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Abstract 
Background: When the novel coronavirus – SARS-CoV-2 – started to 
spread globally, there was a call for social and behavioral scientists to 
conduct research to explore the wider socio-cultural contexts of 
coronavirus disease 2019 (COVID-19), to understand vulnerabilities, as 
well as to increase engagement within communities to facilitate 
adoption of public health measures. In this manuscript, we describe 
the protocol for a study conducted in Indonesia, Nepal, and Vietnam. 
In the study, we explore how the COVID-19 pandemic is affecting 
individuals and their communities. We focus on the wider health and 
economic impacts of COVID-19, in particular emerging and increased 
burden on mental health, as well as new or deepened vulnerabilities 
in the communities. The introduction of vaccines has added another 
layer of complexity and highlights differences in acceptance and 
inequalities around access.  
Methods: We use mixed methods, combining survey methods and 
social media surveillance to gain a picture of the general situation 
within each country, with in-depth qualitative methods to gain a 
deeper understanding of issues, coupled with a synergistic 
engagement component. We also include an exploration of the role of 
social media in revealing or driving perceptions of the pandemic more 
broadly. Participants include health workers and members of 
communities from 13 sites across the three countries. Data collection 
is spread across two phases. Phase 1 is concerned with exploring lived 
experiences, impacts on working lives and livelihoods, mental health 
and coping strategies. Phase 2 is concerned with acceptance of 
COVID-19 vaccines, factors that increase and reduce acceptance, and 
factors that influence access. 
Conclusions: We will disseminate findings in multiple ways including 
short reports and policy briefs, articles in peer-reviewed journals, and 
digital diaries will be edited into short films and uploaded onto social 
media sites.

Keywords 
COVID-19, mixed methods, healthcare workers, vulnerable 
communities, lived experiences, mental health, Indonesia, Nepal, Viet 
Nam
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Introduction
Covid-19 and vulnerabilities
When the novel coronavirus – severe acute respiratory syndrome 
coronavirus 2 (SARS-CoV-2) – first emerged in Wuhan, China 
in late 2019, and started to spread across the world, there was  
a call for social and behavioral scientists to conduct research 
to explore the wider socio-cultural contexts of coronavirus  
disease 2019 (COVID-19) across a variety of communities, 
to understand vulnerabilities, as well as to increase engage-
ment within communities to facilitate adoption of public health  
measures1,2. As the pandemic progressed, biological vulner-
abilities became apparent, such as higher risk of severe disease 
among the elderly and those with co-morbidities3,4 and mental 
distress among the healthcare workforce5. The introduction of 
public health measures brought into focus another set of vul-
nerabilities, related to impacts on other health conditions,  
mental wellbeing and livelihoods6.

The idea of vulnerability spans from the dynamics of  
pre-existing vulnerability within communities and health sys-
tems, to policies and measures that potentially make groups 
more vulnerable, to understanding how new and existing forms 
of vulnerability are being shaped by COVID-197. For example: 
healthcare workers thrust into new, high-risk, high-stress roles 
without adequate support may suffer mental fatigue; movement  
restrictions mean cancellation or delays in seeking care for 
other health conditions; broken supply chains mean that medi-
cines and food may not reach everyone who needs it, espe-
cially in remote areas; and social distancing for those who 
are already socially isolated, such as the elderly or those with  
disabilities, may increase mental health problems. The wider 
health and socio-economic impacts of COVID-19 will have  
disproportionate effects on the most vulnerable and may work 
to deepen existing inequalities. Understanding challenges and 
motivations to engage in social distancing and other public 
health responses within more vulnerable communities may help 
inform strategies to increase engagement, reduce transmission, 
and improve mental and social health, while also mitigating the  
adverse consequences of the COVID-19 response and other risks8.

Health and economic impacts
Researchers are continuing to identify multiple social, eco-
nomic, and ethical consequences of COVID-19, containment 
and other public health measures, as well as multiple social 
responses (e.g. solidarity, blame, xenophobia) that have surfaced 
alongside the formal public health responses. Although many 
of the public health measures are universal (e.g. quarantine, 
contact tracing) and have been used for decades in epidemic  
control, the ways in which specific societies and individuals 
respond to them are based on the historical, cultural, political, 
and economic contexts in which people experience them. As a 
key example, stringent social distancing or ‘lockdown’ measures 
to reduce the transmission of COVID-19 have been brought into 
effect very early in many countries, in order to avoid putting 
additional strain on already overstretched healthcare systems7.  
However, the experiences and consequences of lockdown 
for communities likely include a range of unintended health 
and other outcomes not initially considered by public health  

officials9. Additionally, these lockdown measures have had far-
reaching effects on people’s ability to sustain their livelihoods 
everywhere. In many higher income countries, these impacts 
have been mitigated through policies like the provision of food, 
money, or financial support for small businesses. By contrast, 
in low- and middle-income countries (LMIC), these safety nets 
are often lacking or insufficient, and everywhere, the impact 
of losses of income is felt most harshly in groups considered  
more vulnerable prior to the pandemic.

