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Abstract 
BACKGROUND 

Service or policy innovations to improve health and social care practice may be introduced rapidly, 

often without robust evidence.  

AIMS 

To address this, RSET will work with patients, public, and evidence users to rapidly evaluate health and 

social care innovations to develop robust findings on:  

- Effectiveness 

- Cost and cost-effectiveness 

- Implementation in practice 

- Stakeholder experience (e.g. patients, carers, service users, commissioners, health and social 

care professionals) 

- Implications for inequalities 

- Future lessons for implementation. 

TEAM 

We are an established team of researchers from University College London, University of Cambridge, 

and the Nuffield Trust. Working as the Rapid Service Evaluation Team (‘RSET’; 2018-2023), we have a 

track-record of delivering 10 successful rapid evaluations with impact. Lessons from RSET 2018-2023 

strengthened our approach in RSET 2023-28, including: 

- Assessing feasibility at an early stage  

- Having sufficient researcher and project management resource to deliver projects rapidly 

- Building trusting, collaborative relationships with patients, carers and evidence users from 

project inception.  

- Co-producing dissemination plans with evidence users to share rapid, high impact findings. 

Our team includes two public and patient involvement and engagement (PPIE) leads (one an 

experienced patient representative). Together with our research team, they will co-produce 

evaluations with our expanded PPIE Panel. 

Our team includes an extended Stakeholder Advisory Board (now co-chaired by a leading voice in user 

involvement), who will provide strategic advice. 

METHODS 

DISCOVERY: Evaluations will include an initial 2-4 week process where we engage PPIE and evidence 

users to establish what is known about the topic and its feasibility for rapid evaluation. 

SCOPING: We will then work with evidence users and PPIE to develop a protocol (2 weeks-6 months).  

BUILDING THE TEAM: Each evaluation will have a team that includes a dedicated lead, suitably skilled 

researchers, and a project manager. We will co-produce each evaluation with project-specific PPIE and 

evidence users. 

DESIGN/METHODS: Evaluations will use mixed-method designs and draw on innovative methods (e.g. 

rapid ethnography, RAP sheets, Stanford Lightning Reports) to produce and share both formative and 

summative lessons. Methods will differ across evaluations, but may include quantitative methods (e.g. 
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secondary analysis of national and local datasets, cross-sectional survey methods), health economic 

methods (e.g. cost consequences analysis, budget impact analyses), and qualitative methods (e.g. 

interviews, focus groups, non-participant observations, documentary analysis, rapid ethnography).  

EQUALITY, DIVERSITY AND INCLUSION (EDI): Studies will involve diverse participants and address 

potential inequalities associated with innovations. We will use a range of approaches (e.g. equalities 

impact assessment, translation of materials) to minimise potential unintended inequalities of the 

research.  

DISSEMINATION/IMPACT 

We will work with PPIE collaborators, evidence users, and Nuffield Trust Communications team to 

produce tailored dissemination plans for each project. To support local uptake of learning, we will 

share early findings with evidence users and wider stakeholders in tailored formats (e.g. slide sets). To 

achieve wider impact, we will publish findings using preprints, journal articles, final reports, accessible 

summaries, infographics, and short videos.  
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Plain English Summary 
BACKGROUND 

Health and care services have changed a lot in recent years. Often, we don’t know if new policies or 

services make a difference, what people think of them, or their value for money. We need a research 

team that can quickly study new health and care services or policies, and share useful lessons to guide 

future improvement. 

TEAM 

We are researchers from University College London, University of Cambridge, and the Nuffield Trust. 

We are experienced in using a mix of approaches to study new health and care services or policies. 

Since 2018, we have worked as a team to carry out 10 rapid studies, which have shaped national policy 

and local services. This has taught us the importance of: 

• Checking whether studies can work before we start; 

• Building a team with the right skills and experience; 

• Working with people affected by new services or policies, including patients and carers; 

• Being open and able to change plans when we need to. 

AIM 

Our team will produce rapid studies of new health and care services and policies. We will look at how 

they are set up, how they work for all involved, impact on patient care and health, value for money, 

and inequalities. 

APPROACH 

For each study, we will check what is known about the topic. We will then discuss with the funder 

(NIHR HSDR) whether the study is needed and can be done quickly. If funder and RSET agree, we will 

make a full study plan. 

Our studies will use a mix of approaches. We will study ‘what works at what cost’, e.g. how new 

services and policies affect patient care, value for money, and inequalities. We will use national and 

local data on care quality and hospital activity, to compare studied services with other parts of the 

country over time. 

We will also study ‘how change happens and why’, e.g. how services are set up and work in practice, 

and what patients, carers, and staff think of them (including impact on inequalities). We will run 

interviews, focus groups, workshops and surveys, review relevant documents (e.g. service plans), and 

observe services in action. 

Study teams will include a project lead, a project manager, patients, researchers, and stakeholders, 

e.g. service leaders and staff, and charities. Teams will meet every 1-2 weeks, and share progress with 

the wider team every month. 

Our team and research will stay fully independent throughout. 

INVOLVING PATIENTS AND PUBLIC 

An expert patient representative will ensure patients and public are central to our work. A patient and 

public group will advise on all aspects of our work. Our advisory board will be co-chaired by a leading 



NIHR156380 Rapid Service Evaluation Team (RSET) 2023-2028 – Protocol v1.0, 8th December 2023 

7 
 

voice in patient involvement and includes patients and a patient and public involvement expert. Study 

teams will include people who have used services we study. 

INEQUALITIES 

We will study how new services and policies affect inequalities, including looking at whether certain 

groups face difficulties accessing or using services. We will involve a range of people, e.g. by translating 

study materials. Our advisory board includes experts in inequalities. 

ENGAGEMENT 

We will work with people who develop and deliver new services. We will be open and honest, to learn 

what matters to staff, how we can work together, and how to share findings.  

SHARING WHAT WE LEARN 

We want our work to be understood and used quickly. We will share findings with people who develop, 

lead, deliver, and receive services throughout our studies. We will do this in different ways, including 

research papers, clear summaries (blogs and slide sets), newsletters, social media, videos, and online 

and in-person events. 
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1. Background summary 
There is a need to develop and accelerate health and care service innovations in order to 1) cope with 

demands on the health and care system (e.g. workforce shortages, increased patient and service user 

need for support due to increasing life expectancy, and increases in numbers of people living with 

multimorbidity), 2) embrace developments in treatments and technologies and 3) cope with wider 

economic pressures. However, innovations often do not have existing evidence to support their 

implementation, demonstrate impact, and cost-effectiveness, or provide insight into how various 

stakeholders experience new services or policies. Additionally, innovations in health and care services 

may not spread as fast nor have the same degree of impact as in other sectors – particularly in terms 

of rapidly shaping frontline service delivery. There is therefore a need for new approaches to 

evaluation that provide robust evidence to meet these needs rapidly. In 2018, the NIHR HS&DR 

programme funded two rapid evaluation research teams for five years to meet this need. Following 

the success of these programmes (research contracts), a funding call was announced for a further five 

years of funding for successful rapid evaluation teams from 2023 onwards. In this protocol we outline 

our methods for the Rapid Service Evaluation team (2023-2028).  

2. Research team 

2.1 Team expertise 
This protocol builds on the success of the first NIHR Rapid Service Evaluation Team programme ‘RSET’ 

(2018-2023, Award no. 16/138/17), which co-produced evaluations of innovations with substantial 

impact (Table 1 summarises some key impacts achieved through RSET (2018-2023)). This was a five-

year collaboration between two world-leading research units (University College London Department 

of Applied Health Research, and University of Cambridge Primary Care Unit) and an influential research 

and policy organisation (Nuffield Trust). Programmes of this kind can only be delivered by a 

multidisciplinary team that includes researchers, managers, and evidence users, including patient 

representatives, with expertise in managing and delivering a complex programme of high impact, rapid 

evaluation. For more information about activities and impacts of the first 5 years of RSET (2018-2023) 

see https://www.nuffieldtrust.org.uk/rset-the-rapid-service-evaluation-team. 

Table 1. Key impacts of example RSET (2018-2023) projects 

Project Impact 

Evaluation of Special Measures 
Regime for Quality 

Lessons for regulators, drawn from our findings, influenced 
development of the new Recovery Support Programme which 
replaced the Special Measures Regime. 

Evaluation of prehospital triage 
for suspected stroke 

Findings influenced NHS England national pilot of prehospital 
triage for stroke, implemented across 9 regions of England. 

Evaluation of COVID-19 remote 
home monitoring services 

Phase 1 informed service improvements and national roll out of 
services during second wave of the pandemic. Phase 2 informed 
service improvements and development of virtual wards for 
non-covid conditions. 

Our team includes the following individuals, who worked on RSET (2018-2023) and have led and 

delivered innovative rapid evaluations (indicated with*) and influential non-rapid studies (indicated 

with#):  

• Professor Naomi Fulop*# (UCL, Director): internationally renowned health services researcher 
with expertise in evaluating large- and smaller-scale complex service and policy innovations. Will 
provide management and senior oversight to the whole programme, co-chair RSET executive 

https://www.nuffieldtrust.org.uk/rset-the-rapid-service-evaluation-team
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management group meetings, guide project leads, be first point of contact with the funder (NIHR 
HSDR).  

• Dr Angus Ramsay* (UCL, Qualitative lead; Deputy Director): mixed method researcher with 
expertise in knowledge mobilisation and delivering high impact evaluations of healthcare 
innovations. Will co-chair RSET executive management group meetings and be first point of 
contact with external partners and Nuffield Comms. 

