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Summary
Low- and middle-income countries (LMICs) across the Pacific region have been severely impacted by the COVID-19
pandemic, and emergency care (EC) clinicians have been on the frontline of response efforts. Their responsibilities
have extended from triage and clinical management of patients with COVID-19 to health system leadership and
coordination. This has exposed EC clinicians to a range of ethical and operational challenges.
This paper describes the context and methodology of a rapid, collaborative, qualitative research project that explored
the experiences of EC clinicians in Pacific LMICs during the COVID-19 pandemic. The study was conducted in three
phases, with data obtained from online regional EC support forums, key informant interviews and focus group dis-
cussions. A phenomenological approach was adopted, incorporating a hybrid inductive and deductive thematic anal-
ysis. Research findings, reported in other manuscripts in this collection, will inform multi-sectoral efforts to
improve health system preparedness for future public health emergencies.
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Background

COVID-19 and the pacific region
The Pacific is home to over 12 million people, spread
across more than 25,000 islands and approximately one
third of the Earth’s surface area.1,2 The region is predomi-
nantly comprised of low- and middle-income countries
(LMICs), which vary significantly in population size,
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demographics and geography (Figure 1).1 A majority of
Pacific Island Countries and Territories (PICTs) score
below the average preparedness level on the Global
Health Security Index, suggesting limited capacity to
detect and respond to public health emergencies.3

Despite geopolitical diversity, PICTs share common
strengths and challenges arising from sociocultural and
language links, colonisation experiences and extreme
vulnerability to environmental, climate and mass disas-
ter events.4−6 Increasingly, Pacific stakeholders desire
collaboration and resource sharing to aid effective
regional responses to global health challenges.2,7−10
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Figure 1. Pacific Island country and territory populations and population densities.
Source: pacific community.1
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SARS-CoV-2 is a novel form of coronavirus that
causes the acute respiratory disease COVID-19. Since
the declaration of a global pandemic in March 2020,
COVID-19 has spread to the majority of PICTs.11

Figure 2 details the total number of cases reported by
the Pacific Community, formerly the Secretariat of the
Pacific Community (SPC), as of 25th April 2022. Few
PICTs remain case-free or have reported no community
transmission, despite the success of many Pacific Small
Island States in maintaining a ‘COVID zero-tolerance’
approach for the first 18 months of the pandemic.11

Owing to differences in population demographics, gov-
ernance systems and health sector capacity between
countries,2 the experience of COVID-19 across the
Pacific has been highly variable. The unfolding nature
of the pandemic means that its full impact is yet to be
realised.

Despite the significant health, social and economic
challenges posed by COVID-19, the global community
has much to learn from the responses of Pacific LMICs.
Innovative and successful approaches by several coun-
tries provide valuable lessons of relevance to both high-
and low-resource contexts.12−14
Emergency care systems and public health emergencies
Emergency care (EC) is an integrated platform for
delivering quality, accessible and time-sensitive
healthcare services for acute illness and injury. It is
an essential component of the broader health system,
and an important tool for achieving universal health
coverage and the health-related Sustainable Develop-
ment Goals (SDGs).15−18 Strong EC systems are also
crucial for achieving the targets of the Sendai Frame-
work for Disaster Risk Reduction.19 Like the SDG
2030 agenda, the Sendai Framework informs resil-
ient development strategies, which are highly rele-
vant to the Pacific context.20

In many LMICs, EC systems are underdeveloped,
contributing to compromised population health out-
comes and excess morbidity and mortality for both com-
municable and non-communicable diseases.15−18

Effective EC systems incorporate pre-hospital and facil-
ity-based care, and intersect with other components of
the health sector.15−17 Across the Pacific region, signifi-
cant gaps in EC capacity have been reported, as well as
poor integration of EC with public health emergency
and disaster response plans.21
www.thelancet.com Vol 25 Month August, 2022



Figure 2. COVID-19 case numbers as of 25th April 2022.
Source: pacific community.11
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COVID-19 has had a major impact on EC systems
across the globe.22 It has disrupted usual functioning,
and placed significant pressure on ambulance services,
emergency departments (EDs) and critical care units. A
major challenge has been maintaining ‘business as usu-
al’ while simultaneously meeting infection prevention
and control (IPC) requirements and providing effective
care for patients with confirmed COVID-19.23−26 Fluc-
tuating demand for EC, including extreme peaks and
troughs, and delays in resource procurement have fur-
ther compounded these issues.22,25−29

