibration and validation.
Sensitivity analysis.

Setting appropriate thresholds to signal 
potential concerns or evidence of 
improvement.



Copyright © 2023 Smith et al. This work was produced by Smith et al. under the terms of a commissioning contract issued by the Secretary of State for Health and Social Care. This is 
an Open Access publication distributed under the terms of the Creative Commons Attribution CC BY 4.0 licence, which permits unrestricted use, distribution, reproduction 
and adaption in any medium and for any purpose provided that it is properly attributed. See: https://creativecommons.org/licenses/by/4.0/. For attribution the title, original 
author(s), the publication source – NIHR Journals Library, and the DOI of the publication must be cited.

19

DOI: 10.3310/BTNU5673 Health and Social Care Delivery Research 2023 Vol. 11 No. 11

Effective use of short-term outcomes in rapid evaluation

With some services, the major impact would be seen quickly, for example, where the aim is to reduce 
the need for people who are already ill to be admitted to hospital, as in the RSET and BRACE teams’ 
evaluation of pulse oximetry monitoring at home during the COVID-19 pandemic.20,66

Where major effects are not likely to be realised over the course of an evaluation project, or 
counterfactuals are not easy to establish, it may be useful to focus on outcomes that can be assessed 
rapidly; for example, the performance of a service including its safety and how far its take-up is 
equitable. For the RSET evaluation of the Redthread Youth Violence Intervention Programme, the team 
focused on comparing characteristics of young people eligible for the programme who engaged with 
it against those who did not engage. This provided insight into any potential problems with reaching 
certain populations.54 Also, several early studies of remote monitoring of COVID-19 patients using pulse 
oximetry were not able to robustly indicate effectiveness. Non-biased comparator populations were not 
easy to acquire, and some studies relied on retrospective comparisons, but analyses were sufficient to 
establish that the home monitoring service was likely to be safe.70

Other approaches to making effective use of short-term outcomes might focus on interim endpoints. 
For example, to evaluate rapidly the effectiveness of a new diagnostic service for people with 
suspected cancer it is not feasible to wait for people to die to assess mortality – both ethically and 
because of the length of time required. Instead, it would be more practical to assess the stages 
of cancer being detected in the new service and use this to assess how quickly people are being 
diagnosed. This may be enough to influence decision-making about the service’s future, although, if 
required, mathematical models of stage-dependent cancer progression can then be used to predict 
the likely impact on life years gained.71

Extrapolating outcomes from existing evidence

Another quantitative approach that can be adapted for rapid evaluation studies is the use of modelling 
to extrapolate the impact of a service, using available evidence and/or early data from the running of a 
new service to predict possible outcomes. The primary aim of such models is to inform decision-making, 
sometimes even before a new service has been established, and they are particularly well suited to 
evaluating several hypothetical alternatives. Moreover, once a service is up and running, modelling 
can be used to provide early feedback on possible outcomes and identify where changes might prove 
most beneficial.

Quantitative researchers regularly evaluate long-term outcomes such as quality-adjusted life years, for 
which they apply modelling techniques to produce a range of estimates. Another classic example is the 
queueing model, where an understanding of the layout of the system, patient or client arrival rates and 
service times can be used to predict waiting times and cost, and applied to advise on the optimal layout 
of the system or service (e.g. how many receptionists or health care assistants to add at different times 
of the day).72

These approaches have been adopted in evaluations of health care interventions73,74 which are 
informed by assumptions about the dynamics of a process, existing evidence and early quantitative 
observations. Indeed, longer-term extrapolation can be from short-term or interim findings. The cancer 
service example already described above is one example of this. Sensitivity analysis is crucial: central 
estimates for outcomes are less important than the range of uncertainty that comes from evaluating 
different assumptions and scenarios because such uncertainty can be used to assess the risk associated 
with different decisions. Since modelling can produce results quicker than long-term follow-up and 
examine more alternatives than an observational study, it can be a valuable approach to use within 
a rapid evaluation. Modelling per se is not always a rapid process as it can be both complex and 
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time-consuming. Evaluators should carefully consider the most appropriate modelling approach within a 
rapid evaluation.

Continuous monitoring

Continuous monitoring can also be used within rapid evaluations to track the implementation of a new 
health or social care intervention. In such cases, rather than wait for enough data to become available 
to perform a single evaluation, analysis can be ongoing using, for example, sequential monitoring 
techniques.75 These techniques could be applied in (or close to) real time with appropriate alerting rules 
for when evidence suggests a service is not working as hoped or, worse, appears to be unsafe. Such 
approaches are commonly used in drug and vaccine safety surveillance76 and the monitoring of health 
care outcomes.77,78 They are also widely used by health systems for quality improvement.79,80 For the 
provision of evidence, sequential analysis of data has been shown to have greater statistical power than 
analyses undertaken at the end of a data collection process.81

Qualitative methods in rapid evaluation

Qualitative analysis is critical for exploring the context of a new service, barriers to and enablers of its 
implementation, and the views of patients and health care professionals about how well the innovation 
is working, or not and how it might be improved. The range of qualitative methods for data collection 
within rapid evaluation is not substantively different from those commonly used in longer-term 
qualitative studies, for example interviews, observations, focus groups, surveys and documentary 
analysis. In seeking to work more rapidly, it is typically the application of qualitative research methods 
that is different from longer-term studies, for example, by reducing time frames to collect and 
analyse data, or undertaking data collection and (at least some) analysis in parallel. This presents both 
opportunities and risks, as is explored below and summarised in Table 3 overleaf. As with quantitative 
data collection and analysis within rapid evaluation, there are trade-offs to be made between time 
available for fieldwork and analysis, certainty and/or richness of data gathered, and reporting findings 
early and frequently while accepting they may be incomplete or emergent.