• Professor Steve Morris# (University of Cambridge, Health economics lead): economist with 
expertise in economic evaluation of NHS innovations and econometric analysis of large datasets. 

• Chris Sherlaw-Johnson*# (Nuffield Trust, Quantitative lead): expert in developing and using 
quantitative methods to evaluate health services. 

• Raj Mehta (UCL, PPIE co-lead): longstanding, active member of our RSET (2018-2023) PPIE Panel; 
proposed PPIE co-applicant. 

• Pei Li Ng (UCL, Senior Project Manager, PPIE co-lead): Project planning and delivery, PPIE and 
stakeholder management. 

• Dr Holly Walton (UCL, Qualitative researcher): expertise in process evaluation, implementation 
research (including patient engagement), and behavioural science.  

• Theo Georghiou (Nuffield Trust, Quantitative researcher): expertise in developing and using 
quantitative methods to evaluate health services. 

• Dr Nadia Crellin (Nuffield Trust, Qualitative/quantitative researcher): expertise in qualitative and 
quantitative aspects of research design and analysis in health service evaluations. 

• Natasha Curry (Nuffield Trust, Advisor): expertise in social care and health policy.  

These individuals will form the RSET (2023-2028) Executive Management Group. Section 4 provides 

further detail on the RSET (2023-2028) management structure and resources and costs requested.  

2.2 Team knowledge 

2.2.1 Defining health and social care innovations 
RSET (2023-2028) will evaluate health and social care innovations: these may combine technological, 

financial, policy, and service model changes. They may be driven by national policy or local need, and 

may operate at different levels within the system, e.g. policy innovations, new regulatory systems, new 

service delivery models, or quality improvement initiatives. Innovations are commonly implemented 

within the NHS before their impact is fully known. For example, the health and care systems rapidly 

introduced innovations to adapt to the COVID-19 pandemic.1-3 These addressed immediate challenges 

such as radical reductions in face-to-face appointments, and workforce redeployments,4-7 and longer-

term challenges such as backlogs, staff burnout, and health inequalities exacerbated by the 

pandemic.8-10 At the same time, innovations may require flexible and varied financial structures and 

support mechanisms, which aid scale-up and spread beyond local settings. New service delivery 

models may demand innovative governance and payment arrangements.  

2.2.2 Tensions and sensitivities of conducting rapid evaluations 
Both rapid and non-rapid evaluations can be complex and politically sensitive, requiring a balance 

between stakeholder engagement and trust whilst maintaining independence. This can be challenging, 

e.g. due to the importance of interventions, and optimism bias of intervention designers and 

implementers.11, 12 In RSET (2018-2023), we worked closely with evidence-users to familiarise ourselves 

with context and service issues to gain an understanding of the tensions and sensitivities. We worked 

to quickly build rapport and trust with stakeholders; we met stakeholders regularly to listen to and 

understand their perspectives, and share evaluation progress and formative findings (see Section 6 for 

further details). We also managed expectations by being transparent about limitations of rapid 

evaluations with short timeframes.11, 13 



NIHR156380 Rapid Service Evaluation Team (RSET) 2023-2028 – Protocol v1.0, 8th December 2023 

10 
 

2.3 Previous experience 
The team has broad and deep expertise in rapid and non-rapid qualitative, quantitative and economic 

methods, ensuring Patient and Public Involvement and Engagement (PPIE) throughout (Appendix 1 

summarises our diverse applied methodological expertise). By the end of RSET (2018-2023), we will 

have delivered ten rapid evaluations across a range of health and social care settings in close 

collaboration with evidence users (seven complete,14-20 three due to complete by end contract 21-23). 

Full details of our work and outputs can be accessed on the RSET webpage 

(https://www.nuffieldtrust.org.uk/rset-the-rapid-service-evaluation-team). 

The team have extensive experience of co-producing evaluations or conducting research with national 

stakeholders15, 24, 25 and local service providers,14, 26 including community and social care 27-36 and 

members of the public and the wider community 20, 27 (Section 1.4 covers our networks, and Section 3 

our co-production plans). Throughout our work, we have used formative and summative approaches 

to achieve impact at national and local levels (Appendix 1). This application builds on learning from 

five years of RSET(2018-2023), 11, 13 summarised in Table 2. 

Table 2. Summary of lessons for conducting rapid evaluations of innovations in health and care 11, 13 
and approach proposed for RSET (2023-2028) building on these lessons 

Theme Lessons learned from RSET (2018-2023) Proposed approach for RSET (2023-
2028) 

Team 
characteristics 
and 
management 

- Team-based approach to qualitative data 
collection/analysis increased scale and 
speed.13 

- Resource appropriately for timescale (e.g. 
large, rapid evaluations require more 
leadership and bigger team).11  

- Need committed senior leadership, and 
suitably skilled teams.11 

- Project management needed at all stages. 

- Executive management group of co-
investigators. Project leads identified 
from this group. This will increase 
leadership capacity and ensure 
success of projects.  

- Budgeted for several researchers 
(qualitative, quantitative and health 
economics expertise).  

- Social care expertise – expert in social 
care included within team to advise 
on needs of social care evaluations in 
addition to our ability to bring in 
additional social care expertise where 
necessary.  

- External consultancy budget to bring 
in additional expertise as needed. 

- Doubled project management 
capacity (0.5 FTE to 1.0 FTE).  

Ensuring 
feasibility of 
rapid 
evaluations 

- Scoping important to decide feasibility and 
approach rapidly.11, 13 

- Consider what cannot be done rapidly. 
- Design evaluations to address policy and 

practice issues.11 
- Use structured processes for rapidity and 

consistency.11 
- Be responsive to changing needs and 

circumstances.11 
- Demonstrate flexibility in methods and 

approach. 

- Introduced discovery phase (for 
feasibility assessment). Discovery and 
Scoping both consider availability of 
data and implications and risks of 
collecting new data.  

- Use existing resources (e.g. ethical 
applications, information and consent 
forms, Rapid Assessment Procedure 
(RAP), topic guides, survey questions) 
for rapid development of consistent 
approaches.  

https://www.nuffieldtrust.org.uk/rset-the-rapid-service-evaluation-team
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- Consider risks of collecting new quantitative 
data.11 

- Team experience plus external 
consultancy budget enables flexibility 
and choice of appropriate methods.  

Working with 
stakeholders 

- PPIE input is required from the inception of 
projects.  

- Quickly build trust and rapport with all 
stakeholders (including PPIE members, 
commissioners, healthcare providers) – 
using open conversations and transparency 
around limitations/uncertainty.11, 13 

- Plan how best to share formative and 
summative findings with evidence users to 
inform decision making and facilitate 
impact.11, 13 

- Use embedded approach (communications 
specialists and research team) to develop 
tailored, high impact dissemination plans, 
incorporating formative and summative 
feedback. 

- Enhanced PPIE strategy - PPIE input 
from conception of projects (by 
working with community and charity 
partners, and our existing PPIE Panel), 
two PPIE co-leads (RM and PLN), 
project level PPIE. 

- Enhanced evidence user strategy -
expanded Stakeholder Advisory 
Board, project-level advisory boards 
as necessary. 

- Co-produce dissemination plans with 
evidence users to facilitate impact. 

- Enhanced communications strategy – 
co-develop tailored dissemination 
plans with Nuffield Trust Comms 
Team, “interview” researchers to 
inform comms planning, include 
comms in project meetings, build 1:1 
relationships and interactions, 
responsive media work. 

 

2.4 Networks 
Through our extensive history of conducting high impact, rapid and non-rapid research, the RSET team 

have extensive networks in health and care sectors at national, regional, and local levels. Key 

stakeholders include NHS England (NHSE), Academic Health Science Networks (AHSNs), NIHR Applied 

Research Collaborations (ARCs), the Association of Directors of Adult Social Services (ADASS), and the 

NHS Confederation. We have longstanding, productive relationships with health and care services, 

including specialist acute and surgical services37-41 and services for people with rare diseases.42-46 We 

have strong links with other rapid evaluation teams (e.g. BRACE) and the wider research community, 

particularly through Health Services Research UK (HSRUK). We will continue to work with other rapid 

evaluation teams, including the new NIHR social care rapid evaluation team. In addition, the Nuffield 

Trust’s influencing and engagement work on key health and social care policy issues enables close 

relationships with government and opposition parties, arm’s-length bodies, other policy-focused 

organisations, and the media. We also have productive relationships with third sector organisations 

(e.g. Stroke Association, Cancer Research UK, Shaping our Lives) as collaborators in our research and 

facilitators of our impact (e.g.38, 47, 48).  

2.5 Patient and public involvement and engagement (PPIE) 
PPIE will shape all aspects of RSET (2023-2028) – strategic leadership, programme oversight, project 

delivery, and enabling impact. We will build active, sustainable partnerships with a diverse range of 

patients and public. While rapid evaluations can limit the time available to develop ways of working 

with patient representatives, we are able to draw on a co-produced strategy from RSET (2018-2023) 

to provide a foundation for new relationships in RSET (2023-2028). At the start of RSET (2018-2023), a 

2.5% FTE PPIE Coordinator worked with the NIHR CLAHRC North Thames PPIE panel to obtain input on 

our projects, and our SAB included 2 PPIE members. We improved this approach throughout RSET 

(2018-2023) to include co-producing a strategy with PPIE members, developing a 5-member PPIE 
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Panel, recruiting project-specific PPIE via NIHR’s People in Research platform, forming project-specific 

PPIE Panels, and appointing a PPIE Lead (PLN 10% FTE) to facilitate PPIE on all projects. 