Crucially, the pandemic has reinforced the intrinsic
link between routine EC and disaster preparedness and
resilience, and emphasised the importance of effective
triage, surveillance and clinical care at the point of entry
into healthcare facilities.14,22,23,26,28,30−32 It has also
illustrated how surge events can stress health systems,
even those that are more mature and well-
resourced.12,14,33 Together, these observations highlight
a global need for robust EC systems that are resilient
and responsive to public health emergencies.
The emergency care workforce and COVID-19
Among the essential building blocks underpinning
health systems, human resources are critical.34 EC clini-
cians are frontline providers for routine care, but are
also expected to lead preparation, response and recovery
efforts during surge events and public health emergen-
cies. Throughout the pandemic, EC clinicians have
played important roles in risk-stratifying patients,
www.thelancet.com Vol 25 Month August, 2022
providing initial therapy, establishing goals of care, and
identifying patients who may benefit from advanced
interventions.13,30 In some settings, they have also been
called upon to lead hospital-wide emergency operations
and coordinate public health response efforts including
national and sub-national policy and planning.13,30

In many LMICs, the number of healthcare workers
(HCWs) with specific training in EC is extremely lim-
ited.35 This is particularly the case in the Pacific
region.21 Consequently, EC systems in resource-limited
settings often rely on a small workforce that is highly
committed but uniquely threatened by employment
instability and clinical workload challenges. Commonly,
EC leaders in LMICs work in professional isolation with
poor access to support networks and ongoing training.
Burnout is a risk for all EC clinicians, but the probability
of experiencing stress and fatigue is exacerbated when
resources are limited.36 A lack of redundancy in the EC
workforce, and a reliance on a small number of clinician
leaders, is a reality for many PICTs.37
Challenges for emergency care clinicians responding to
the pandemic
The pandemic has compounded the challenges faced by
EC clinicians, and placed them at significant risk of
virus exposure, illness and death.13,33 Stigma associated
with COVID-19 contact has also emerged as a major
issue for LMIC HCWs.13,30 Although data are limited,
there is early evidence of psychological harm and moral
injury associated with the delivery of frontline care,
3
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especially in settings where resources are limited.25,38

The net result of these effects has been to further impair
the EC workforce.30

COVID-19 has also exposed a range of ethical,
operational, health and wellbeing issues for EC
clinicians.13,30,31,39 These include the tension between a
HCW’s right to safety − for instance, through an ade-
quate supply of personal protective equipment (PPE)
and appropriate occupational health and safety policies
− and the responsibility to provide care, particularly in
the setting of a surge event. Other issues include chal-
lenges in resource allocation, especially where facilities
have limited capacity for advanced interventions such as
intubation and ventilation; disconnect between donor
priorities (including advanced medical technology, such
as ventilators) and locally-identified needs (such as PPE
and equipment to facilitate basic EC); and barriers to
effective care for patient groups that are culturally and
socio-economically disenfranchised yet disproportion-
ately affected by public health emergencies. The gen-
dered impact of the pandemic, including the multiple
responsibilities of women as HCWs and care providers
within their own families, has also impacted the EC
workforce.13,30,33,40 These issues have played out in
many LMICs, where a focus on essential rather than
resource-intensive care has been advocated.28,32

Some of these challenges are consistent with the eth-
ical and operational tensions identified in previous pub-
lic health emergencies.39,41−43 While the concepts may
not be unique to COVID-19, the extent of the current
pandemic is unprecedented.33 A concerted effort is
therefore required to address these issues, with the aim
of strengthening surge response capacity and minimis-
ing moral distress among EC clinicians (among many
other important overlapping factors).
Learning from the lived experience of emergency care
clinicians
Research is limited on how best to adapt the COVID-19
pandemic response to resource-limited settings and val-
ues, particularly for the EC workforce, and especially in
the Pacific region. Although guidance has been gener-
ated for HCW protection and the allocation of scarce
resources during public health emergencies, it is not eas-
ily translated to the LMIC context.41−50 In turn, there
may be lessons for all countries from the adaptive, inno-
vative and pragmatic responses to COVID-19 imple-
mented in LMICs, especially in relation to the ethical and
operational challenges faced by frontline clinicians.13