Shorter time frames for qualitative data collection

Some authors have reported using adaptations during the process of data collection to work within 
shorter timeframes.29,82 For example, fewer interviews or focus groups may be undertaken, with the 
evaluation team being clear with project stakeholders of the downsides this may entail in terms of 
breadth or depth of insights. One way of mitigating this risk in rapid evaluation is to use a larger team 
of researchers to undertake interviews and/or observations in an intensive short period of time, using a 
common database to store notes and recordings, having dedicated research capacity to thematise and 
analyse these data, and scheduling regular research team workshops to discuss findings and identify 
gaps and insights. This was an approach that was used by BRACE and RSET to positive effect during 
the evaluation of remote home monitoring using pulse oximetry during COVID-19 (see Box 5). The 
advantages and disadvantages of deploying a larger team of researchers are discussed below in the 
section on teamwork and skills.

Other adaptations of qualitative methods for rapid working include, for example, the use of ‘naturally’ 
occurring groups for focus group discussions, where researchers request a slot of time within an extant 
meeting or group, using this time to conduct a focus group discussion within research permissions 
and protocols, rather than organising a specific and separate data collection session. This clearly has 
the advantage of economising on effort for the research team and is likely to increase convenience 
and reduce burden for respondents. Downsides include people being in ‘meeting mode’ rather than 
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focused on research, there being other interpersonal dynamics at play within the group setting, a 
possible reticence to share views in front of colleagues (and more so than in a usual focus group), and 
the research team having less time to explore issues in depth. Another option is to conduct group 
interviews at a case study site rather than arrange one-to-one discussions. This enables more people to 
be interviewed more quickly, although entails some trade-off of data richness and diversity, as people 
will likely have less chance to share and develop their own views with the research team and may feel 
some degree of constraint in the group setting.

Technology can prove very helpful when seeking to shorten the time taken with specific research 
methods, for example in enabling the use of remote video conferencing such as Zoom or Microsoft (MS) 
Teams for conducting research interviews, which offers more flexibility of scheduling and location for the 
discussion, saving on travel times and costs. Recording of the interview can also be more straightforward 
when using these modalities and during the pandemic researchers have gained valuable experience 
in collecting and storing data in this way. There are as ever trade-offs to consider, including the two-
dimensional nature of the interaction, the researcher being less able to take stock of wider contextual 
issues (which are known to be an important aspect of qualitative interviewing) or spot non-verbal cues, 
and the risk of a respondent not being as ‘present’ as they might be for an in-person discussion.83 Similar 
issues will be raised by virtual observation of meetings, something that was much easier to undertake 
during the COVID-19 pandemic. There are, however, important specific considerations to be made 
when planning the observation, recording and analysis of virtual meetings and the conduct of online 
interviews, including ethical approvals, data storage and confidentiality.84

Time frames for collecting qualitative data can also be reduced by using different methods 
simultaneously, for example by using a single site visit to collect documents, undertake interviews 

TABLE 3 Summary of qualitative methods for rapid evaluation

 Shorter timeframes for data collection 
Simultaneous data collection 
and analysis 

Speeding up 
qualitative data 
analysis 

Summary Adaptations to collect data within 
shorter timeframes.

Analyse fieldwork data during 
the process of data collection.

Reduce the amount 
of time required 
for qualitative data 
analysis.

When to 
use

When there is limited time for data 
collection and there are existing groups 
that are relevant for the study.

To share emerging findings as the 
study is ongoing, identify gaps 
during data collection, maintain 
consistency across researchers.

When findings can 
be identified from 
audio-recordings or 
notes (without having 
to transcribe a full 
dataset).

Methods Focus groups in naturally occurring 
settings such as team or board meetings 
(selected purposively), using group inter-
views, adopting remote technology for 
interviews or observations, single site 
visits for different research activities.

RREAL RAP sheets, daily 
researcher memos or data 
summaries.

Bypassing transcrip-
tion and analysing 
data directly from 
recordings. Using 
voice-recognition 
software to transcribe 
interviews.

Key consid-
erations

Participants might not engage in discus-
sions related to the research and focus 
on the original meeting instead. 
Loss of face-to-face nuance and some 
richness of insights. 
Risk of researcher overload with 
multiple data collection activities.

RREAL RAP sheets (see 
Appendix 2 for an example) are 
suitable for qualitative studies 
that use a thematic approach 
in analysis but might not be 
appropriate for narrative or 
discourse analysis.

In-depth analysis might 
be limited. 
This approach might 
not be appropriate for 
all types of qualitative 
data analysis. 
Can transcribe later 
and return to data for 
subsequent papers.
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and carry out observations of meetings or other activities. This offers significant economy of time and 
possibly resources but does pose the risk of researchers experiencing overload of information, losing 
some attention to context and complexity of data, and missing some of the benefit to be gained by 
multiple visits and experiencing a range of organisational or service dynamics and issues over time. As 
ever, it is vital that researchers keep a careful note of their methods, reflect with evaluation stakeholders 
on the efficacy of approaches taken and use innovations in data collection as an opportunity to explore 
improved ways of undertaking studies in the complex and fast-moving context noted in the background 
to this essay.

Compressing the timescales for undertaking qualitative research does risk some potential unconscious 
bias towards engaging with easy-to-reach or -engage groups, therefore limiting the perspectives gained. 
Using existing workplace meetings in place of arranging a research focus group is one example where 
this might occur. As noted in the earlier discussion of PPI, experience has shown that researchers need 
to build a particular degree of trust and dialogue with some groups before they can effectively engage 
them.85 This is especially true of groups that are seldom heard, whose experiences of marginalisation 
(from society and research processes) may have resulted in cynicism and distrust.86 Where this is the 
case, it is important for rapid evaluation teams to ensure that they include researchers with specialist 
skills and connections into particular communities, or with trusted intermediary groups such as voluntary 
sector organisations.

