Section |: The expanding role of qualitative
resear ch in international development

Section introduction

This section deals with those papers which opened the RAP Conference and were intended to
define the parameters of the methodological approach and set a stage for further discussion. The
role of qualitative research in international development is defined and analyzed by Cernea and
Pedersen and more specifically in the field of nutrition by Scrimshaw and Pelletier. Rhoades
paper, which although not presented at the conference was specially requested by the editors for
inclusion in this volume, adds additional fuel to the growing debate on the usefulness and cost
effectiveness of much of the past and current studies which are intended to inform the

devel opment process.

These papers provide areview of the foundations upon which RAP and RRA rest. They reflect
the excitement of an emerging field as well as the need for caution against arrogance and the
need to maintain professionalism and scholarship as guiding beacons for further developmentsin
these qualitative fields.

2. Adaptation of anthropological methodologies to rapid assessment
of nutrition and primary health care

By Susan C. M. Scrimshaw
Susan Scrimshaw, Ph.D., is Associate Dean of the School for Public Health at UCLA.

This paper reviewsthe history and current status of Rapid Assessment Procedures from
the per spective of one of the most well known pioneers and leader s of the methodological
approach. Scrimshaw describes well both the accomplishments of RAP to date and its
limitations. Several issuestouched on in this paper, such astraining, were the topic of later
conference panels. - Eds.

PROGRAMMES FOR HEALTH and development have seldom waited for lengthy and careful
scientific studies to guide their development or revision. The traditional approaches of
anthropology, sociology and related fields such as demography have proved too expensive, time-
consuming and cumbersome for all but afew well funded or longitudinal projects. Data
generated from traditional applications of these fields may be picked up and applied to projected



and ongoing programmes in some instances, but, as arule, programmes are evaluated by quick
counts of vaccinations given or the impressions of a supervisor during a brief visit. The stacks of
paperwork imposed on most health programmes by the bureaucracies of the world are seldom
processed, and their generation takes valuable staff time away from patients.

These practices are supported by the orthodoxy of many socia scientists, the lack of
communication between social scientists and providers and planners of health care, and the
assumption made by programme planners and providers that they know what people need and
how to provide it. But, these practices have also been challenged by applied social scientists,
including applied anthropologists and sociol ogists and rural sociologists. The core of their
criticism is expressed in descriptions of failed or troubled projects, where the lack of attention to
cultural and community norms, concerns, and beliefs can be linked to many of the problems
encountered by the project [1-10].

In addition to the more formal, recorded efforts discussed above, practitioners in these fields
have often given quick advice based on their years of experience with cultures and programmes.
Often, the practical questions asked by programme planners and health care providers could be
answered with information derived from examining the existing anthropological and rural
sociological literature and suggesting common sense solutions or by afew days or weeks of
exploratory observation and interviewing [11-13]. This work, and the methods used, was
unlikely to be shared with the originating profession since it did not constitute formal research.

The first work on formalizing methodol ogies for rapid assessment using qualitative data
collection techniques came from rural sociology, and has been called "Rapid Rural Appraisa” by
its developers [11, 14-17]. While these methods were being applied primarily to agriculture and
rural development, anthropol ogists working in public health began to formalize their own
"shortcuts’ [12, 13, 18, 19]. It was an attempt to systematize this practical approach to
programme planning and evaluation which led to the United Nations University Sixteen Country
Study and to the development of the RAP field manuals. Epidemiologist Ralph Frerichs
perceived the same need, and took advantage of laptop computer technology to make rapid
epidemiological surveys possible [20].

The UNU sixteen country study

The need for rapid assessment based on anthropological strategies emerged because UNU
leaders were discouraged and frustrated with the expense, the time consumed, and the relatively
poor validity (accuracy) of standard survey techniques to assess headlth care. In their experience,
some surveys were even conducted but never analyzed. As discussed above, they noted that
much programme planning and evaluation is based on statements from workers in health posts
and clinics of services they said they provided, or on brief visits to health service sites by more
senior officials, who might not get the real picture in afew formal hours. UNU researchers were
concerned with what services people were actually obtaining and using, with people's perceived
needs and concerns, and with their use of alternative health resources (private biomedical
services, pharmacies, and indigenous medicines and practitioners).



The objective of the sixteen country health seeking behaviour studies was to assess nutrition and
primary health care programmes from the household perspective, and to do so as rapidly and
accurately as possible. Researchers were to select communities where the government officials
felt there was a good primary health care programme in place, and to learn from the household
members their perceptions of health and illness, their resources for preventing and treating
illness, and their actual use of these resources. Thus, the programmes were to be evaluated from
the household up rather than from the health programme down.