In response to these knowledge gaps, we initiated a
rapid, prospective, qualitative research project to explore
the experiences of EC clinicians and other key stake-
holders in Pacific LMICs responding to the pandemic.
Our study aimed to capture the rich and diverse voices
of EC clinicians in the Pacific region, and to document
lessons learned to inform recommendations to improve
health system preparedness for future public health
emergencies. To the best of our knowledge, our
research is the most in-depth qualitative study bringing
to light the voice and lived experience of EC clinicians
in the Pacific region as they respond to the contempora-
neous COVID-19 crisis.

This article summarises the context, research meth-
ods and potential implications of the project. Subse-
quent papers will present study results, and explore key
themes identified from analysis of the data.
Methods

Context
The geopolitical and sociocultural context for this
research is described above. Many PICTs are remote,
island nations, with a small and fluid health workforce,
limited health infrastructure and fragile EC systems.21

Although several PICTs have achieved rapid disease
control through border closures, geographic isolation
has created novel challenges for clinical and public
health responses.13

The Australasian College for Emergency Medicine
(ACEM), the peak body for emergency medicine in Aus-
tralia and Aotearoa New Zealand, and SPC, an intergov-
ernmental organisation mandated with providing
technical, scientific and development functions for its
Pacific member states and territories,9 together identi-
fied an urgent need to examine the PICT experience in
detail. This research was facilitated by an existing part-
nership and Memorandum of Understanding between
the two organisations.
Study design
The study was conducted as a collaboration between
Australian and PICT researchers affiliated with ACEM
and SPC, and employed rapid, prospective, qualitative
research methods. Data were gathered from EC clini-
cians and other relevant stakeholders across Pacific
LMICs in three phases: via online regional EC support
forums (Phase 1), in-depth interviews with key inform-
ants (Phase 2) and focus group discussions (Phase 3).

The research utilised a phenomenological methodo-
logical approach, aiming to explore the lived experience
of participants from their perspective.51,52 We deliber-
ately used strengths-based, appreciative inquiry53 as a
fundamental underpinning of our qualitative data col-
lection, in order to counter the ubiquitous deficit narra-
tive that commonly accompanies research about
LMICs.54 As data collection occurred over a seventeen-
month period, we incorporated components of partici-
patory action-research,55 with the dual aim of catalysing
change (primarily actions to improve and enhance local
COVID-19 responses), and increasing understanding in
researchers and participants about the nature and
www.thelancet.com Vol 25 Month August, 2022



Figure 3. WHO health system building blocks, adapted for the Pacific context.
Source: Phillips et al 2020.21
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effects of the pandemic response in their own contexts.
In keeping with our methodological approach, PICT
participant researchers elevated their leadership role as
data collectors, analysers and regional collaborators dur-
ing the research project, aiming for ‘Pacific teaching
Pacific’ on all COVID-19 response matters. Additionally,
through forum, interview and focus group discussions,
regional participants strengthened their strategic
insights and local pandemic responses, stimulated by
the co-learning and research process that enabled shar-
ing of PICT experiences. These techniques were imple-
mented to ensure a strong clinician voice in the
research findings and ensure coverage of the full spec-
trum of ethical and operational issues encountered by
EC clinicians.

Data collection and analysis methods (described
below) were informed by the World Health Organiza-
tion (WHO) health system building blocks, as adapted
for the Pacific EC context (Figure 3).21 These building
blocks reflect the importance of human resources (such
as trained clinicians), infrastructure (such as IPC-
compliant resuscitation areas) and processes (such as
triage) to effective EC, and have been endorsed
through regional consensus involving clinicians
across multiple PICTs.21