Simultaneous data collection and analysis

Another way of shortening the time required for qualitative elements of a rapid evaluation is to 
integrate stages of analysis within processes of data collection.20,30 This simultaneous data collection 
and analysis can be facilitated by using different tools and templates to summarise findings in real-
time, including by creating daily memos or summaries of key findings while collecting data, or having 
integrated processes of rapid analysis and coding built into their fieldwork practice.87 Some teams 
use a RAP sheet,22 which was developed in its current form by the RREAL and is based on the use 
of tables to facilitate categorisation and synthesis of findings during evaluation fieldwork, including 
the identification of gaps, the development of high-level findings to be shared with stakeholders 
and the establishment of consistent approaches for the collection and analysis of data across 
researchers, study sites and/or populations.24 RREAL RAP sheets can also help researchers identify 
topics that warrant more in-depth investigation in subsequent phases of fieldwork and analysis.30,88 
They were used by BRACE and RSET teams in their programme of evaluation of COVID-19 remote 
monitoring at home where a large team of researchers was working across multiple sites to a tight 
fieldwork timescale. An example of a RAP sheet is presented in Appendix 2. It should be noted 
that simultaneous data collection and analysis can be resource-hungry and needs to be carefully 
factored alongside wider team capacity and budgets – an issue explored below in the section on 
teams and skills for rapid evaluation.

Speeding up stages of qualitative data analysis

In some rapid evaluation studies, data may not be analysed in parallel to data collection, but researchers 
might decide to speed up the individual stages of analysis. A review of rapid techniques in qualitative 
research identified the transcription of audio-recordings as the stage in the qualitative research process 
that researchers identified as the most time-consuming, with some study teams reporting bypassing 
transcription to speed up analysis and reduce research costs by analysing data directly from audio-
recordings, or relying on notes made during data collection.82 Another approach has been to explore 
faster ways of generating transcripts, for example through the use of voice-recognition software within 
remote technology such as Zoom or MS Teams.
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There are some risks to speeding up data analysis, somewhat akin to those discussed earlier in this essay 
about a rapid approach to scoping an evaluation. It is in the analysis of qualitative data, and its synthesis 
with quantitative data, that the research team particularly brings its expertise and insights to bear. 
Qualitative research is a constant endeavour towards gaining high-quality and rich insights into human 
behaviour, and the time taken to transcribe, explore, analyse and write-up data from multiple sources 
is a key feature of its scientific rigour.89–93 Decisions about not transcribing interview or focus group 
recordings (or not even recording them to start with), or using truncated approaches to analysing data, 
must be made consciously, with clear caveats about the compromises this may entail. Rapid insights 
will often be sought and highly valued by evaluation commissioners and the innovative approaches to 
rapid data collection and analysis described here are intended to enable this. This does not preclude 
a research team undertaking additional analysis of data at a later stage and plans to offer this should 
be considered from the outset of scoping a study. Returning to stored transcribed data to undertake 
further, more in-depth analysis is one way in which both rapidity and rigour can be secured for the 
longer term.

Rapid evidence reviews

Synthesis of research evidence is a vitally important activity to inform the scoping and planning of 
new studies. Useful insights about and examples of evidence synthesis in health and social care 
research have been set out in a report from the NIHR Evidence Synthesis Centres.94 Evidence reviews 
can be integrated into different stages of rapid evaluations, often being used to inform a scoping 
exercise by mapping the available published research evidence in relation to the wider context or prior 
implementation of a similar intervention. These reviews can also help researchers understand how these 
interventions have been evaluated in the past and use these insights to inform the rapid evaluation 
scope and design. The rapid evidence review can also be carried out in parallel to a rapid evaluation 
study to develop recommendations that combine new findings with learning from prior research. See, 
for example, the RSET and BRACE teams’ review of evidence on virtual wards during the COVID-19 
pandemic,25 another that was undertaken to inform an evaluation of the special measures regime of NHS 
England and NHS Improvement (NHSEI),26 and the rapid review included in the BRACE team evaluation 
of the early implementation of primary care networks.95 The work of the NIHR Evidence Synthesis 
Centres is highly relevant here, as they may have already reviewed evidence relevant to a planned rapid 
evaluation. An example of such a Centre at the University of Sheffield can be found at this link: https://
fundingawards.nihr.ac.uk/award/16/47/17.

https://fundingawards.nihr.ac.uk/award/16/47/17
https://fundingawards.nihr.ac.uk/award/16/47/17
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Teams and skills for rapid evaluation

Teams for rapid evaluation

A key challenge for rapid evaluation is how to gather sufficient data to address study aims and objectives 
within the time available. While rapid evaluation does not, as noted earlier, necessarily mean a short 
timeframe, timescales for data collection and analysis are often compressed. One way in which 
researchers have sought to address this challenge is by creating teams that are able to call on inputs 
from a larger and multidisciplinary pool of colleagues. Such team-based approaches have been described 
as a critical feature of rapid evaluation, enabling multiple research activities to be run in parallel and 
large amounts of data to be gathered and analysed quickly.2

The shorter the timeframe for a rapid evaluation, the larger the team that may be required. A 
preliminary evaluation of remote monitoring services for people diagnosed with COVID-19 – the 
findings from which informed a national roll-out plan and a more detailed evaluation of service 
models – was undertaken in just over two months and involved a team of eight researchers from 
RSET and BRACE.5 Over a period of five years, BRACE and RSET teams have each had involvement 
of more than 20 researchers at their partner organisations, which has brought significant practical 
benefits when carrying out multiple studies in parallel. Where a team brings together researchers with 
diverse skills, backgrounds or perspectives, this can also contribute to rigour within a team-based 
reflexivity approach.96 Examples of this include rapid cross-checking and sense-making of data as they 
are collected, or team members acting as internal ‘critical friends’ to provide constructive review and 
encourage reflexivity.