The approach to PPIE in RSET (2023-2028) will build on our learning from RSET (2018-2023). PPIE will 

be co-led by a patient representative (RM, 10% FTE) and a senior project manager (PLN, 10% FTE on 

PPIE). We will be guided by UK Standards for Public Involvement49 to find innovative ways to 

collaborate rapidly with patients and public in all aspects of our work. 

2.5.1 PPIE objectives for RSET (2023-2028) 
1. Tailored involvement: PPIE partners from diverse backgrounds will be matched to projects 

according to their lived experience. We will facilitate PPIE partners’ participation throughout 
all study phases, tailoring the level and nature of involvement to their preferences and 
requirements.  

2. Governance: PPIE leads will attend executive management group meetings to ensure best 
PPIE practices are integrated into every aspect of the programme. 

3. Supportive of collaboration: development resources and training activities will ensure PPIE 
partners and researchers continue to develop their collaboration skills (regardless of 
experience level). 

4. Accessible and appropriate communication: a range of communication methods/formats will 
be used to reflect people’s different accessibility and engagement needs.  

5. Continuous learning: PPIE activity will be captured using the Public Involvement in Research 
Impact Toolkit (PIRIT).50 This information will guide regular feedback and reflective discussion 
between PPIE partners and researchers, to support ongoing improvement of our PPIE 
approach. 

2.5.2 PPIE approach 
To optimise PPIE throughout the programme we will take a multi-tiered approach: 

• Involvement of two PPIE leads (RM and PLN) to oversee PPIE practices. 

• Programme level governance: our Stakeholder Advisory Board (SAB) will be co-chaired by an 
SAB member with public and patient expertise (TBC) (together with Rob Webster). Our SAB 
includes a highly respected expert in PPIE and addressing issues of racial diversity within PPIE 
(Dr Sarah Knowles). Knowles will ensure best practice throughout the programme. Dr Knowles 
will attend SAB meetings and PPIE Panel meetings. 

• Programme level PPIE Panel: We will extend our current PPIE Panel from 5 to 8-10 members, 
in order to increase capacity and diversity (including young people, those new to PPIE, carers, 
members of minority ethnicity groups, and groups who struggle to access services or 
experience health inequalities). PPIE roles will be advertised through the NIHR People in 
Research platform, and Shaping our Lives. Our PPIE Panel will meet 2-4 times per year and 
feed into all aspects of ongoing and developing RSET (2023-2028) projects (Figure 1; Section 
4). 

2.5.3 Project level PPIE 
During discovery and scoping, we will conduct workshops with patients and the public to assess 
relevance of the proposed work, discuss the evaluation focus, and inform dissemination approaches. 
We will recruit attendees quickly by liaising with organisations such as Shaping Our Lives (a non-profit 
organisation that facilitates involvement of disabled and other marginalised communities),51 NIHR’s 
People in Research platform,52 and social media engagement. The PPIE Panel will be a 'ready' resource 
to give feedback during these early stages. 
 

During protocol development, 1-2 PPIE partners will be recruited to research teams to co-design 
project plans, including advising on data collection, interpretation, and dissemination. We will also 
establish project advisory panels (Section 4.1). Panels will provide independent advice on all aspects 
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of projects, and will include a range of stakeholders, including at least one person with relevant lived 
experience (potentially recruited via the scoping workshops).  

During project delivery, PPIE partners will attend project meetings to guide delivery of the project, 
including decision-making, interpretation of findings, and co-production of outputs). They will also 
attend PPIE Panel meetings (to support ongoing development of our PPIE approach).  

Wider collaboration: We will work closely with other rapid evaluation teams’ PPIE groups on joint 
projects as we did in RSET (2018-2023).15, 27 

Our PPIE Terms of Reference will be co-produced with PPIE partners. This will cover RSET’s (2023-2028) 

PPIE objectives and processes at programme and project level, as well as reimbursement and payment 

(following NIHR guidance).53 PPIE members will receive training to support them with their role 

throughout RSET (2023-2028). Additionally, we will provide feedback to PPIE members regarding the 

impact their feedback has made on evaluations. This will support continual development for PPIE 

members. 

2.6 Equality, diversity and inclusion 
The team are committed to ensuring equality, diversity and inclusion (EDI) within RSET (2023-2028). 

Our EDI practices cover the programme team (outlined here) and the way we conduct research 

(Section 3.12). The research team comprises a mix of backgrounds in relation to gender, age, ethnicity 

and other protected characteristics. In terms of our wider team, we will ensure that our SAB and PPIE 

Panels represent a range of backgrounds (age, gender, ethnicity) and experiences of different aspects 

of the health and care system. In support of EDI practices, our SAB will include an expert in EDI, who 

will provide oversight and guidance on our EDI activity. We will recruit new members of staff in line 

with partner organisations’ policy, encouraging equality, diversity and inclusion throughout 

recruitment.  

3. Research design/Methods 

3.1 Aims 
RSET (2023-2028) will carry out rapid evaluations of health and care innovations, in close partnership 

with those who deliver, manage and use these services, to produce timely findings of national 

relevance and of immediate use to decision-makers.  

3.2 Objectives 
Our objectives will be to: 

• Work in partnership with PPIE and evidence users to co-produce meaningful evaluations of 
innovations implemented in health and care systems and services in England and other home 
nations; 

• Collect/access relevant and timely data to evaluate innovations, including potential impact on 
inequalities; 

• Use existing and novel analytical methods to evaluate innovations and produce timely findings of 
national relevance and immediate use to decision-makers; 

• Generate formative and summative lessons on innovations (e.g. on scalability and transferability 
of innovations) using rapid, innovative approaches so that learning can be used quickly in other 
parts of the health and care system; 

• Develop and share learning about methods and our experiences of rapid evaluation. 

3.3 Theoretical/conceptual frameworks 
Theoretical frameworks can help researchers understand problems, specify components of 

interventions, and develop and test hypotheses on how the implementation of innovations may relate 
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to outcomes.54 Relevant and appropriate theoretical frameworks will be used throughout our 

evaluations both in terms of design (e.g. to inform research questions, topic guides and survey tools) 

and analysis (e.g. coding frameworks). Our team has expertise in using and contributing to theory, with 

examples covering adoption, spread, outcomes, and sustainability of innovations,55-59 implementation 

science,60-65 major system change,37 treatment burden,66 and behaviour change.67, 68 We will draw on 

theories that are most relevant to the focus and scope of evaluations. For example, within the rapid 

COVID-19 remote home monitoring study15 we used different theories to support different aspects of 

analysis. Patient engagement and experience were analysed through burden of treatment theory,69 

workforce and staff experience were analysed using caring at a distance theory,70 implementation was 

analysed using the major system change framework,15 and remote monitoring and technology were 

analysed using the NASSS framework.15  

3.4 Research questions 
These may include the following, depending on the specific needs of each evaluation: 

• RQ1. How was the innovation developed (e.g. drivers for change, theory of change)? 

• RQ2. How was the innovation designed to address or overcome potential inequalities?  

• RQ3. How was the innovation implemented in practice?  

• RQ4. Which factors influenced implementation?  

• RQ5. What was the impact of the innovation on outcomes (for patients, staff, services), including 
potential unintended consequences, or how might the impact of innovations be evaluated in 
future? 

• RQ6. What was the cost of the innovation, was it cost-effective and under what circumstances 
would it be cost-effective, or how can the costs of innovations be evaluated in future? 

• RQ7. What were the experiences, preferences, and behaviours of staff delivering the innovation?  

• RQ8. What were the experiences, preferences, and behaviours of patients and carers? 

• RQ9. Were there impacts from service innovations on access, inequalities and disparities? 

• RQ10. What lessons can be learned for future implementation of the innovation? 

3.5 Research design 
We will conduct rapid, rigorous and co-produced mixed-methods multidisciplinary evaluations. 

Methods will be tailored to the individual needs of each evaluation,11 but it is likely that evaluations 

will typically combine a range of qualitative and quantitative methods. We will continue to embrace 

innovative methodological approaches (see Section 2.11 for examples). We will aim to recruit a range 

of sites in different healthcare settings that have implemented each innovation, to compare across 

different organisational contexts. Evaluations will include a wide range of participants (e.g. patients, 

carers, healthcare providers) with diverse backgrounds (e.g. age, gender, ethnicity, and experience - 

see Section 2.12). 

3.6 Integrating research components 
Methods will be integrated throughout the evaluation process. At the design stage, we will consider 

how different methods might be linked to address research questions, and ensure data collected in 

workstreams support their integration (e.g. quantitative analyses reflect issues identified in initial 

qualitative observations, interview topic guides explore issues likely to arise from quantitative 

analyses). Findings will be drawn together throughout the analysis and interpretation stages, e.g. using 

Rapid Assessment Procedure (RAP) sheets71 and joint displays (which present results from all research 

components, organised around our research questions).72 Where appropriate, we will use multi-site 

case study designs to identify site-specific and more generalisable lessons.73 For example, in the 

COVID-19 remote home monitoring evaluation, cost data and data on uptake of local services were 

combined with patient and staff surveys and interviews.15, 69, 70 This will facilitate identification of 
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complementary and explanatory findings (e.g. where qualitative findings on implementation (e.g. 

uptake) may help explain quantitative observations).  

3.7 Topic selection 
Unlike RSET (2018-2023), in RSET (2023-2028) the funder will mainly identify evaluation topics. In the 

event that we are approached through our networks with ideas for rapid evaluations, we will 

encourage stakeholders to submit these ideas to the funder.  