Researcher characteristics and reflexivity
The research was led by ACEM in collaboration with
SPC and key regional stakeholders. ACEM is the not-
www.thelancet.com Vol 25 Month August, 2022
for-profit organisation responsible for training emer-
gency physicians and advancing professional standards
in emergency medicine across Australia and Aotearoa
New Zealand. ACEM’s Global Emergency Care Com-
mittee (GECCo), Global Emergency Care (GEC) Desk
and GEC Network aim to improve the capacity of LMICs
to deliver safe and effective EC, with a focus on the
Pacific region. As the COVID-19 crisis surged in 2020,
ACEM pivoted its GEC activities towards technical assis-
tance and support for EC clinicians responding to the
pandemic.56 This included the development of COVID-
19 EC response guidance specifically tailored to the
Pacific context.31,57

SPC is the principal scientific, technical and develop-
ment organisation in the Pacific region, owned and gov-
erned by 26 country and territory members.9 Within
SPC’s Public Health Division, a Clinical Services Pro-
gram aims to work collaboratively across the region and
with global partners to improve clinical care and service
delivery through health workforce strengthening,
Pacific-focused research and enhanced regional health
governance.

The research team for this study comprised EC clini-
cians from Australia and PICTs, along with qualitative
researchers and development practitioners with experi-
ence in Pacific health systems. Team members were
actively engaged in all aspects and phases of the research,
including data collection through online support forums,
interviews and focus groups. In facilitating these
5
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sessions, researchers drew on their Pacific context exper-
tise, professional collegial networks, and personal experi-
ence as clinicians and care providers during the COVID-
19 pandemic. To ensure research rigour and reflexivity,
researchers articulated and documented assumptions
and biases at the project development stage, throughout
data collection, analysis and interpretation, and during
research team meetings and discussion.

The presence of strong Pacific regional representa-
tion in the research team, as well as involvement in the
collection, analysis and interpretation of data, increased
the validity, credibility and acceptability of our project
for participants. It also addressed issues of respect, reci-
procity and research collaboration in the region.58 Fun-
ders had no role in study design, results analysis or
manuscript preparation.
Sampling, recruitment and participants

Phase one. As the COVID-19 situation escalated across
the globe in early 2020, ACEM rapidly convened online
support forums for EC clinicians.56 These were facilitated
using the video communication platform Zoom,59 and
held fortnightly from March to July 2020 and monthly
thereafter. Invitations to participate were widely dissemi-
nated to EC clinicians and stakeholders in the Pacific
region via ACEM, SPC and Pacific regional WHO con-
tacts and networks. Participants were informed verbally
and in writing that the forum was being recorded and
that data, including comments in the chat function,
would be anonymously used in research. They were also
advised of their right to contact the researchers if they
did not want their data to be used.

Forum participants included key EC clinicians, other
HCWs, EC program managers/coordinators and policy-
makers, as well as representatives from the WHO Rep-
resentative Office of the South Pacific and ACEM
Fellows with Pacific experience and professional con-
nections with EC colleagues in the region. Participation
was open to all interested stakeholders with no exclu-
sion criteria. In total, there were 437 attendances across
13 forums between March and October, with more than
80 individuals from 15 different PICTs actively contrib-
uting (providing comments and perspectives) in one or
more sessions. This constitutes the sample for phase
one of this project.
Phase two. The second phase of data collection used
semi-structured, in-depth interviews with 13 informants
across the Pacific region, conducted and recorded using
Zoom between February and June 2021. Sampling was
purposive and opportunistic, using personal ACEM and
SPC networks. There was no minimum sample size as
the aim was to have representation across disciplines
(particularly a combination of emergency medicine
physicians and nurse leaders), PICTs and genders.
Interviewees were invited because of their experience
leading and/or coordinating EC in a Pacific LMIC dur-
ing the COVID-19 pandemic. Informants were from
Fiji, Kiribati, Palau, Papua New Guinea (PNG), Samoa,
Solomon Islands, Timor Leste, Tonga and Vanuatu. All
interviewees provided with a detailed participant infor-
mation sheet and provided written consent prior to
interview. To meet WHO ethics requirements, inform-
ants for Phase 2A (Figure 4) were asked to respond as
an official representative of their employing health ser-
vice/organisation.
Phase three. Phase three of the study occurred between
May and July 2021 and involved data collection via focus
group discussions with EC stakeholders from recog-
nised geographical regions of the Pacific: Micronesia
(encompassing the Federated States of Micronesia, Kiri-
bati, Marshall Islands, Nauru, Palau and the northern
Pacific states), Polynesia (Cook Islands, Samoa, Toke-
lau, Tonga, Tuvalu and other small island states) and
Melanesia (Fiji, PNG, Solomon Islands and Vanuatu, as
well as Timor Leste).60 Participants were recruited
opportunistically and purposively through ACEM
online support forums and ACEM, SPC and regional
networks, with a particular focus on engaging women
participants, nurses, non-physician HCWs and other
clinical and non-clinical stakeholders. Focus group par-
ticipation was open to all interested stakeholders, with-
out exclusion criteria. Dates and times of scheduled
sessions were widely circulated and participants invited
to attend sessions focussing on their country or sub-
region, but not excluded from other sessions. Partici-
pants provided informed consent in verbal (recorded)
format. These sessions also were conducted and
recorded on the Zoom video conferencing platform.
Collected data were de-identified to protect participants’
anonymity.
Data collection, processing and analysis