Not only is size of team an important consideration in rapid evaluation, but also the speed at which 
it can be assembled, the ease with which researchers across different organisations are able to work 
together and the availability of sufficient senior and highly experienced supervision and support. The 
requirement to produce findings in a matter of months, or even weeks, means that teams need to be 
mobilised quickly and often at short notice. The rapid service evaluation team model funded by NIHR 
points to some ways in which this challenge might be addressed. This model has involved:

• Funding teams for a five-year period to undertake a portfolio of evaluations.
• Inter-organisational collaborations between universities and not-for-profit, private sector or 

charitable research institutes with different and complementary staffing models. Private institutes 
and charities typically employ research staff on permanent (i.e. tenured) contracts rather than having 
to commence additional staff recruitment when a new evaluation is to be undertaken. This can be 
helpful when a rapid start is required for an evaluation.

• A mix of readily available methodological and other (e.g. communications and mixed media) expertise 
to support research design, delivery and dissemination.

• A core team, with a wider pool of associate researchers across all the partner organisations from 
which to draw additional capacity or skills when required.

• Highly experienced senior management and supervision of the teams, along with significant project 
management and administrative support, to enable the coordination and execution of multiple 
studies running in parallel to sometime shifting timelines.

While large, inter-organisational and interdisciplinary teams help to deliver studies rapidly, they also 
require careful management and rigorous oversight to support effective team-working and ensure 
consistency of approach. This calls for research leaders and project managers with sufficient experience 
and expertise, whose time is adequately resourced. The amount of senior academic time for supervision 
and management of rapid evaluation should not be underestimated. Team-working can be enhanced in 
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other ways, including through regular meetings, organisation of activities into smaller work streams or 
sub-groups, and the use of standardised processes or tools, such as structured templates to guide field 
observations or support qualitative data synthesis and analysis.20,93

The response to the COVID-19 pandemic from early 2020 necessitated greater reliance on online 
rather than in-person contact between researchers, both within and across partner organisations. 
This seemed to work well, no doubt aided by the prior working relationships already established 
between researchers. It is beneficial to relationship building and team-working – and therefore also 
to rapidity – if teams include researchers who have worked together before, although this will not 
always be possible. The experience of the BRACE and RSET evaluation teams has been that although 
there may be differences in some working practices between university, private sector and charitable 
research groups – for example, line management arrangements for staff, specifics of financial 
reporting, organisation of administrative support – the working styles of the researchers are much the 
same regardless of the employing organisation and this is aided by sufficient senior academic support 
and supervision.

Skills required for rapid evaluation

The need to work rapidly can limit opportunities for researchers to be trained ‘on the job’, therefore 
raising a question about the type and range of skills that are required for rapid evaluation. Broadly 
there are three skill sets that are especially useful. The first of these is knowledge and experience of 
research designs and methods that enable rapidity – be they specific rapid evaluation methods or 
ways that standard research techniques can be adapted to meet the requirements of a rapid study. 
On this point, we note that rapid evaluation methodologies do not appear to be routinely addressed 
in academic qualitative research methods training programmes, and knowledge of modelling and 
continuous monitoring methods will be particularly useful for quantitative rapid evaluation. Two current 
options for training and development in qualitative rapid evaluation skills are the suite of one-day 
courses on different aspects of rapid evaluation design and delivery offered by the RREAL and, for a 
mix of qualitative and quantitative approaches, the ‘rapid evaluation’ section of the Better Evaluation 
website.10,14

Second, teams require skills to communicate effectively and collaborate with diverse stakeholder 
groups, who may have ‘different goals, perspectives, expectations, priorities and interests, professional 
languages and norms of practice’.97 While important in all applied health and social care research, 
establishing relationships, trust and agreed ways of working can be particularly intense and challenging 
in time-sensitive and fast-moving situations. It is not uncommon for tension and conflict to arise within 
an evaluation team, especially during the scoping phase when the focus and purpose of a study must 
be agreed, and this can be exacerbated by particular time pressures. Evaluators also frequently face the 
‘lovely baby syndrome’,98 an optimism bias that may be found among those responsible for designing and 
hence ‘owning’ a new service or innovation, which can create wariness or even hostility towards those 
appointed to formally assess it.

Working with this optimism bias on the part of evaluation stakeholders, and particularly when facing 
very tight timescales within a rapid evaluation context, calls for personal qualities that not all researchers 
are trained in or naturally possess, such as strong communication skills, management of group dynamics, 
negotiation, conflict resolution and resilience.99 For this reason, some have criticised interpersonal skills 
training for researchers for an unduly narrow focus on how to better communicate research findings 
and not addressing broader aspects of stakeholder engagement and partnership working.44 While this 
is not a feature confined to rapid evaluation, it will likely be compounded by requirements to compress 
the time available for engagement with stakeholders who may be urgent in their desire for findings 
to inform further implementation of the innovation being studied. Stakeholder relationships need to 
be seen as a whole evaluation team responsibility, with strong leadership from senior research team 
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members where engagement is particularly politicised or complex, or where there are concerns about 
maintaining independence.