The United Nations University planners were thus looking for an alternative to the usua
approaches to programme evaluation. In general, large scale surveys have been regarded as the
method of choice for formal programme evaluation. Quantitative surveys permit the collection of
data from large numbers of people in standardized ways, enabling comparison between
communities, countries and time periods. Alone, however, they are often insufficient in
providing the type of in-depth information required to understand the complexity of human
behaviour and to formulate prevention, and control strategies and programmes. As discussed
elsewhere [21], qualitative information needs to be generated on the same topics in away which
permits a more detailed, a more rapid, and often, a more accurate understanding of the
underlying social and cultural characteristics influencing or associated with specific patterns of
behaviour.

In fact, programme evaluation in actual practice, usually does not involve large scale surveys.
Instead, it takes the form of field trips by national or international experts who visit clinics, talk
to staff, and look at records for one or afew days. Frequently, major funding and related
programmatic decisions are made on the basis of such visits, athough they are not considered
"research”, nor should they be. This"quick and dirty" programme assessment is usually done
when time and money are not available for alarge scale survey, and is often considered the only
other aternative. The problems with this type of evaluation are that it is idiosyncratic to the
evaluators rather than systematic, and it is prone to error for many reasons. It is superficia,
people are trying to impress the evaluators, the visitors may not be familiar with the country, the
language, the class, tribe or region, and it does not probe for the reasons for a programme's
success or fallure.

The application of anthropology to programme planning and eval uation assumes that there are
other important tools for understanding human behaviour in addition to the large survey and the
"quick and dirty" field trip. In fact, everything quick is not necessarily dirty, and time does not
insure cleanliness. Among these tools is the application of the traditional anthropological
techniques of observation, participant observation, formal inter view, informal interview,
conversation, and group discussion (now called focus groups) to the evaluation of health
programmes.

Anthropological research attempts to understand social phenomena from an insider perspective
rather than by imposing an investigative framework from the outside. It acknowledges the
unexpected and places such findings in their appropriate cultural context. It deals with cultural
nuances such as the discrepancy between ideal and real behaviour by understanding the
underlying mores of the community and by relying heavily on observation as well as other
multiple sources of information. For example, some cultures maintain beliefs that the male head



of household makes all magjor family decisions. Consequently women's roles in illness diagnosis,
food production, and treatment seeking might be hidden and not readily acknowledged in
guestionnaire interview situations. Such situations call for research approaches that explore
behaviour using discreet and sensitive techniques that encourage openness and the sharing of
more information.

In anthropological work it is stressed that nothing is taken for granted. The researchers make
every effort to avoid placing their own biases on the collection and interpretation of information.
During this task, observations become as important as information obtained during interviewsin
learning about attitudes, knowledge and behaviours regarding illness. These observations and the
statements from informants comprise the data that are recorded as completely and as accurately
aspossible.

The traditional anthropological approach involves one person or asmall team in aresearch site
for at least ayear. Thisis done in part to take into account the variations in peopl€'s lifestyles
with the changes in seasons, activities, available food, and so on. The scope and complexity of
data collected are extensive. Also, the anthropologist often needs time to learn a language or
dialect and learn enough about the culture to provide a context for questions and observations.

For the application of anthropology to the evaluation of nutrition and primary health care
programmes, it was necessary to alter this traditional pattern. One year was far too long if the
information was to be useful in health programme improvement. Instead, researchers already
knowledgeable in the culture could base smaller rapid studies on their earlier experience. In
addition, it was considered important to develop local expertise with indigenous researchers who
would remain available to their countries and regions and could train others.

For the United Nations University Sixteen Country Study, anabbreviated plan was outlined that
depended on two factors:

1. Researchers would be individuals already familiar with the language and the culture. The
researcher, at least the senior researcher guiding the team, would already have conducted
research in the culture and would have a good understanding of customs, dialect, and behavioural
meanings.

2. Researchers would work with alimited list of objectives, or data collection guidelines, tailored
to the programme evaluation goals. This would permit focused work which could be carried out
relatively quickly.

The group of UNU supported researchers was selected to meet the first criterion. Next, a
common methodology and set of data collection guidelines were needed. These were developed
by the group at its first meeting in Genevain 1983, on the basis of earlier work in Central
Americaby E. Hurtado and S. Scrimshaw. The guidelines were grouped by community related
data and household based data. Later, guidelines for data to be collected at health resources were
added. The RAP guidelines were designed to allow anthropologists and other social scientists
with relevant training to spend approximately six weeks in a community where the government



believed an effective primary health care programme was in place, and to obtain the household
and community perspective on those services.