3.8 Discovery and scoping 
In RSET (2018-2023), scoping was essential to check the feasibility of evaluations.11, 13 Building on our 

learning, we now propose two stages of scoping: a) discovery – a 2-4 week, targeted feasibility check, 

completed prior to protocol development; and b) scoping and protocol development (see Table 3). We 

have developed several criteria (and associated questions) that will help us (together with stakeholders 

and funders) to scope an evaluation appropriately in RSET (2023-2028) (see Table 3).  

3.8.1 Discovery stage (pre-Protocol Development) 
Upon receiving a topic, we will work with PPIE and evidence users (e.g. our established networks) to 

conduct an initial feasibility assessment. This will assess whether a rapid evaluation is required to 

inform policy and practice, whether the topic is amenable to rapid evaluation, and likely contribution 

of rapid evaluation to delivery of the innovation (see Table 3). Within this stage, we will also seek advice 

from our social care advisor (NCu) on the likely needs of social care services and implications of each 

evaluation for social care, in order to embed social care within our evaluations where appropriate. We 

will aim to complete this stage within 2-4 weeks. If the team think that the evaluation should not be 

continued, we will discuss with the funder. 

3.8.2 Scoping and protocol development 
If the topic is deemed to be appropriate and amenable for rapid evaluation on the information 

obtained, we will conduct a period of iterative scoping work and protocol development. This stage will 

explore what is known about the subject and to identify gaps, in order to guide evaluation design. 

Within this stage, we will consider how best to address social care issues identified within the discovery 

stage, in collaboration with our social care advisor (NCu). This stage may last from 2 weeks17, 74 to 6 

months).24, 25 Throughout, we will be guided by in-depth collaboration with PPIE and evidence users, 

and a review of available evidence. 

PPIE and evidence users will be involved in several interrelated processes. We will learn about the 

innovation, its context, and activity to date; explore what data would be available for analysis; and co-

produce research questions. These processes are critical not just to evaluation design, but also to 

building relationships with key stakeholders, including patients and public, by involving them in 

decisions about all aspects of the evaluation (e.g.11, 13). A literature search will be conducted to 

establish what is known about each topic, what data are available and possible initial analyses (e.g. 

power calculations). This approach worked well in previous evaluations (e.g.21, 24, 28, 74). During scoping, 

we will explore the appropriateness and feasibility of including comparators from the other three UK 

nations (Wales, Scotland and Northern Ireland).  

Scoping will result in a protocol co-produced with PPIE and evidence users. Protocols will be reviewed 

by 1-2 external peer reviewers with expertise in the topic (using a rapid peer review template that we 

have designed). Protocols will then be shared with the funder for review, approval, and publication on 

the NIHR website. Where appropriate, we will publish protocols in peer-reviewed journals. 
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3.8.3 Decision-making with funder 
Findings from discovery and scoping may result in a proposal not to proceed with a rapid evaluation. 

This will be presented and discussed with the funder informed by criteria we have developed to 

support these decisions (see Table 3). Issues may be practical in nature (e.g. established evidence base, 

no urgency, lack of engagement) or methodological (e.g. difficulties recruiting in time).13 We will 

discuss our discovery and scoping findings with the funder to decide what is best for the evaluation. 

The final decision on whether or not the project continues, will be agreed with the funder.  

Table 3. Criteria for deciding whether to proceed with rapid evaluation (informed by 13, 20). 

Stages Criteria Questions  

Discovery 
stage (early 
feasibility 
check; aim to 
complete 
within 2-4 
weeks) 

Rapid evaluation 
seems appropriate  

• Does the innovation require rapid evaluation to 
inform policy and practice? 

The innovation seems 
amenable to rapid 
evaluation 

• Is the innovation in operation/being trialled 
currently? 

• Can we secure local buy in and involvement for an 
evaluation? 

• Are the innovation and its aims well defined? 

• What are the benefits or risks to evaluating now? 

• Are there other reasons why a rapid evaluation is 
either infeasible or inappropriate? 

• How will rapid evaluation contribute to delivery of 
innovation? 

• If quantitative data are critical to the evaluation, 
will they be potentially available? 

Scoping  

 

(2 weeks- 

6 months)  

Rapid evaluation is 
needed/justified  

• Are there relevant gaps in evidence? 

• Are lessons required urgently (e.g. to inform policy 
or practice rapidly)? 

• Do stakeholders/evidence-users/PPIE agree on the 
need for the evaluation and its focus, scope, and 
timescale?  

There is sufficient 
stakeholder 
engagement 

• Do national/local stakeholders confirm support for 
evaluation? e.g. do they agree to join study 
group/steering panel, or act as local contact? 

There are no 
methodological 
barriers preventing 
rigorous rapid 
evaluation 

• Are sufficient (quantitative and/or qualitative) 
data available on the innovation, or can such data 
be collected in the given timeframe? 

• Can research questions be answered with 
sufficient methodological rigour within the 
required timeframe? 

 

3.9 Research methods 
Evaluations will usually incorporate a combination of quantitative, health economic, and qualitative 

methods. A variety of different data collection methods will be used, depending on the study (see 

Appendix 1). Structured processes for data collection will ensure consistency and for work to be rapidly 

picked up by other team members where necessary.11 Below, we describe our proposed methods for 

each indicative Research Question. As outlined elsewhere (e.g. Sections 1.5, 2.8, 3, 4), our approach 

to addressing these questions will be shaped by engagement with PPIE and evidence users from the 

discovery and scoping phases onwards. 
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• What was the process of development for the innovation (RQ1) and how was the innovation 
designed to address or overcome potential inequalities (RQ2)? 

Rapid qualitative methods, including rapid ethnography,71 will be used to evaluate how innovations 

were developed at national and local level, including how potential impact on inequalities was 

considered and addressed. To analyse the decision to change, theories of change, and service/policy 

need, example methods include: interviewing national and local leads and providers; and analysing 

relevant documents (e.g. policy, project/programme plans and meeting documentation). To 

understand how health inequalities have been considered, example methods include: interviewing 

relevant individuals (service leads, equality leads, patient group representatives that may face barriers 

to access or engagement); and reviewing equality and health inequality impact assessments (EHIAs) 

that have been conducted (see Section 2.12 for more details on how we will address potential 

inequalities within our evaluations). 

• How was the innovation implemented in practice (RQ3) and what factors influenced 
implementation (RQ4)?  

Implementation will be analysed using mixed methods approaches. Qualitative methods will draw on 

rapid ethnography71 to study e.g. variations in implementation approaches, leadership and 

management of change, any unintended consequences, and influential factors, including 

organisational and service context. We will aim to sample different healthcare settings that have 

implemented innovations, to compare service models, geographical location (e.g. rurality), and local 

populations (e.g. deprivation). We will interview a range of participants from healthcare providers and 

the wider context (e.g. commissioners and voluntary sector). To analyse implementation 

quantitatively, where possible, we will draw on national and local datasets to determine uptake, 

adoption, and spread of services, and cost data.  

Quantitative and qualitative data will be triangulated and integrated to understand how an innovation 

has been implemented and factors influencing implementation. Where appropriate, we will use multi-

site case study designs to identify site-specific and more generalisable lessons (see Section 2.6 for 

approaches to integration and Section 2.3 for theoretical frameworks to be used).  

• RQ5. What was the impact of the innovation on outcomes (patients, staff, services), or how 
can impact of innovations be evaluated in future? 

We will typically analyse impact on patient outcomes, care resources, inequalities of access and 

outcome, changes in care delivery and efficiency, as well as unintended consequences. In cases where 

the best ways to measure effectiveness are not certain, we will investigate the options available (e.g. 

as in RSET (2018-2023) social care in prisons).23 The analyses we conduct will depend on the data 

available: for example, whether appropriate data have been collected for enough patients, whether it 

is of sufficient quality, and whether the data can be accessed (this will be assessed during the Scoping 

phase (Section 2.8)). 

Routine datasets will include regularly updated national hospital administrative and community 

service data (Hospital Episode Statistics (HES), Emergency Care Data Set (ECDS) and the Community 

Services Data Set (CSDS)). These data will provide relevant contextual information, e.g. activity at 

national or regional levels, and permit analyses of changes over time. Further, we may use these data 

to measure the impacts of service changes alongside local data, or as an alternative when local data 

are unavailable.  

There may be situations where we wish to access other routine datasets, e.g. for evaluating services 

outside England, or primary care data. We have relevant prior experience and mature information 
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governance and data security processes in place to support such data access requests (see Section 8.1 

for further information on data and approvals).  

Where we are able to access local data, our priority will be to understand its quality and completeness, 

especially if it is new data produced by the service itself. Mitigating data quality issues using sensitivity 

analysis has been an important component of our rapid evaluations for RSET (2018-2023), including 

those of the COVID-19 remote home monitoring service75 and the patient-initiated follow-up 

outpatient innovation.22, 76  

If there are insufficient primary quantitative data (e.g. it is not available, or there are not enough 

patients) then we will consider alternative approaches, such as developing a framework to facilitate 

future evaluation, monitoring with formative feedback, or using available evidence in mathematical 

models. 

• RQ6. What was the cost of the innovation, and was it cost-effective, or how can the cost of 
innovations be evaluated in future? 