Third, to maximise the dissemination, uptake and impact of evaluation findings, teams must equip 
themselves to make effective use of the increasing number of channels through which to communicate 
with evidence users. Alongside more traditional outputs, social media, infographics, web-based 
resources, podcasts and videos are just some of the available forms of dissemination. This is explored 
in more detail in the section on dissemination later in the essay. Furthermore, the career development 
requirements on researchers to publish their findings in peer-reviewed journals are as stringent and 
important as ever, so the more nimble and ‘modern’ forms of dissemination are in addition to and not 
instead of formal academic outputs. Training and development will likely be required for evaluation 
team members needing to shape and deliver rapid feedback loops throughout a study and produce 
dissemination materials that fit a range of local and national purposes.

Flexible working for rapid evaluation

In addition to having the skills to support rapidity of evaluation, research teams must also be prepared 
to work in a particularly flexible manner, regularly reviewing whether stakeholders’ evidence needs, 
and data collection and analysis processes, remain in alignment as a study progresses. This is true of all 
evaluations but is imperative when the programme or service being studied, or the wider context, is very 
fluid and dynamic, as was the case during the COVID-19 pandemic. Researchers may need to work with 
additional flexibility to cover work when other team members are taking leave (e.g. holiday or parental), 
where tight timescales mean that activities cannot be paused or delayed, even for a short amount of 
time. The combination of organisations with different employment models can help facilitate this kind of 
flexibility and urgent cover in the same way as it enables rapid starts to evaluation, as discussed earlier.

The need for frequent potential adaptations of approach and staffing cover can add to the intensity 
of the experience for team leaders and members, which may be greater still when researchers are 
working across multiple rapid evaluations simultaneously. There is an emerging literature on how to 
manage the pace and intensity of rapid working, with one recent contribution advocating team-working 
practices which foster reflexivity and present opportunities for colleagues to provide emotional as well 
as technical support.100 In Box 7 we set out an example of how team-working operated in a RSET team 
rapid evaluation of pre-hospital video triage for suspected stroke.101

BOX 7 Team work to support evaluation of prehospital video triage for suspected stroke

Aim:

To conduct a rapid, formative, mixed methods service evaluation of prehospital video triage for suspected stroke, as 
implemented in North Central (NC) London and East Kent.

Team:

Four RSET researchers; Stroke/ambulance leads of the pilots in NC London and East Kent; three patient representatives; RSET 
project manager.

Methods:

• Rapid scoping review and rapid systematic review of the literature.
• Qualitative analysis of implementation, and perceived usability, acceptability and safety of prehospital triage in NC London 

and East Kent, based on interviews with stroke and ambulance clinicians, meeting observations and key documents.
• Survey of ambulance clinicians in NC London and East Kent.
• Quantitative analysis of local ambulance journey data and (publicly available) national stroke audit data.
• Study completed in 9 months.
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Key points about team-working/collaboration:

• Identification: we were approached by stroke clinicians who were leading implementation in NC London and East Kent and 
with whom we had previously worked.

• Design: aim, objectives, methods and approach to sharing learning agreed with patient and clinician collaborators.
• Additional methods: following a request from clinical collaborators, we added and co-designed an ambulance 

clinician survey.
• Accommodating service pressures: paused qualitative data collection during 2020/21 winter pressures, ensuring project did 

not distract clinicians and enhancing our clinical collaborators’ goodwill.
• Sharing learning: worked with clinical collaborators to find opportunities locally, regionally and nationally. This ensured 

substantial engagement from relevant system and service leadership throughout.102

• Impact – further collaboration: project lead worked with clinical collaborators to obtain further NIHR funds to research 
prehospital video triage (PHOTONIC).103

• Impact – further implementation: our links with clinical leaders led to findings being used to develop a national pilot of 
prehospital video triage in eight sites across the NHS in England.

BOX 7 Team work to support evaluation of prehospital video triage for suspected stroke (continued)
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Outputs and dissemination

Co-production of dissemination plans

The challenge of ensuring effective framing, communication and application of findings from rapid 
evaluations is one that faces all research teams in a time of digital communications, social media, 
and complex and often contested decision-making. In rapid evaluation work, it is of particular 
importance that the 4 Rs – rapid, responsive, relevant and rigorous – underpin a project’s dissemination 
strategy and that this is crafted from the outset in close collaboration with evidence users and 
communications experts.

As noted in the earlier discussion of scoping and stakeholder engagement, rapid evaluation researchers 
must quickly build productive relationships with the people most concerned about and affected by 
the study. This helps researchers define the critical questions of: what is it that this service innovation 
is trying to achieve; what is sought from evaluation; and, hence, how will dissemination of findings 
need to be framed? This requires careful attention to understanding who the audiences are for 
evaluation outputs and commencing an explicit process of co-design with them of how findings will 
be shared during and after the research is carried out. Furthermore, it is vital that research teams 
plan dissemination that is as inclusive as possible, working closely with their PPI partners and other 
stakeholders, and attend to the various dimensions of equality and diversity – something that requires 
time and careful attention and must not be rushed.

The dissemination strategy for a rapid evaluation should be co-designed with key stakeholders from 
the outset, drawing on the principles set out in the section on engagement, earlier in this essay, with 
support from communications professionals. This will help to ensure a receptive context for project 
findings and a greater chance of influence.104 The strategy must focus on aims of the project, audiences 
for the work, how evaluators will work with local stakeholders to share emerging findings, a plan for 
co-production of project implications in partnership with PPI contributors and details of likely outputs. 
It will also need to set out when there will be summative findings that directly answer the evaluation 
questions and where conclusions will be more formative and developmental in nature, suggesting 
possible next steps for the service. Sharing and refining the draft strategy through project governance 
meetings will bear fruit in terms of influence and support and help address any ‘surprises’ raised by the 
evaluation. The dissemination plan will include information about the preparation of the main evaluation 
report and the process for review of its drafts and sharing with key stakeholders prior to formal NIHR 
review and publication. To support the evaluation report, a range of other practitioner and academic 
outputs will be scheduled, their format and nature to be determined in relation to the context and 
stakeholders of the particular study. In Table 4 overleaf, we present an outline dissemination strategy 
used for a BRACE Centre rapid evaluation of the early implementation of primary care networks in the 
NHS in England,95 drawing on Vindrola-Padros.20