Data tools and collection. To encourage wide participa-
tion in discussion and limit complexity, we adopted a
simplified version of the Pacific EC System building
block framework to gather data during the Phase 1
online support forums. Following a clinical update, dis-
cussion was framed using the four EC components
(staff, supplies, systems and space) referenced in ACEM
COVID-19 guidance,31 with an emphasis on one compo-
nent in each session (Appendix 1). Research team mem-
bers facilitated and encouraged open discussion among
participants. High meeting frequency enabled rapid
adaptation of each forum theme and regional emphasis,
depending on participant needs, new issues arising, or
changed pandemic events within countries.

For the Phase 2 interviews, researchers used an inter-
view guide purposefully developed by the research team
www.thelancet.com Vol 25 Month August, 2022



Figure 4. Data collection, processing and analysis flowchart.
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(Appendix 2). This guide more explicitly adopted the five
Pacific EC System building blocks to structure question-
ing, and also incorporated elements of feminist,61

safety science,61−63 and medical ethics theoretical
frameworks44,49,50 within an ‘enablers and barriers’
structure. As interviews progressed, topic questions were
iteratively adapted and refined according to participant
responses and feedback, and to improve clarity and
understanding. Interviews were conducted by a research
assistant and at least one other research team member
using a modified conversational technique specific for
www.thelancet.com Vol 25 Month August, 2022
the Pacific context.64 Informants were offered the oppor-
tunity to review the interview transcript and to request
removal or amendment of content if there were misun-
derstandings or they did not agree with the transcription.

A discussion guide was developed for the Phase 3
focus group sessions, incorporating core elements of
the Phase 2 interview tool, but with particular emphasis
on gender and feminist theoretical framing (Appendix
3). Again, questions were iteratively refined for clarity
and understanding during and after focus group ses-
sions. Focus group discussions were facilitated by at
7
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least two members of the research team. Because of
wide and anonymous participation, participants were
not able to review transcripts of discussions, but were
advised they could withdraw from the study or request
removal of specific comments if required.
Data processing and analysis. Recordings of 13 online
support forums (containing over 18 hours of discus-
sion), 12 in-depth interviews (with a duration of approxi-
mately 45-90 minutes each) and three focus group
discussions were transcribed verbatim by research assis-
tants (LH and OM), and subsequently de-identified.
Data were entered into the QSR NVivo data manage-
ment program.65 Preliminary coding was performed
using this platform by one research assistant (LH) and
subsequently (independently) by multiple researchers
across all components of the data.

A hybrid inductive (data driven)66 and deductive67

thematic analysis approach was used to interpret the
collated data and identify themes relevant to the descrip-
tion of the phenomenon.68,69 Deductive codes were
determined by the research objectives and analytical
frameworks, including the WHO health system build-
ing blocks adapted to the Pacific EC context (Figure 3).21

Inductive codes expanded an a priori code or described
a new theme.