As demonstrated by the example in Table 1, these guidelines were like shopping lists rather than
guestionnaires. Phrasing was deliberately brief to encourage the development of local wording.
These guidelines covered topics such as availability, use, and personal opinions of both
traditional and western biomedical health resources, definitions of disease and illness, and
common illnesses in children and their treatment. Each researcher then took the lists and made
culturally appropriate modifications. The data were collected using the following techniques:

* Informal interviewing: Open-ended questions are asked and recorded about specific topics
following a general outline and allowing additional subjects to be incorporated as they arise.

 Conversations: Informal conversations with informants or with small groups are incorporated
in the data.

* Observation: Careful documentation of observed events and behaviours provides valuable
nonverbal clues as to what is actually occurring.

* Participant observation: Participation in and observation of the daily socio-cultural context of a
household or community.

* Focus groups: Small homogenous groups are gathered for group discussions of appropriate
research topics.

* Collection of data from secondary sources: Previously published and unpublished research,
government and community records, and health services records.

» Some structured questions used for inventories and demographic information.

Because each researcher had the freedom to make culturally appropriate changes and to
incorporate additional information important to the local situation, the results do not have the
"cookie cutter" sameness of a c cross-national survey. On the other hand, because the perceived
meaning of even awell translated question may vary from culture to culture, or even within
cultures, cross-national surveys may not in fact have the hoped for validity and reliability.

What emerges from the approach used by the researchers in those early studies are descriptions
of beliefs and behaviours on the same topics across 514 households in 42 communitiesin 16
countries. The wording of the questions was not identical for each person studied, but the
accuracy and appropriateness of the information has been verified by triangulation.

Table 1. Definitions of Health and 11Iness (open-ended)

Methods: Interviews, conversations
I nfor mation gather ed:



» Community

 Household (identification)

* Informant(s)

* Date(s) of interview

» How does one (or "do you" as culturally appropriate) know when a child (or use another
appropriate term) is healthy?

» How does one know when a child isill?

* How does one keep a child healthy? Prevent or protect from illness?

* What are the most commonillnesses of children here?

» For each illness, record the following information:

» Name of illness (and variants or other names)

* Occurrence (usua time of year when illness occurs)
* Symptoms

* Etiology (causes)

* Treatment (what is usually done, and by whom).

Triangulation involves cross-checking data for accuracy through the use of repeated questions,
discussion and actual observation [22, 23]. The question guidelines not only help to focus the
data collection, they also speed up and simplify analysis. Data can quickly be grouped by topic
and conclusions drawn. One analytic and reporting device which proved to be particularly
successful was to diagram contrasting views of a situation between recipient and providers. For
example, taxonomies showing illness classification within the community in contrast to that of
the primary health care workers were helpful in explicating obstacles to programme use [24, 25].
For example, when malaria and leishmaniasis are percelved as the same illness, as for some
Kenyan families [26], it is difficult to introduce vector and disease control strategies unless that
perception is understood and addressed.

One issue which concerned the researchers was that of sampling. It was agreed that households
with children under five would be studied, since the goal was to evaluate nutrition and primary
health care programmes. It was also agreed that, for the most part, families in need of such
services would be studied. This meant a focus on poor and rural households. The group agreed to
try random sampling, but it was only possible in nine countries. In many areas it is not feasible
because data needed for sample selection are unavailable. Mapping and listing all the households
in acommunity could take longer than the time allocated for data collection itself. Instead,
purposive or opportunistic sampling are more feasible. Researchers found that their concerns for
representativeness could be honored by a strong awareness of what was typical or deviant for the
culture. Also, families could be added to the sample if more seemed necessary because of awide
variability in responses.

Those initial projectsin sixteen countries did reveal some surprises. As summarized in Table 2,
the patterns of identifying illness and seeking treatment, and the obstacles to the use of primary
health care programmes were remarkably similar across countries. This appears to reflect
consistencies in the Western biomedical systems and primary health care approaches as they



interface with families who have their own intricate socia patterns and belief systems. More
detailed reports from the sixteen countries are compiled in S. Scrimshaw, K. Mitzner and N.
Scrimshaw, eds. [27]

Additional applications of the RAP guidelines
Since those first sixteen studies, many have been added and the original researchers have trained

othersin their countries and regions. The guidelines were revised on the basis of the initial field
experiences, and now are available in at least six languages [12, 24].