Rapid feedback loops

Commissioners and end users of rapid evaluation often expect early and frequent feedback, and the 
more usual (with longer-term studies) research sequence of design, fieldwork, data collection, analysis 
and eventual reporting is unlikely to suffice. Hence rapid feedback loops may be built into project 
design, with explicit commitment to report on progress and insights perhaps monthly or even weekly.20 
This may take the form of a short note or phone call, a meeting between the research team and project 
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stakeholders, a slide set of latest findings, or a podcast, and will be appropriately caveated in terms of its 
provisional nature and updated as the weeks go by.

The use of rapid feedback loops can help to socialise key stakeholders to possibly disappointing findings 
(see ‘lovely baby syndrome’, earlier in the chapter) and enables researchers to be closely attuned to 
the latest developments within the service under evaluation, working in the ‘swampy lowlands’ of 
the context for the study.105 However, very frequent feedback does pose a risk of evaluators failing 
to maintain sufficient critical distance when collecting data and interpreting results. This can be 
mitigated by, for example, only one or two of the evaluation team giving interim updates, with overall 
data analysis undertaken by the wider study team. Careful documentation of feedback along with any 
supporting slides or briefing papers is vital, particularly in a context of rapid working and with often large 
research teams. This will enable a clear record of engagement with key stakeholders and help avoid any 
misunderstanding among researchers and evaluation stakeholders.

TABLE 4 Dissemination strategy for rapid evaluation of early implementation of primary care networks in England

Study 
stage 

Time into 
study (No. of 
months) Type of dissemination Purpose Format Stakeholder 

Scoping 1–2 Testing draft research questions 
with sponsors

Agree focus of 
inquiry

Meetings 
and emails

Funders and 
NHSEI

Scoping 
(continued)

3–4 Combining research questions 
and sharing evidence review as 
part of a slide deck

Identify gaps in 
evidence and 
ensure relevance of 
research questions

Workshop 
in London

Clinicians, 
NHSEI, PPI 
advisers

Design 
and 
recruit-
ment

5–6 Design of research approach, 
case study selection

Engage local 
stakeholders, 
refine approach 
to sampling and 
recruitment

Site leaders, 
PCN staff, PPI 
advisers

Fieldwork 
and 
analysis

7–9 Working document of emerging 
findings, rapid survey of sites

Highlight early 
findings, finalise 
data collection as 
pandemic took hold

Email, 
online 
survey, 
phone calls

Site leaders, 
NIHR, NHSEI

Fieldwork 
and 
analysis 
(continued)

10 Narrative account of themes and 
findings

Locate findings 
within evidence 
review and policy 
context

Word 
document, 
half-day 
analysis 
workshops

Study team

Final 
analysis 
and 
member 
checking

11–12 Call with PCN site leads and a 
meeting in each site with PCN 
leads and local staff members

Stay up to date with 
changes during 
the pandemic and 
feedback of results 
to sites

Calls (via 
Zoom or 
MS Teams), 
briefing 
notes

Site leaders, 
local staff, 
NHSEI

Writing up 13–14 Final report, blogs for GP and 
primary care press, infographic 
for public website, webinars 
for the public and primary 
care professionals, round table 
briefings for policy-makers

Share findings and 
implications

Publications 
and 
meetings

NIHR, NHSEI, 
DHSC, case 
study sites, 
academic 
colleagues

Writing up 
(continued)

Post month 14 Peer review publications in open 
access academic health research 
and general practice journals

Shared findings and 
implications

Publication Academic 
audiences

PCN, primary care network
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Academic publishers adopted a much more rapid and responsive approach during the COVID-19 
pandemic, most notably enabling many more researchers to publish their work in open access ‘preprint’ 
format, prior to academic peer review, caveated as provisional for use in policy and practice. This more 
formal approach to rapid publishing will likely persist beyond the pandemic, as evidence users have 
become accustomed to earlier access to study data and conclusions.

Delivering difficult or uncertain findings

In rapid evaluation with frequent feedback to stakeholders, particular attention needs to be given 
to how to communicate difficult or provisional findings, given that there may be a higher degree of 
uncertainty resulting from the application of rapid research methods. Resources developed by the 
Department of Health and Social Care include helpful advice about this (see Figure 3).

Lessons from a number of our rapid evaluations, and in particular from our study of remote home 
monitoring for COVID-19 patients, point to the importance of building rapport and trust quickly to 
enable productive discussion about ‘difficult’ findings further down the line. Some ways of quickly 
building rapport and trust include: sharing and discussing early thoughts on the proposed design of the 
study; demonstrating commitment by showing up consistently to meetings to indicate a shared priority; 
listening to stakeholders’ priorities and concerns and indicating that these have been heard; being 
flexible; delivering as promised; and promptly sharing study findings.107

Beyond rapid evaluation

We explored earlier how scoping of a rapid evaluation may lead to different outcomes, such as no 
study, an amended research project or an evidence synthesis. Dissemination of findings from rapid 
evaluation may sometimes entail suggesting that the service innovation be substantially changed or 
even halted.

As noted in Figure 2, rapid evaluation might be the first stage of a more extensive study that has been 
planned from the outset or results from promising findings in the initial rapid work. In such instances, 

Highlight limitations 
and caveats

• Make them clear 
    and explicit –
    explain why they 
    matter

• Reflect on what 
    limitations mean 
    for the findings. 
    Does this change 
    things?