During the scoping phase, we will discuss with stakeholders what economic analysis will be most useful 

to inform decision-making. For example, this might be a full cost-utility analysis of the kind 

recommended by the National Institute for Health and Care Excellence,77 or a cost analysis of running 

an innovation, or a budget impact analysis to determine if the innovation is cost neutral or not. We 

will evaluate the costs and cost-effectiveness of innovations by exploring the costs of setting up and 

running the service and balancing these against their outcomes. The economic outcomes will 

incorporate outcome measures described above (RQ5) plus, where possible, quality-adjusted life years 

(QALYs). Costs and outcomes will be combined in cost-effectiveness, cost-consequences or cost-utility 

analyses. 

Measurement of outcomes will draw heavily on the research to address RQ5. We will focus on 

intermediate outcome measures, with modelling using pre-existing data if required to extrapolate 

long-term outcomes. We will assess whether it will be possible to calculate or model QALYs by 

predicting quality and length of life from the outcomes estimates to address RQ5. For example, 

mortality or survival impacts may be quantified in the effectiveness work, and utilities suitable for 

estimating QALYs may be taken from published sources or registries of utility data, such as the CEA 

Registry at Tufts Medical Center.78  

Costs will be assessed from the perspective of the NHS and personal social services, and also from a 

wider societal perspective if appropriate; this will depend on the research question and needs of the 

research end-users. We will use data collected at the scoping phase to delineate the important cost 

components to include in our analyses; to allow the analyses to proceed as rapidly as possible we will 

focus on key cost components only, where these costs are likely to differ sizeably between the options 

being compared. The volume of resource use for each of these cost components will be quantified 

using survey tools completed by service providers, or from published sources, or from interviews and 

focus groups undertaken as part of the research in the qualitative workstreams (see below). Resource 

use will be valued using local or national unit costs, for example, NHS Reference Costs,79 and the Unit 

Costs of Health and Social Care.80 

Doing health economic evaluations rapidly may increase variability and uncertainty in the findings. 

This will be explored, quantified, and communicated transparently, e.g. using statistical inference to 

address sampling variation, and deterministic and probabilistic sensitivity analysis to investigate 

parameter uncertainty. Where feasible, we will also undertake a budget impact analysis, combining 
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incremental costs with epidemiological data on expected patient numbers, to investigate what the 

budgetary implications would be if the innovation were to be rolled out.  

• What were the experiences, preferences and behaviours of staff delivering the innovation 
(RQ7), and patients and carers receiving the innovation (RQ8)?  

We will use mixed-methods (cross-sectional surveys, qualitative and rapid ethnographic methods71 

used to address RQs 1-4) to study experiences, preferences and behaviours of staff delivering the 

innovation and of patients and carers receiving the innovation.  

• RQ9. Were there impacts from the innovation on inequalities and disparities? 

Our mixed methods approach will study potential impacts from service innovations on inequalities and 

disparities in service access and uptake, and patient experience and engagement (again, guided by 

ongoing collaboration with PPIE and evidence users). Aggregated service-level data or national and 

local patient level data may be used to study uptake and access, and to identify any differences 

between groups that received the innovation and groups that did not receive the innovation.81 We 

may also be able to determine characteristics of sites recruited to the study (e.g. geographical location, 

urban/rural characteristics, deprivation scores, ethnicity and size). The routine datasets that we 

typically use for quantitative analyses (HES and ECDS) have good coverage of information relating to 

age, sex and area-level deprivation. Levels of ethnicity coding have improved in recent years (to being 

80-90% complete),82 and we have experience in employing strategies to further improve coding by 

using data across several years. Members of the team have recently analysed pandemic-related 

impacts on elective backlogs, and on care activity for those who died at home, with special focus on 

disparities by ethnic group and deprivation.83 However, evaluation of new services on rapid timescales 

may mean that we are often limited in what we might be able to determine about specific sub-

groupings of patients. 

We may also draw on findings from surveys with patients, carers and staff (see RQ 7 and 8). Surveys 

will include questions on demographic characteristics (including gender, age, living situation, 

education, postcode). Findings will be used to study impacts on patient experience and engagement. 

Qualitative methods will determine whether and how services or policies were designed to address 

potential inequalities by examining project plans and meeting documentation, and interviewing 

stakeholders about their views on implications of innovations for inequalities.  

• RQ10. What lessons can be learned for future implementation of the innovation? 

We will draw on findings from research questions 1-9 to inform longer-term evaluation or future 

implementation of the innovation, and if relevant, other innovations. These may include developing 

formal evaluation frameworks, which recommend data to be collected and methods of analysis.23, 26, 76 

With such frameworks, we aim to leave a legacy and help to build local evaluation capacity (both 

quantitative and qualitative), so that services may continue to monitor or evaluate local services 

themselves. 

3.10 Data analysis 
As outlined in Section 2.6, we will integrate methods and findings as appropriate to address our 

research questions. The quantitative data used and how we analyse it will depend on a combination 

of its availability and the needs of the project. Where it is appropriate to use inferential statistical 

analyses, such as to study impact of socioeconomic characteristics on access, experience or 

engagement (see RQ9), we will specify proposed hypotheses to test in our protocol – these will be 

based on previous existing literature where possible. Appropriate designs might be case-comparator 

studies, either at a person or site/area level analysed with multivariate statistical models.84 If the 

implementation of new innovations are staggered over time, then we may consider step-wedge 
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designs or interrupted time series.25 Where data indicate that the degree to which a new service is 

implemented across an area is variable over time, we may consider a dose-response type of analysis.75, 

85 Given our access to national datasets, we anticipate that counterfactual methods like generalised 

synthetic controls would be attractive options for rapid analysis, with high potential for re-use on other 

studies.84 In each case, we would need to consider the robustness of the methodology in a rapid 

context and decide whether a more innovative approach might be better suited (see Section 2.11). 

Alongside the team’s own analytical experience, we have access to rapid external statistical and 

methodological advice.  

For cost analyses, we will calculate and report the volume of resource use, unit costs and the product 

of these for each cost component, as well as total costs, for the options being compared (see RQ6). In 

each case we will report point estimates (mean and median costs per participant) and measures of 

variation (standard deviations/standard errors, confidence intervals, interquartile ranges). Costs will 

be converted into constant prices and values beyond one-year will be discounted according to 

recommended discount rates. To compare average resource use and costs between options, we will 

use adjusted regression analysis (e.g. general linear models). Where appropriate we will adjust for 

missing values using statistical methods (e.g. multiple imputation by chained equations).86 We will 

undertake deterministic and probabilistic sensitivity analyses to investigate uncertainty.87 

To analyse qualitative data, we will use Rapid ethnographic approaches, including Rapid Assessment 

Procedures;71 these are used to rapidly capture key findings from different data sources, used 

successfully in previous research.24, 25, 69-71 We will make notes on summary findings from each data 

source for each research site. This will enable us to pull together findings from different types of 

participant and research sites more quickly. We will code the information added into the tool to 

develop themes and subthemes. This will allow us to feedback findings to stakeholders more quickly. 

Our qualitative work may also draw on traditional thematic analysis methods,88 e.g. mapping 

programme theories or theory of change (where relevant). 

3.11 Using innovative rapid methods 
Building on our experience and expertise (Appendix 1), the team will employ a range of innovative 

qualitative and quantitative data collection and analysis methods, as appropriate. These may include: 

a) using methods designed for rapid evaluation,71 b) using intensive methods (e.g. shorter research, 

fewer participants or study sites), c) adapting standard research methods, and d) use of technologies 

or existing data.89 Where necessary, we will complement these approaches with more thorough 

traditional qualitative methods, such as thematic analysis.88 We will also explore the feasibility of 

adapting other innovative qualitative methods depending on appropriateness for individual studies. 

These may include creative methods such as photo elicitation/visual ethnography;90, 91 using ‘big data’ 

approaches, such as text mining, data visualisation, and ethnography in online environments, and 

mobile research methods;92 and using audio or video recordings to evaluate aspects of 

implementation, delivery, and patient engagement.93, 94 Our team will keep updated with 

developments in qualitative methodologies and discuss how these might be employed. For example, 

through our wider networks (e.g. the UCL Qualitative Health Research Network; Health Services 

Research UK; Rapid Research, Evaluation and Appraisal Lab). 

For quantitative work, we may be able to apply standard statistical methods for analysing effectiveness 

to relevant person-level data. However, rapid timescales might mean this is either not possible or 

necessary, in which case we will consider using aggregated data. For example, our analyses of the 

effectiveness of the Special Measures for Quality regime19 and prehospital video triage for stroke14 

used aggregated data that were already in the public domain. Where a service is new and data 



NIHR156380 Rapid Service Evaluation Team (RSET) 2023-2028 – Protocol v1.0, 8th December 2023 

21 
 

collection has only started, we might propose to use techniques for monitoring outcomes in real-time 

for formative feedback while the service is being adopted.95 Where the impact of a service is not likely 

to be seen over the course of the evaluation, we may build mathematical models to predict longer 

term outcomes based on what is being seen over the shorter term.96 We will also consider modelling 

approaches based on existing evidence if insufficient observational data are available from the service. 

We have a track-record of applying new or innovative quantitative methodologies (as illustrated during 

RSET (2018-2023)). These included applying a ‘stacking’ technique for combining multiple interrupted 

time series of z-scores,19 change point analysis to identify notable shifts in time series of outpatient 

attendance at acute trusts,22 dose-response modelling using mixed aggregated and patient-level 

data,15 developing evaluation guidance or frameworks to enable new or ongoing evaluation of 

services.22, 23, 26 

Our expertise in rapidly integrating multiple diverse data sources means we can quickly develop a 

thorough understanding of both ‘what works at what cost’ and the ‘how and why’ of innovation. For 

example, we can analyse why services may not be adopted as widely as expected, or why innovations 

may or may not be effective. We can examine the impact of innovations on outcomes, experiences, 

inequalities, and value for money, while also explaining how these impacts were achieved. Finally, we 

can describe what these changes mean to different stakeholder groups, in order to identify actionable 

lessons for other contexts.  