Codes were integrated and categorised, with prelimi-
nary themes identified and agreed upon by the research-
ers. Due to the volume of data related to each of the five
building blocks, and to enhance inter-rater reliability,
paired members of the multidisciplinary research team
were assigned coded data for a building block and
tasked with reviewing key enablers and barriers, identi-
fying sub-themes and highlighting key ethical and oper-
ational issues. Each pair presented findings, with
exemplifying quotes from the data, to a workshop of the
broader research team. Themes were reviewed and veri-
fied through discussion, data triangulation and refer-
ence to the pre-specified research questions (Figure 4).
Theoretical framing. Given the gendered impact of the
pandemic,40 we used feminist theory in our data collec-
tion and analysis to ensure our research represented the
experience and voices of women at the frontline, and
identified gender specific dimensions of the COVID-19
EC response.61 Safety science theoretical approaches
also informed the interpretation of HCW, patient and
health system safety and risk management issues.62,63

Findings also were developed in relation to the four ten-
ets of ethical decision-making (autonomy, beneficence,
non-maleficence and justice), with reference to other
ethics frameworks and guidance documents related to
the COVID-19 response.44,49,50

All research team members contributed to the devel-
opment and presentation of findings that will be a focus
of subsequent papers. Reporting of study data will
adhere to Enhancing the Quality and Transparency of
Health Research (EQUATOR)70 and Standards for
Reporting Qualitative Research (SRQR) guidelines.71
Ethical issues and approval
Ethics approval was provided by The University of Syd-
ney Human Research Ethics Committee (Reference
2020/480) and registered with Monash University
Human Research Ethics Committee (Reference 28325).
Research protocols related to Phase 1 and 2A of the
research were also reviewed by the World Health Organ-
ization’s AdHoc COVID-19 Research Ethics Review
Committee (Protocol ID CERC.0077) and declared
exempt.

As outlined above, the study was specifically
designed to explore ethical issues and tensions through
the lens of Pacific EC clinicians. For this reason, safe-
guards were put in place to address the risk that partici-
pation in the study exacerbated psychological distress.
Our collaborative, reflexive approach to the research
offered an effective means of screening for potential
harm and providing collegial support. Providing a safe
space for experience sharing, reflection and mentorship
was one of the original aims of the online forums.56
Discussion
This novel, qualitative study explores the lived experi-
ence of EC clinicians in Pacific LMICs responding to
the pandemic. It has intentionally emphasised the
unique circumstances of PICTs, and used appreciative
inquiry, reflexive and action research approaches to
present clinician and other important stakeholder voi-
ces. In addition to illuminating Pacific experiences and
extrapolating key lessons and recommendations for
future health surge events, the research process has
deliberately empowered PICT participant researchers
through the action research methodology to increase
their clinical and collaborative regional leadership
over time.

Our study findings fill an important knowledge gap,
regarding the best means to adapt COVID-19 pandemic
response to resource-limited environments, particularly
in relation to EC systems. Although a significant
amount of technical guidance has been generated dur-
ing the pandemic, much of it has focussed on high-
income settings with advanced public health and clini-
cal care capacity. Given the wide variation in health sys-
tem responses to COVID-19 across the globe, all
countries stand to benefit from structured analysis of
the innovative and pragmatic solutions implemented in
LMICs.33 Importantly, our study used qualitative
inquiry to give voice to frontline clinicians across the
Pacific, and learn from their lived experience of
responding to the COVID-19 pandemic.
www.thelancet.com Vol 25 Month August, 2022
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Although there is emerging data regarding the per-
sonal and professional implications for HCWs engaged
in COVID-19 response,33,38 little has been published
regarding the specific experiences of EC clinicians − let
alone in the Pacific regional context. EC providers are
unique in that they are exposed to a range of ethical and
operational challenges that are not experienced in other
aspects of the health system. This reflects that EC clini-
cians are often confronted by undifferentiated patients
with acute illness and injury, and are frequently
required to make important clinical decisions in the
face of incomplete information and limited resources.