• Consider which are 
    likely to have the
    great impact on the 
    decision to be
    made

Don’t oversell findings

• If findings aren’t conclusive 
    then be clear about what 
    conclusions can and cannot
    be taken from the evidence

• Make sure the balance is 
    maintained and avoid 
    quantifying or overstating 
    when dealing with 
    qualitative evidence

• Policy officials need to
    know about all findings,
    but be careful how they
    are presented in terms of
    prominence (can be taken
    with greater weight)   

Be direct with difficult 
messages 

• Make them clear –
    manage expectations 
    before committing to 
    paper (Liaison Officers 
    can support you on this)

• Make all arguments and 
    messaging through the 
    evidence

• Policy officials are looking 
    to researchers for an 
    impartial/unbiased view. 
    As the experts, you are 
    trusted to tell policy 
    makers the difficult 
    messages!

Explain uncertainty 

• Consider what decision
    makers must, should or
    could know

• If uncertainty means 
    that a straightforward 
    conclusion is not 
    possible, focus your 
    communication on what 
    the uncertain analysis 
    can tell you

• A good relationship with 
    a decision maker will 
    help you to understand 
    their motivations and 
    the implications of 
    uncertainty for their 
    decision

FIGURE 3 Advice on communicating research findings that are uncertain or difficult. 
Source: Science, Research and Evidence Directorate, Department of Health and Social Care.106
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the rapid evaluation team may include as part of their dissemination a framework of proposed questions, 
indicators, or methods to be used in longer-term monitoring of the service innovation. Examples of 
this use of rapid evaluation to frame longer-term research have been the Mental Health Trailblazers 
evaluation by the BRACE team and PIRU28 and an evaluation of peer-supported social care in prisons by 
the RSET team.35

The dissemination of a rapid evaluation might highlight further rapid research needs, as with the 
BRACE project examining the experience of hospitals managing general practice services. This led to 
a subsequent rapid study of the impact on patients living with multimorbidity, in a context of policy 
interest in vertical integration of acute and primary care and as a potential feature of an anticipated 
national review of general practice.57,108,109

Lessons for effective outputs and dissemination

During the COVID-19 pandemic, the world came to understand better the uncertainties of research 
and science, along with the often urgent need to have early sight of emerging findings, albeit with 
caveats.82 Rapid evaluation methods have moved centre-stage, with many health and social care 
researchers seeking to communicate, adapt and co-produce their study findings as quickly as possible in 
response to service and policy needs. The pandemic has also underlined some of the complexity of rapid 
dissemination, including the ethical considerations of what to share, when and how, and the risks as well 
as benefits of early publication in preprints or policy briefings.

There will always be a danger in rigorous rapid evaluation of the pursuit of the perfect compromising 
timely dissemination of important findings, with a tendency of researchers to try and address too many 
caveats and complications.4 Thus, Lamont’s advice to ‘be assertive’ along with her caution to be sure the 
research is worth promoting are both important and wise.110
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Conclusions

This essay has explored the ‘what, when and how’ of rapid evaluation. There is not yet a consensus 
about exactly what rapid evaluation is, and there are several ways in which the term ‘rapid’ itself can 

be defined and understood. Despite these differences, what unites current thinking is an agreement that 
rapid does not only, or necessarily, mean a short timescale, something that was explored in the typology 
of rapid evaluation timescales above. A rapid evaluation may be conducted in a matter of weeks or a few 
months. Equally it may be a longer-term study in which findings are shared regularly, as they emerge and 
are most relevant. How quickly a study can be completed, or produce shareable findings, is linked to the 
broader question of when it is appropriate to evaluate rapidly. It is not uncommon for evaluators to be 
pressured to produce quick results, but this must be balanced against the constraints and limitations of 
what can be achieved in a short timescale or with a rapid study design.

The use and definition of rapid evaluations also depends on the sector where these are commissioned and 
implemented. We have identified a wide range of international examples where rapid evaluation teams are 
situated outside academic institutions, directly embedded in health care departments, other public offices 
or the third sector.9,111,112 The main issues described by these teams or organisations are related to the 
development of their staff’s capability in rapid evaluation approaches, the challenges of internal evaluations 
(in contrast to commissioning external evaluation teams) and the use of participatory and community-led 
approaches in rapid evaluations. These issues mark potential future trends in the field of rapid evaluation 
where important questions will need to be posed regarding speed, rigour and collaboration.112

The reflections made in the essay on the practice of rapid evaluation undertaken by two NIHR-funded 
teams have revealed important learning which has informed the adapted version of Riley et al.’s 
framework for rapid evaluation of rapidity, responsiveness and relevance, with an additional ‘R’ of 
rigour being added.1 Thus the 4 Rs framework can be considered a useful basis for conceptualising 
and organising the work of rapid evaluation teams. Novel insights about rapid evaluation gained 
from analysis of the experience of the BRACE and RSET teams include: the primacy of a process of 
thorough scoping; the trade-offs that will likely need to be made in respect of patient and community 
engagement; the opportunities for rapid working presented by virtual and mixed research methods; the 
particular challenges of supervising and leading multiple studies undertaken simultaneously; and the 
need for flexible and dynamic approaches to disseminating emerging findings in as close to real time.

In conclusion therefore, proportionality and flexibility are critical. Decisions about scope and depth 
of analysis must flow from an understanding (shared with evaluation partners) of why an evaluation 
is required, what level and type of evidence is needed, and how it will be used. In short, quicker is not 
always better. This brings us to the final theme of how to be rapid. Our collective experience within 
RSET and BRACE of undertaking rapid evaluation can be distilled into five lessons (Box 8).