3.12 Ensuring equality, diversity and inclusion within our research methods 
Equality, diversity, and inclusion (EDI) is an established and growing priority in health and social care 

research.97, 98 A focus on EDI helps identify important interventions for evaluation, improves 

understanding of their implementation and outcomes, and improves transferability and impact of 

learning.97-99 Our approach, at programme and project level, reflects the value of involving diverse and 

underserved communities – e.g. in terms of sex, gender, ethnicity, disability, age, and socioeconomic 

status - in all aspects of our work. 

3.12.1 Programme level plans 
Governance of RSET (2023-2028) will provide important supports for EDI (Section 1.6). We have 

recruited experts in EDI to both our Stakeholder Advisory Board (SK + another stakeholder (TBC)) and 

core PPIE Panel (RM, SK). Discussions about RSET’s (2023-2028) focus and approach will be facilitated 

by guidance on effective EDI.100 In line with recommendations, we have identified PPIE leadership roles 

within RSET (2023-2028) (RM and PLN) and involvement processes to support EDI within our PPIE 

Panel. We have budgeted in order to enable effective inclusion of a diverse range of stakeholders at 

programme and project levels. 

3.12.2 Project-specific plans  
During discovery, and scoping and protocol development, we will consult with PPIE and evidence users 
to understand EDI implications of both the intervention and our evaluation. Evaluation teams and 
project steering groups will include a diverse range of evidence users, healthcare professionals and 
patients/carers. We will work with our stakeholder groups to ensure our projects address EDI issues 
(e.g. whether and how different communities were involved in planning, how implementation 
approaches accommodate and measure potential impact on EDI, and the intervention’s impact on 
access, patient experience, engagement, and outcomes across different communities). Project 
research questions will address issues of inequalities and disparities, as appropriate. During scoping, 
we will draw on published frameworks (e.g. Health Inequalities Assessment Tool;101 INCLUDE 
framework;99 toolkit for increasing participation of Black, Asian and Minority Ethnic (BAME) groups in 
health and social care research).102 These frameworks will help ensure that our projects are designed 
to be inclusive and address appropriate questions (e.g. considering underserved groups, barriers to 
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inclusion and steps to overcome barriers). We may also draw on frameworks to support equity-
focused analysis (e.g. EquIR).59 We will: a) ensure that research materials are translated into a range 
of languages, b) conduct community outreach to recruit participants (e.g. through patient and staff 
organisations), and c) offer different modes of data collection (e.g. in person, telephone or online for 
interviews/focus groups/observations and online or paper surveys), offer different options for 
participation (e.g. participant only, participant and carer, or carer only interviews), and offer 
translation services.  

When selecting study sites, we will ensure that sites represent a range of characteristics (including 
geography, ethnicity, rurality, socioeconomic status). Where appropriate, we will aim to ensure that 
our recruited samples of patients, carers and staff include a range of participants of different ages, 
gender, ethnicities, living circumstances, educational qualifications, work situations, and disability. 
Where possible, we will compare our study sample characteristics to national or local populations 
accessing services (e.g. see15. 

Throughout evaluations, we will work with our diverse stakeholders to reflect on progress of the work 
and ensure our findings address implications for EDI. Finally, our dissemination/mobilisation strategy 
prioritises identification of and engagement with all relevant audiences; we will therefore seek to 
ensure our target audiences reflect diverse and underserved communities, and we will work closely 
with a diverse range of stakeholders to share our lessons (e.g. as co-authors and co-presenters). 
Throughout all our activities, we will be facilitated by guidance on effective EDI.100  

4. Co-production 
4.1 Co-production approach 

We will ensure that all our evaluations are co-produced with a range of stakeholders in order to ensure 

that findings will be relevant and of use to them. We will develop and maintain close collaborations 

with evidence-users such as healthcare providers and policymakers (whether local, regional or 

national), patient and public representatives, and third sector organisations. We will meet regularly 

with stakeholders throughout the project. This will be via dedicated project meetings and/or using 

existing networks, such as learning collaboratives. Our approach to co-production has been informed 

by previous learning on how to achieve rapid co-production e.g. the need to quickly build rapport and 

trust with a range of key stakeholders (Table 2).  

Within our evaluations, we aim to build rapport and trust through regular meetings, open and honest 

discussions about ways of working, establishing independence, protecting anonymity of services that 

take part in evaluations when sharing findings, and sharing of interim findings throughout the 

project.11, 13, 14, 21, 22, 25 

Our team have an extensive track record of collaborating with evidence users to co-design evaluations 

that meet stakeholder needs and achieve significant impact at national policy and service levels, e.g. 

by focusing on Patient Initiated Follow-up in the Outpatients study22 or by conducting a 2-month phase 

1 evaluation of COVID-19 remote home monitoring to provide evidence to inform national 

implementation of these services.17, 74  

4.2 Critical distance 
Maintaining critical distance is vital when co-producing evaluations (rapid or otherwise), to ensure 

independence of the research and unbiased findings (Section 1.2.2 sets out our experience managing 

tensions and sensitivities). We will continue to use the approach that we used in RSET (2018-2023) and 

non-rapid evaluations. This includes underlining the independence of the research at the outset and 

repeatedly through the study, including that findings will be published whether or not they are what 
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stakeholders hope for. In our experience, most stakeholders respect our transparency in 

communicating this principle, and value receiving independent findings. 

5. Resourcing and project management 

5.1 Building the evaluation team 
RSET (2018-2023) demonstrated the value of committed senior leadership, and suitably skilled and 

resourced teams, including project management.13 As rapid evaluations often require intensive 

leadership and oversight,11 we have developed an Executive Management Group (EMG)to expand 

leadership capacity (see Figure 1 and Section 4.3). As soon as a potential topic is identified by the 

funder, we will identify a member of the EMG to lead the project, liaise with the funder and service 

providers, and manage the team’s progress with project manager (PLN).  

Building on our experience of RSET (2018-2023),11, 13 evaluations will be delivered by multi-skilled 

project teams with experience of rapid approaches. Teams will include quantitative, qualitative, mixed 

methods, and health economics researchers (drawn from the executive management team and 

additional researchers), a social care advisor, a project manager, and PPIE representatives. Where 

projects require context-specific knowledge or skills and/or additional research capacity, we will seek 

additional expertise/support using a proposed expert consultancy budget. We will allocate resources 

in accordance with the demand, size and timescales of each evaluation,11, 13 and ensure that all team 

members understand their roles and responsibilities. We will hold weekly/biweekly team meetings for 

individual projects and establish clear methods of communication.11 This approach to team building 

was tested during RSET (2018-2023) and was integral to the success of projects (e.g.14, 15, 18, 19). To 

ensure that the team’s skills are continually developed and updated, we will assess training needs on 

a regular basis. Where appropriate, we may also collaborate with other rapid evaluation teams (e.g. to 

combine resources to complete rapid urgent requests). 

So that our work suitably reflects stakeholder priorities and has maximum impact, for each evaluation 

we will form a Project Advisory Panel. These groups will consist of relevant service and system 

representatives, and at least one person with lived experience of the innovation studied. These panels 

will meet with project teams at key stages of the project to provide independent advice on 

development of our work, i.e. to discuss evaluation design, protocol development, formative findings, 

and full findings. In addition, where appropriate, we will hold regular collaborator meetings. These 

will take place every 4-6 weeks and bring together the project team and relevant evidence users (e.g. 

system or service leaders). Discussions will support protocol development and data collection, analysis, 

and interpretation. Research teams will share formative lessons to ensure rapid uptake of learning 

from evaluations and direct impact on policy/practice. Sections 9.1 and 9.2 illustrate how such 

stakeholder groups have contributed to the progress and impact of our work on RSET (2018-2023).  

5.2 Managing resources (predominantly staff time) 
Given the multiple projects involved, the director and executive management group will ensure a 

suitable balance of researcher time and activity across projects. 

5.3 Project management 

5.3.1 Programme management 
The RSET (2023-2028) management structure is described in Figure 1. To ensure sufficient senior 

oversight, we propose a new governance structure. RSET (2023-2028) will be led by a single Director 

(NF), a Deputy Director (AR), and an executive management group, consisting of qualitative lead (AR), 

quantitative lead (CSJ), health economics lead (SM), PPIE leads (RM, PLN), senior project manager 
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(PLN), key researchers (HW, NC, TG) and a social care advisor (NCu). The executive management group 

will be co-chaired by NF and AR, and meet monthly to discuss progress of work and agree ongoing 

development of RSET (2023-2028). Project leads will be drawn from the executive management group. 

The whole RSET team – i.e. executive management group and project teams – will meet 4 times a year. 

 

Figure 1. Overview of groups involved in management of RSET (2023-2028) 

5.3.2 Quality control 
Internal quality control processes will help ensure RSET (2023-2028) delivers rapid and robust 

evaluations and findings. Protocols will be peer reviewed by two external independent experts and the 

funder. Project teams will present evaluations to the wider RSET (2023-2028) team (e.g. proposed 

design, emerging findings), to permit external challenge and debate at key stages of evaluation 

development. A member of the executive management team external to the project will review draft 

final outputs/reports. As noted under Dissemination, we aim to publish peer-reviewed outputs, 

including high impact journal articles; this is an important form of external quality control. Further, 

formative sharing of findings with evidence users, e.g. using Stanford Lightning Reports (where 

evaluators rapidly share what works, what needs to change, and insights and recommendations on an 

innovation) 103 will ensure accuracy of our work. 