Table 2. Summary of Sixteen Country Study Using the RAP Field Guide

COUNTRIES: Kenya, Nigeria, Zaire, Haiti, Nicaragua, Guatemala, Costa Rica, Peru,
Colombia, Chile, Nepal, Bangladesh, Korea, Pakistan, Philippines, Thailand

RESEARCHERS: Mostly anthropologists. 1 MD, 1 economist, 1 sociologist

TOTAL COMMUNITIES: 46 (But 17 in Pakistan. Without Pakistan, then average is 2 per
country) Most communities were rural. Some were |low socioeconomic urban areas.

TOTAL HOUSEHOLDS STUDIED: 514 (Pakistan did not distort this since there were fewer
households studied per village there)

TIMEIN FIELD: Most studies took 2 to 4 months, but the range was 1 to 12 months. Studies
were conducted during the period ranging from 1983-1985.

SAMPL E: Random for 9 countries; otherwise, purposive, total, or opportunistic
FINDINGS:

Universal: (Found in all the communities)

* All used indigenous practitioners

* All used mixed patterns of resort (multiuse of various indigenous and western biomedical
health resources)

* All had some explanations of health and illness besides the western biomedical ones. These
included:

» Socid (e.g., violation of social norms brought on illness)

* Psychologica (e.g., nerves, fright brought on illness)

* Supernatural (e.g., spirit possession, punishment by God)

» Humoral (violation of hot/cold principles, e.g., breastmilk was too hot due to mother's agitation,
hot milk caused diarrhoea in baby)



* All indicated that the mother (or senior woman in the household in multi- woman househol ds)
was the primary diagnostician and initiator of health-seeking behaviour. The father was involved
at later stages where spending more money or much interaction with the health resources outside
the immediate community were concerned. The mother also applied the treatment. In general, the
more serioudly the illness was perceived, the more people were involved in the health-seeking
process.

* All used herbs for prevention and treatment.
* All had some problems with the official health system.
These included:

* Few or no drugs (10 countries)

* Rude treatment (14 countries)

* Put down/opposed traditional health beliefs (15 countries, exception was Pakistan)
* Treatment didn't work (15 countries)

» Cost amagjor barrier (13 countries)

* Long waiting times (11 countries)

* Crowded clinics (8 countries)

* Doctors don't explain things (several countries)

Policy Regarding I ndigenous Practitioners (as reported by community members)

Against: - 7 countries
Support for TBAS: - 5 countries
Support for TBAs and others: - 1 country (Pakistan)

Availability of Modern Preventive Care (as reported by community members)

None: - 1 country (Kenya)
Little: - 5 countries
Some: - 7 countries
Much: - 3 countries

Availability of Modern Curative Care (as reported by community members)

Little: - 4 countries
Some: - 7 countries
Much: - 5 countries (Colombia, Chile, Costa Rica, Nicaragua, Nepal)

RAP manuals have been developed for Epilepsy [28]. An adaptation for the study of HIV/AIDS
is also forthcoming [25, 29]. Simpler versions have been used to help community health workers
evaluate their constituents. Programme planners have used the tools for evaluation visits. More



has been Programme planners have used the tools for evaluation visits. More has been learned
about the speed which is possible when the questions are few and specific. The original sixteen
country studies were designed to take six weeks in the field, six for analysis. It is now clear that
some problems take longer, but that waiting room procedures can be improved after a day or two
of study. In Kenya, the head of a condom distribution programme from a neighbouring country
tried to buy condoms in al three drugstores in a small Kenyan town. The sellers couldn't or
wouldn't tell her how to use them. The implications are clear: If this occurred in only afew more
pharmacies the programme would need to address the issue of helping pharmacists to become
better sources of education and information for condom use.

In some cultures, application of the RAP is more difficult. Even for researchers who know the
language and the culture, and who are working in their own country, communities may be wary
of outsiders. But this problem is no different for other methods. It may be better to know where
uncertainties lie than to assume answers given to assuage an international or local officia are
truthful, in a culture where the truth is not a stranger's business.

As the use of anthropological methodologies for rapid assessment has grown, several concerns
have emerged. First, many anthropologists are concerned thet people will think the method is
anthropology. They argue, correctly, that anthropology involves alarge body of theory which
guides research, and that anthropological research is lengthy and comprehensive.

RAP does not, by any means, replace traditional anthropology. It must be seen as an additional
method, the application of some of the tools employed by anthropologists, and the application of
the concept of looking at cultures from within as well as from the outside. Rather than
"replacing” traditional anthropology, the RAP approach can create opportunities for
anthropologists to apply their craft and experience to brief problem solving efforts. This may
indicate the need for depth work rather than detracting from it.