Limitations of this study include an underrepresen-
tation of some PICTs, exclusion of the French-speaking
Pacific, and a predominance of Australian clinicians
among the research team. All data was collected in
English, which although the common language of
health education and practice in the participating
PICTs, may have limited nuance and cultural depth to
communication. In order to address potential gender,
role and cultural barriers to open participation in group
settings, we sought to ensure researchers were matched
for gender and Pacific representation (for example;
ensuring women researchers led focus groups with
largely female nurse participants), and enshrine flexibil-
ity and responsiveness when structuring group events.
PICT researchers within our team led some data collec-
tion, and provided essential guidance on interview /
focus group conduct and data interpretation. Over time,
the research team established credibility and trustwor-
thiness with PICT participants, potentially mitigating
risks of under-participation in data-collection activities.
Despite our efforts, these factors may bias the findings
and limit the generalisability to certain Pacific LMICs.
Additionally, the political, cultural and health system
structures in each Pacific country are unique, and there
is heterogeneity even within PICTs. Solutions that have
been successfully employed in one context may not be
applicable in another.

As a result of pandemic travel restrictions, we only
collected data using online video formats. Although
potentially limiting capture of nuance or culturally dis-
tinct communication through participant discomfort or
practical connectivity challenges, this method has been
found feasible and acceptable for interview data
collection.72,73 As with telehealth and telemonitoring,74

video conferencing technology is increasingly familiar
to EC clinicians across the globe, and has been widely
employed throughout the pandemic to facilitate global
emergency care education and research.75

None of our bespoke data collection tools were
piloted prior to implementation, primarily due to the
real-life constraints of Pacific regional research, where
individual stakeholders have multiple competing
responsibilities and limited available time. Because our
research explored a contemporaneous or unfolding pub-
lic health emergency event, combined with our team
www.thelancet.com Vol 25 Month August, 2022
being multidisciplinary and including PICT clinicians,
we iteratively developed and refined our research tools
internally to reach a standard of acceptability, content
validity and relevance satisfying all regional research
team members.

A further limitation is the study period, which was
concentrated on the initial 17 months of the pandemic.
The COVID-19 public health emergency continues to
evolve, with new challenges, evidence and technical
guidance emerging on a regular basis, now especially
including the delivery of COVID-19 vaccination. Despite
the dynamic nature of the pandemic, the principles of
effective EC and disaster response are relatively static,
and the key themes, findings and recommendations are
likely to remain relevant to this and future public health
emergencies, as well as contribute to lessons and learn-
ings for the sustainable achievement of the Sendai
Framework for Disaster Risk Reduction and SDG 2030
agenda in the Pacific regional context.

Notwithstanding these limitations, the research find-
ings and recommendations will help scientifically
inform and improve health system preparedness for
future public health emergencies. Importantly, the
study has also identified factors that will strengthen the
capacity of Pacific EC systems to provide quality and
sustainable care during routine operations as well as
surge events. This knowledge will enhance resilience,
reduce preventable morbidity and mortality attributable
to inadequate EC access, and improve overall patient
and population health outcomes.
Conclusion
LMICs across the Pacific region have been severely
impacted by the COVID-19 pandemic, and EC clinicians
are on the frontline of the response. EC clinicians’
responsibilities include triage and care of patients with
COVID-19, as well as health system leadership and
coordination. As a consequence, they are exposed to a
range of ethical and operational challenges, amplifying
the risk of psychological distress and moral injury.

This rapid, collaborative, qualitative research project
has used novel methods to document the experiences of
EC clinicians in Pacific LMICs during the COVID-19 pan-
demic. Study results, published in other papers in this
issue [CITATIONS], will inform efforts to improve health
system preparedness for future public health emergen-
cies. Importantly, the findings will strengthen EC system
capacity to provide timely, quality and accessible care dur-
ing routine operations as well as surge events.

Appendix 1. Example of invitation and 4S structure
used to guide online support forums
Contributors
MC, GP, RM, CEB, GOR and SK were primarily respon-
sible for study design. DS, MK, PP and BK provided
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regional perspectives and contextual advice throughout
all aspects of the project. All authors participated in data
collection through online support forums, interviews or
focus group discussions. LH, OM and SK were respon-
sible for transcription, with LH undertaking prelimi-
nary coding and presentation of data to the broader
research team. MC, GP, RM, GOR, CEB, SK, DS and
LH contributed to thematic analysis, secondary coding
and synthesis, including data triangulation, amalgam-
ation and integration. MC, GP, RM and LH developed
the first draft of this manuscript. The final version was
reviewed and approved by all authors.
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