5.3.3 Stakeholder Advisory Board 
The proposed Stakeholder Advisory Board (SAB) will draw together expert leaders from across relevant 

sectors, including NIHR. Our SAB will have independent Co-Chairs (Rob Webster and an SAB member 

with public and patient expertise (TBC); details below). The SAB will perform two main functions:  

1. Oversight: the SAB will meet online twice a year to review programme and project progress 
and the programme’s priority topics, proposing amendments if appropriate. 
Recommendations will be recorded and shared with NIHR, and our implementation of these 
discussed with the SAB. 

2. Project advice and support: the SAB members will provide ad hoc advice reflecting their 
expertise, including identification of and access to services, inequalities, PPIE, relevant 
datasets, and optimal settings for and approaches to dissemination of findings.  

The SAB will consist of some continuing members of RSET (2018-2023) SAB and some new members 

(highlighted with an asterisk*) to enhance the range of expertise. The SAB includes members with a 
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range of expertise in health and social care, public and patient involvement and equality, diversity and 

inclusion.  

• Rob Webster (Co-Chair): CEO, NHS West Yorkshire Integrated Care Board  

• Co-Chair TBC 

• Geraldine Clarke*: Senior Analytical Manager, The Health Foundation 

• Catherine Dale*: Deputy Coordination Director, The AHSN Network; Programme Director, Health 
Innovation Network  

• Jiri Chard*: Senior Analytical Lead, Analytical Services, NHS England 

• Steve Feast: Senior Advisor, Lexington Communications; Honorary Professor, University of East 
Anglia; Non-Executive Member, Suffolk and NE Essex ICB 

• Catherine French: Associate Director, KHP Cardiovascular and Respiratory Partnership Programme 

• Leon Goddard*: Senior Adviser: Commissioning and Markets, Partners in Care and Health (PCH) 

• Expert in EDI TBC  

• Sarah Knowles*: Independent PPIE expert, Knowledge Mobilisation Research Fellow, University of 
York  

• Kirsten Major: Chief Executive, Sheffield Teaching Hospital NHS Foundation Trust 

• Esther Mugweni: Deputy Head of Evaluation, Research and Evaluation Division, Public Health Data, 
Knowledge and Research Directorate, Public Health Wales  

• Jenny Shand: Chief Strategy Officer, UCLPartners 

• Allison Smith: Head of Research and Insight, Royal Voluntary Service 

• Ruth Burnett*: Executive Medical Director, Leeds Community Healthcare Trust and Leeds GP 
Confederation 

• Denise Tyrrell: Deputy Director of Operations and Delivery, National COVID-19 Vaccines 
Deployment Programme, NHS England  

• Sarah Walter*: Director, ICS Network, NHS Confederation  

• Arne Wolters: Head of Improvement Analytics, NHS England; Cumbria, Northumberland, Tyne and 
Wear (CNTW) NHS Foundation Trust; NIHR North East and North Cumbria Applied Research 
Collaboration (ARC). 

5.3.4 Project management 
RSET (2018-2023) demonstrated the importance of project management resource in delivering rapid 

projects from initial scoping through to mobilising lessons from the work.11, 13 We have therefore 

doubled our project management capacity, to enhance our efficiency and effectiveness at programme 

and project levels. Every project will have a project plan and timeline agreed with the funder and key 

stakeholders, regular team meetings with set agendas to enable progress against plans, and dedicated 

project management support. Project teams will meet weekly or fortnightly and work to agreed 

timelines. 

6. Project/research timetable 
We will aim to produce around two evaluations per year for five years. The RSET (2018-2023) team has 

substantial experience and expertise in working across multiple simultaneous projects to tight 

deadlines. The first six months of RSET (2023-2028) will include some parallel ‘programme set-up’ 

activities e.g. initial engagement with NIHR and other newly-launched rapid teams, and recruiting 

additional members to our core PPIE Panel. We recognise that the evaluations must be tailored to the 

innovation and context, and will work closely with local collaborators and NIHR to agree the scope and 

scale of these projects. Timings may be influenced by how the innovation is introduced, and the degree 

of support from stakeholders to conduct an evaluation. Below, we set out broad timelines for the main 

processes involved in evaluations (see Figure 2 for Gantt chart; further detail on research stages is in 

Section 2). 
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• Discovery phase: Duration - aim to complete within 2-4 weeks. 

• Scoping and Protocol Development (including peer review and HSDR approval): Duration - 2 
weeks to 6 months. 

• Ethics and governance approvals: Duration - up to 4 months. However, we will start research 
that can begin without approvals (e.g. literature review, staff fieldwork) during this time. 

• Data collection and analysis: Duration 2 to 12 months. 

• Formative feedback: Duration - throughout evaluation. 

• Summative feedback: Duration - 9 to 18 months. 
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Note. To maximise impact of projects, dissemination/mobilisation activity may extend to 18 months beyond completion of research. 
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Figure 2. Gantt chart for evaluation projects 
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7. Dissemination, outputs and anticipated impact 
In RSET (2023-2028), we will consult with evidence-users, patients/the public, and the Nuffield Comms 

team during Scoping to develop a tailored dissemination/mobilisation strategy for each project. These 

will include objectives, success criteria, audiences, policy context, risks, and opportunities, proposed 

activities, deadlines, and responsibilities. We will work with representatives on our SAB (including the 

NHS Confederation) to learn which findings are most important to different groups and how best to 

share findings with evidence users and their networks. This approach has previously supported rapid 

engagement with and uptake of learning, to inform future service developments (see Section 9.1 for 

an example of rapid work with high impact). Through our continued dissemination of findings, we aim 

to extend our reputation as a trusted source of expertise on rapid evaluation, thus facilitating increased 

opportunities for engagement and impact.  

7.1 Outputs 
Reflecting our RSET (2018-2023) dissemination activity, we will produce a range of outputs tailored to 

our audiences, to maximise understanding of and engagement with our findings. We will work with 

evidence-users to develop interim feedback through meetings, analysis workshops, and slide packs 

(e.g.104, 105). We will publish findings rapidly using preprints (e.g.106, 107), complemented with peer-

reviewed journal articles (e.g.13, 17, 24, 25, 27, 28, 69, 70, 74, 75, 85, 108, 109), final reports (e.g.14-16, 19, 20), accessible 

summaries,21 including blogs and Q&As (e.g.110, 111), reviews, webinars,48 and short films. We will target 

popular media, e.g. twitter, and the Nuffield Trust newsletter, which reaches 9,000 subscribers every 

week. Our learning from RSET (2018-2023) has demonstrated the value of this embedded approach, 

resulting in creative outputs such as the explainer on virtual wards, which (as of April 2023) has had 

5,300 page views and the briefing and accompanying explainer on Patient Initiated Follow Up (PIFU), 

which have had 1,700 and 1,400 page views respectively. Both explainers made use of infographics 

designed in-house by the Nuffield Trust Comms team, which enhanced shareability across social media 

and in presentations. The Nuffield Trust Comms team will embed communications into projects at an 

opportune time, by reviewing project documents and “interviewing” researchers to inform 

communications planning and to develop and maintain 1:1 relationships. 

Based on what we learn from our SAB and project-specific evidence users, we will share findings in a 

variety of interactive settings. Examples include project-specific webinars, learning events with local 

teams and regional leadership groups e.g. through AHSNs, and round-table discussions between 

national and service leaders and evaluation leads. We will continue to work with the NHS 

Confederation to disseminate findings through their networks, as appropriate, including with all 42 

Integrated Care Systems. 

To share learning on rapid evaluation more widely with evidence users and researchers, we will 

continue our annual rapid evaluation conference (in collaboration with Nuffield Trust, the Health 

Foundation, and other Rapid Evaluation Teams – four delivered to date), and build on our joint 

workshop, which we held with BRACE in June 2023 (see website).  

We will interact regularly with other rapid service evaluation teams funded by the NIHR HSDR 

programme. In addition to potential formal collaborations, we will aim to meet with the other teams 

at least once a year to share learning and good practice. We will also meet and interact with other 

teams involved in rapid evaluation that are not directly under the HSDR umbrella, including the 

Improvement Analytics Unit at the Health Foundation, the NIHR North West London Patient Safety 

Research Collaboration at Imperial College London, and the NIHR Central London Patient Safety 

Research Collaboration at University College London Hospitals NHS Foundation Trust.  

https://www.nuffieldtrust.org.uk/sites/default/files/2023-06/Learning%20from%20Rapid%20Evaluations%20-%20Overview%20%26%20Key%20Lessons%20%281%29.pdf
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7.2 Anticipated impact 

We will deliver evaluations that produce rigorous, timely findings. Our lessons will be shared widely 

and shape national policy, local service organisation and delivery, and the research landscape; it will 

also help enhance evidence users’ capacity to engage with evidence. We will build on our experience 

of enabling rapid, national impact from RSET (2018-2023). For example, our findings influenced the 

national roll-out of COVID-19 remote home monitoring services,15 and influenced an NHSE pilot of 

prehospital triage services across England14 (Table 1). RSET’s successes (2018-2023) contributed to 

increased demand for rapid evaluation, reflected in evidence users requesting and funding additional 

work. For example, NHSE provided additional funds to projects (e.g. COVID-19 remote home 

monitoring15 and Outpatient innovations)22 and the NIHR commissioned additional rapid evaluation 

teams. We have also had success in securing funding to extend our RSET (2018-2023) research (e.g. 