It has also been mentioned that the approaches outlined in the RAP guidelines are not new, that
the techniques have been used by anthropologists, rura sociologists, and others. As mentioned in
the introduction, other disciplines and individuas have indeed worked with these methods, and
applied anthropol ogists have used them for many years. Because of the need for a common
methodological handbook, the researchers involved -in the Sixteen Country Study project
packaged these methods in a particularly accessible way. That packaging has increased the
visibility and use of the approach.

Thereis aso the fear that people will think this approach is a panacea, which will solve all our
questions about how to design and evaluate programmes. In fact, it is only one approach among
many. It has advantages and drawbacks, which are discussed throughout this volume. It works
well in complement with other methods, and can also be used alone, but it does not imply that
anthropologists have all the answers. They are part of ateam trying to solve avery complex set
of problems.

In sum, the approach is the product of the development and refinement of specific data collection
guidelines designed to be used by culturally knowledgeabl e researchers employing
anthropological techniques. This application of anthropology to the rapid assessment of nutrition



and primary health care programmes must be regarded as adding one more tool to the toolbox
available for programme development and evaluation research. It does not replace the other
tools, but complements them. Everything does not become a nail because a hammer is available.
Sometimes work can be done primarily with a hammer, other times several tools are used
together or in succession. The rapid anthropological assessment methods described in this
volume are being used aone, together with other methods, and preceding or following other
methods. They have common themes with approaches used in rural sociology, marketing,
applied anthropology and related fields. They strive to be rapid, practical for problem solving,
and to provide accurate data through the use of multiple information sources. Most of these
approaches use data collection "shopping lists’ or guidelines. All face similar issues:

» Convincing others of the validity and reliability of these approaches.

* Finding or training skilled evaluators and field workers.

* Interpreting results in ways understandable to the consumers, the community and the
programme planners and providers.

* Recognizing the limitations of the approach
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COMMENT:

It is critical to stress the need for proper training in RAP both for nontanthropol ogists and for
anthropol ogists. Some non-anthropol ogists seem to wake up one morning thinking that they can
go out and begin using RAP methods such as focus groups effectively. For them, there is a need
to understand the basic methods used for data collection in anthropology and it is dangerous to
use methods like focus groups without proper training. Second, there is often an assumption by
anthropol ogists that because they are anthropologists they can by definition use RAP. Because



RAP is a subculture method, that has been developed over time, anthropol ogists need to have
more humility in this area and accept that they can benefit also by some training in RAP.

COMMENT:

RAP isanot areplacement but rather a complementary approach to KAP and other methods.
When it has been misperceived as a replacement for other methods, it has been vigorousy
attacked.

COMMENT:

There is a need to better link RAP to interventions for monitoring and evaluation. We need better
guidelinesin this area.

COMMENT:

Based on the achievements so far and some of the work that has gone on in the field, there is
now a readiness to develop better systematic guidelines on using RAP for intervention related
work. continued

COMMENT:

Because there are normally scientists fromdifferent disciplines on a RAP team, there need to be
some theoretical guidelines that help bring them together.

COMMENT:

Sociology, anthropology, public health, psychology, and applied anthropology may all come
together in RAP. There has been some feedback into the disciplines but there is a need to
develop it further.

COMMENT:

The choice of arandom sampling technique for data collection is often not feasible when in-
depth community data is needed. In cases where investigators have an established community
base, there was no problem, but when faced with a situation where it might well take six weeks
to set up asample, it may be far better to go into the village and speak to groups of families.

COMMENT:

One of the important uses of this methodology is the participatory approach with the community
and with the decision makers. What changes have been made by the users following their
participation in the use and application of RAP and what about the users?

COMMENT:



Training in RAP is often based on improving anthropologic procedures of data gathering. But
too often nothing is included on our ability to communicate. This is an area where we make
many assumptions but need to discuss.

COMMENT:

One limitation of survey research is the constraint on information gathered, imposed by the
guestionnaire itself. With RAP, the community has the opportunity to identify many additional
variables and the method allows them to become relevant or even dominant in the data set.

COMMENT:

There are new sampling procedures based on use of a portable computer that allow random
sampling in the village the investigators walk through.

COMMENT:

RAP is usually donein limited cultural/geographical areas and thus the results are best oriented
toward that area. RAP should not be generalized. There are strong uses for the quantitative
researcher. It can be used to help develop hypotheses and can help to fine tune questionnaires. In
research there is an element like Ying and Yang: Qualitative is like Y ang, feminine, soft, like the
moon. Quantitative is masculine, strong, like the sun. We need to have both to solve the complex
questions involved in development.