BOX 8 Key lessons about how to conduct rapid evaluations

1. Scoping is critical to success and should not be rushed. Of all the elements of the rapid evaluation process, scoping is 
arguably the most important. It is essential for many reasons, not least for making an assessment as to whether it is feasible 
and appropriate to evaluate rapidly. There is a need to negotiate carefully with stakeholders the importance of a phase 
of scoping work, even where there is pressure to start as quickly as possible. While scoping may need to be undertaken 
quickly, it must not be done incompletely. Being clear with stakeholders about the risks of rushing scoping work can 
be helpful.

2. Be transparent about uncertainty and limitations. One of the potential trade-offs in rapid evaluation is that it may produce 
more uncertain or ambiguous findings. While preliminary scoping work should inform the development of evaluation 
questions that are feasible within the timeframe available it is, nonetheless, impossible to eliminate the potential for 
uncertainty (this is true of all evaluations but is particularly significant for rapid evaluations). Researchers must be clear and 
open about the limitations of their findings and be willing to discuss what implications these may have for stakeholders and 
any decisions they have to take. Managing expectations is crucial and this can sometimes start as early as the scoping phase 
when potential limitations may become apparent.
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3. Harness the benefits of a team-based approach. The scale and speed of research activities can be increased with a larger, 
multi-skilled and experienced team. This calls for robust study management arrangements and practices that support 
effective communication and team working. Teams can provide opportunities to learn and share skills and provide peer 
and emotional support. The latter can be especially useful where researchers are working in an environment that is 
contested or politicised or are working across several rapid evaluations simultaneously. However, large teams do require 
careful management and academic supervision to ensure a consistent and coordinated approach and thought needs to be 
given at the start of a study to how teams will be organised and team-working fostered.

4. Build rapid evaluation skills and expertise. Rapid evaluation is complex, but the skills required are not just, or even 
primarily, those usually taught in applied health and social care research methods training programmes. Teams should 
consider training and support needs for researchers at all levels, including interpersonal skills for effective engagement, 
communication and dissemination. Training in methods specifically designed for rapid evaluation may also be valuable, 
although there is still much to be learned about how these compare with broader health and social care services research 
methods. Recruiting for diverse skills and experience should also be considered.

5. Consider what it means to be rapid across all stages of the evaluation process. Much of the attention and innovation in 
relation to rapid approaches has focused on opportunities for speeding up processes of data collection and analysis, or 
refocusing what analysis is important because the context of the evaluation is ‘rapid’. While important, this overlooks other 
key elements of the evaluation process, in particular outputs and dissemination. For rapid uptake and impact, findings must 
be planned at an early stage then tailored to and shared with intended evidence users in a way in which they can quickly 
make sense of and apply them. Working with evidence users fosters understanding of which formats will work best and 
what level of detail is required, and provides an opportunity for researchers to assess whether users are prepared to receive 
and action findings.

BOX 8 Key lessons about how to conduct rapid evaluations (continued)
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Appendix 1 Evaluations carried out by the 
BRACE and RSET teams

BRACE

• Early implementation of primary care networks.
• Acute hospitals managing general practice services (vertical integration) phase 1.
• Children and young people’s mental health trailblazer project.
• *Identification and prioritisation of innovations in adult social care and social work.
• The impact of telephone triage in primary care on inequalities experienced by people with multiple 

morbidities: a quantitative evaluation.
• *Remote home monitoring (virtual wards) during the COVID-19 pandemic (COVID Oximetry @home) 

Phases 1 and 2.
• *A rapid evaluation of the use of pulse oximeters in care homes across England to support the care of 

residents with COVID-19 and long-term health conditions.
• Digital first primary care for those with long-term multiple conditions.
• New and emerging technology for adult social care: the example of home sensors with artificial 

intelligence technology.
• Long-term programme (multi-morbidities over-arching study).
• Acute hospitals managing general practice services (vertical integration) phase 2.
• Women’s health hubs.

RSET

• Special measures for quality improvement and challenged providers.
• Pre-hospital video triage for potential stroke patients.
• Centralisation of specialist healthcare services: a mixed-methods programme.
• Youth violence intervention programme (Redthread) for vulnerable young people attending 

emergency departments.
• Peer-supported social care in prisons.
• Investigating innovations in outpatient services.
• Evaluation of patient-initiated follow up.
• *Identification and prioritisation of innovations in adult social care and social work.
• *Remote home monitoring (virtual wards) during the COVID-19 pandemic (COVID Oximetry @home) 

Phases 1 and 2.
• *A rapid evaluation of the use of pulse oximeters in care homes across England to support the care of 

residents with COVID-19 and long-term health conditions.

*BRACE and RSET joint studies
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Appendix 2 Example of a RREAL Sheet 
published in Vindrola-Padros, C., Chisnall, G., 
Polanco, N., & San Juan, N.V. (2022). Iterative 
cycles in qualitative research: Introducing 
the RREAL Sheet as an innovative process. 
https://osf.io/9dp2w
Researcher 

Ways in which COVID-19 has affected the organisation of 
healthcare delivery

Impact of COVID-19 on outcomes (patient, process, cost)

Preparedness strategies

Perceptions of preparedness strategies at Trust level

Perceptions of preparedness strategies at a system level

Concerns or fears

Experiences delivering care to patients tested positive for 
COVID-19

Activities able to carry out effectively, why?

Activities not able to carry out effectively, why?

Differences in perceptions across professional groups

Impact of C19 on non-C19 services (e.g. cancellation of 
elective surgery, cancer treatment, stroke, etc.)

Recommendations for strengthening services during an 
outbreak

Changes that need to happen in the future

https://osf.io/9dp2w
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