Prehospital Triage for stroke).48  

8. Approvals 
Our team have extensive experience in obtaining necessary governance approvals across different 

sectors (health and social care, prisons) and at different scales (national, regional, local). Our 

experience includes navigating data access approvals (Section 8.1), NHS/HRA ethics approval and 

HMPPS NRC approvals (Section 8.2). We are keenly aware of the ethical issues that may arise and are 

expert in addressing these issues and obtaining approvals (Section 8.2).  

8.1 Data approvals 
We are experienced in obtaining approvals to access quantitative datasets. Data requests will be 

submitted to appropriate data owners (e.g. NHS England, Healthcare Quality Improvement Partnership 

(HQIP)) for consideration. In RSET (2018-2023), we negotiated an innovative data sharing agreement 

with NHS Digital to use English hospital datasets for the whole programme of evaluations (instead of 

applying for separate approvals for each evaluation). We will use a similar approach in RSET (2023-

2028). This will support rapid scoping and planning of new work and speed up data analysis. A data 

agreement is likely to be in place far more quickly than for RSET (2018-2023), as the application model 

is now well-defined, and has been repeatedly tested, including through a number of amendments.  

We are actively planning for changes to how NHS data will be supplied to researchers over the coming 

years, i.e. accessing data through Trusted Research Environments (TREs). Members of our team 

recently worked within two such systems built around primary care data (OpenSAFELY, and the Clinical 

Practice Research Datalink (CPRD)).112 We have held initial discussions with NHS England to anticipate 

a future move that may be required to access their new Secure Data Environment, and to assess its 

impact on an agreement for RSET (2023-2028).  

8.2 Ethical and research governance approvals 

8.2.1 Our approach 
In RSET (2018-2023), we obtained ethical approvals for research spanning primary and secondary 

healthcare, social care and prisons. For instance, within the COVID-19 remote home monitoring study, 

we obtained governance approvals for research to be conducted across 28 sites (primary and 

secondary care) in England, during the pandemic.15  

Ethical approvals will be obtained for both qualitative and quantitative research. Our strategy will 

reflect the nature of each evaluation, in terms of the data collected and the context: a) for studies 

where data are to be collected from service users, we will apply for NHS or Social Care Research Ethics 

Committee (REC) and Health Research Authority approval; b) where NHS or Social Care REC approval 
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is not necessary, University REC approval will be obtained, or c) for components of evaluations 

including staff only, we will obtain approval for our study as a ’service evaluation’. This will allow lower 

risk research components to begin whilst NHS ethical approval is being sought.  

8.2.2 Mitigating possible ethical issues 
Qualitative and primary quantitative data collection approaches raise several ethical issues. This 

relates to the potential sensitivity of topics addressed, the fact that we will obtain data from health 

and care staff, patients, service users, and the public, and the associated issues of obtaining informed 

consent and capacity to participate. The team are highly experienced in managing these issues. We 

will work with PPIE and evidence users to ensure that evaluations and research materials are 

appropriately designed, sensitively presented, and clearly state participants’ rights (e.g. to study 

information, confidentiality, and withdrawal). Personal or sensitive data (e.g. contact details and 

sociodemographic characteristics) will be transferred directly into and stored on the secure UCL Data 

Safe Haven. We will fully anonymise findings. We will signpost participants to support services where 

appropriate, following advice from PPIE and stakeholders. For secondary analysis of quantitative data 

(such as HES data and national audits), we will request data that have been processed to minimise 

identifiability. 

9. Success criteria and barriers to proposed work 
There are several factors which will indicate success for our proposed work. These factors differ for 

different stages of the project. One of the main goals of our evaluations will be to make a positive 

impact on health and social care services. 

To provide demonstrable impact, our evaluations first need to be successfully completed. In order to 

successfully complete projects, we will need to a) identify and engage key stakeholders on programme 

and project-specific levels, b) obtain necessary approvals, including funder sign off, governance and 

ethical approvals, and c) meet data collection targets for individual evaluations. 

Mobilising knowledge for impact begins when a research project begins. Success criteria for 

dissemination include identification of key stakeholder groups (and ongoing development of an 

inclusive dissemination list), sharing of formative findings as they emerge, and publication of 

summative findings through journal articles, blogs, etc. Success criteria for demonstrating impact 

include presenting and sharing findings with key policy makers and other stakeholders, observing 

demonstrable changes to health and care services, and findings being cited in policy documents. 

However, there are some barriers to our proposed work. We outline these, together with potential 

mitigations, in Table 4.  

Table 4. Potential barriers to proposed work and mitigations 

Barriers  Mitigations 

Delays obtaining ethical and 
governance approvals. 

• Team experienced in obtaining ethical, data access and 
governance approvals (Section 8). 

• Close working with university research offices and 
ethics committees regarding rapid nature of 
programme. 

• Plan flexibility into data collection timings in case of 
delays.  

Challenges rapidly obtaining buy in and 
access to stakeholders (including PPIE) 
and sites 

• Build relationships with key stakeholders (including 
PPIE and underserved groups) from Discovery onwards 
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(e.g. Sections 2.12 and 4.1), and work with them to gain 
access  

• SAB and PPIE Panel provide advice and support in co-
producing and delivering evaluations. 

• Continuous learning (e.g. via PIRIT) will allow us to 
identify strategies that help address challenges in 
supporting PPIE in rapid evaluations. 

External factors such as severe 
pressure on services, or COVID-19, 
which may have consequences for our 
evaluations 

• Plan contingencies into protocols to mitigate such risks, 
e.g. remote data collection.  

• Develop and deliver evaluations that are sensitive to 
capacity/resource issues, minimising impact on staff 
and service time and resources.  

• If services cease to run during these situations, pause 
studies until they are able to resume.  
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Appendix 
Appendix 1. Summary of team expertise 

Research methods Example evaluations where applied (bold=rapid; non-bold=non-
rapid) 

Analysis of large patient-level 
secondary care datasets 

COVID-19 remote home monitoring - phase 2,15 Outpatient 
innovations,22 Cabinet Office Reducing Winter Pressures Fund,114 
Stroke reconfiguration,39, 115 METRO 24/7116 

Analysis of patient-level 
primary care data 

Health 1000,117 Deaths at home during Covid-19 and implications 
for patients and services,118 Care City33 

Analysis of service-level data COVID-19 remote home monitoring - phase 2,15 Special 
measures,19 Redthread26  

Time series analysis Special measures,19 Outpatient innovations22 

Multi-variate regression 
modelling 

Outpatient innovations,22 COVID-19 remote home monitoring - 
phase 2,15 Cabinet Office Reducing Winter Pressures Fund,114 Age 
UK’s Integrated Care Programme119 

Survival analysis Outpatient innovations,22 Red Cross Support at Home service120 

Sequential monitoring 
techniques  

Statistical methods for healthcare regulation: rating, screening and 
surveillance121 

Using mathematical models to 
predict long-term implications 
of policy changes 

An evaluation of liquid-based cytology and human papillomavirus 
testing within the UK cervical cancer screening programme122  

Matched case control studies Cabinet Office Reducing Winter Pressures Fund,114 Red Cross 
Support at Home service,120 Health 1000117 

Developing options for longer 
term evaluation 

Redthread,18 Prison peer support social care23 

Cost analysis of implementing 
innovations 

RESPECT-21123 

Cost-utility analyses of service 
innovations 

Stroke reconfiguration,124 Professional training to avoid obstetric 
emergencies,125 RESPECT-21126 

Cost-consequences analyses of 
service innovations 

Organisation-wide quality improvement strategies,127 Improvement 
interventions in NHS Trusts19 

Interviews with staff Prison peer support social care,23 COVID-19 remote home 
monitoring,15-17 Prehospital triage,14 Redthread,18 Special 
measures,19 PIFU,21 CONCORD,42 Stroke reconfiguration,37, 128, 129 
RESPECT-21,38 METRO24/7130 

Interviews with national 
stakeholders 

Prison peer support social care,23 COVID-19 remote home 
monitoring - phase 2,15 Special measures,19 CONCORD,42 Stroke 
reconfiguration47 

Interviews with patients and 
carers 

Prison peer support social care,23 COVID-19 remote home 
monitoring - phase 2,15 Stroke reconfiguration,131 METRO24/7132 

Focus groups CONCORD42 

Surveys with staff (including 
Discrete Choice Experiments) 

COVID-19 remote home monitoring - phase 2,15 COVID-19 remote 
home monitoring - care homes,16 Prehospital triage,14 CONCORD,42 
RESPECT-2138 

Surveys with patients 
(including Discrete Choice 
Experiments) 

COVID-19 remote home monitoring - phase 2,15 CONCORD,42 
RESPECT-2138 
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Non-participant observations Prehospital triage,14 Redthread,18 Special measures,19 Stroke 
reconfiguration,37 RESPECT-2138 

Systematic and scoping 
reviews 

Prison peer support social care,23 COVID-19 remote home 
monitoring – phase 2,74 Prehospital triage,14 Redthread,18 Special 
measures,19 PIFU,21 CONCORD,44 Stroke reconfiguration37, 128, 131 

Documentary analyses Prison peer support social care,23, 28 COVID-19 remote home 
monitoring – phase 2,15 Prehospital triage,14 Special measures,19 
PIFU,76 Stroke reconfiguration,37 RESPECT-2138 

Workshops / rapid 
prioritisation process 

Prison peer support social care,23 Identification of adult social care 
innovations,20 CONCORD42 

 

 

 