Impact of COVID-19 on healthcare workers
Within all communities, there are a variety of healthcare  
workers (HCWs), health related staff, and community healthcare 
workers (CHWs) working in roles that potentially make them 
more physically vulnerable to COVID-19, as well as at risk for 
increased stress and anxiety about COVID-19, among many 
other things (e.g. transmission of infection to family)5. An early  
study in Hubei province, China found that over 50% of health-
care workers who were exposed to COVID-19 reported symp-
toms of depression and 71.5% reported symptoms of distress10. 
The potential for experiencing stress and anxiety in the con-
text of COVID-19 goes beyond medical staff and reaches  
nonmedical healthcare staff as well. In a study in Singapore, 
the prevalence of anxiety was higher in nonmedical health care 
workers when compared with medical staff (20.7% and 10.8%, 
adjusted)11. Further, shortages of personal protective equip-
ment (PPE), as well as inappropriate use of PPE, creates a more  
vulnerable environment for HCWs and health related staff, and 
has been a global concern since the start of the pandemic12.  
These situations are important to assess and understand, as well 
as use to inform engagement programs that could offer HCWs  
and related healthcare staff a more supportive environment.

In order to reduce transmission and prevent a surge of cases in 
hospitals, many countries, including LMICs, have relied heavily 
upon networks of CHWs to implement and enforce COVID-19 
related public health actions. Rapid dissemination of public 
health information, contact tracing, management of community 
isolation/quarantine, and testing of potential cases has been 
crucial, and now all three countries where the study is taking 
place are moving into a phase of rolling out SARS-CoV-2 vac-
cines. These additional duties may place stress upon CHWs,  
and understanding how well equipped and informed they are 
will inform strategies to support these key workers13. In addi-
tion, CHWs are often the most connected with vulnerable  
communities, who may be at most risk of missing out on pub-
lic health information, not receiving early and adequate testing 
and treatment and vaccines, and suffering exacerbations of  
pre-existing health conditions3,4,6.

Vaccination access and acceptance
In December 2020, when COVID-19 vaccines started to become 
globally available, this added another layer to the complex land-
scapes, including new issues related to vaccine access and 
expanded issues related to vulnerability. In response, we extended 
the scope of the study to include a component to explore per-
ceptions towards vaccines and vaccine access. Demand for 
COVID-19 vaccines has far outstripped supply, and countries  
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around the world are competing for available vaccines14,15. 
85% of doses have been administered in high-income and  
upper-middle-income countries, while only 0.3% have reached 
low income countries16. At point of writing, Indonesia had fully 
immunised 11% of its population, Nepal 13%, and Vietnam only 
1.7%17. Access to COVID-19 vaccines comes on the back of 
existing general vaccine access challenges, particularly for the  
most at-risk populations in LMICs. In Nepal, equity gaps in 
childhood immunisation coverage have narrowed over time, 
but there are still substantial inequalities, by household wealth, 
maternal education, ethnic group and region18,19. Indonesia is 
among 20 countries prioritised by the Global Vaccine Alliance 
(GAVI), facing severe challenges related to coverage, equity 
and sustainability of routine immunization20. Vietnam also has 
considerable inequities in coverage of routine vaccinations, 
which has led to large outbreaks of vaccine-preventable diseases 
in recent years21,22. SARS-CoV-2 vaccines requiring strict main-
tenance of cold chain and refrigeration at very low temperatures  
may pose additional challenges in LMICs.

Even after overcoming barriers to vaccine access, there is a no 
guarantee that SARS-CoV-2 vaccine would be acceptable to the 
population. There have been concerns about the speed at which 
vaccines were licensed and controversies about trial conduct23. 
Concerns about side effects and efficacy issues, particularly in 
relation to new variants, have also emerged24. Generally, rates 
of SARS-CoV-2 vaccine confidence are higher in LMICs24, 
but a recent publication of global vaccine confidence found 
that whilst there were increases in confidence in some coun-
tries over time, there was heterogeneity between countries, 
and recent reports of hesitancy towards childhood vaccines in  
Vietnam25,26. Since the pandemic began, rumours and misin-
formation about vaccines have been circulating in a number of  
settings27,28.

Social media
Knowledge, in many forms, is pushed into the realm of the com-
munity through global networks including social media and 
other digital technologies, transforming COVID-19 into an  
‘infodemic’29. The feelings, anxieties, scientific information, 
misinformation, and rumors (among so much more) are readily 
available for the public to sift through and incorporate into their 
knowledge base surrounding COVID-19. These channels also 
impact the public perceptions of COVID-19 and COVID-19 
vaccines, as well as people’s response to it, and as such, form 
a significant contribution to an understanding of COVID-19  
in the study sites.

This manuscript describes a study set in South and Southeast 
Asia, specifically in Indonesia, Nepal, and Vietnam, to docu-
ment and explore how the pandemic is affecting individuals and 
their communities. In this study, we focus on the wider health 
and economic impacts of COVID-19, in particular emerging 
and increased burden on mental health, as well as new or  
deepened vulnerabilities in the communities. We identify health 
workers as a group uniquely challenged by the pandemic, and 
we explore how they have been able to respond and how they 
have been impacted. Public perceptions of the pandemic and  
public health measures directly affect compliance and uptake of 

health interventions, including vaccines. The introduction of  
vaccines has added another layer of complexity and high-
lighted differences in acceptance and inequalities around access. 
This study also includes an exploration of the role of social 
media in revealing or driving perceptions of the pandemic. Here 
we outline the study design and methods for a multi-country  
study aiming to engage with communities across a range of 
settings that will allow us to compare findings and translate 
knowledge about factors associated with risk and resilience  
during the COVID-19 pandemic.

Protocol
Study design
The study is a mixed methods social science study, combin-
ing survey methods and social media surveillance to gain a  
picture of the general situation within each country, with in-
depth qualitative methods to gain a deeper understanding of 
issues faced by specific groups in each country coupled with a 
synergistic engagement component. Data collection is spread 
across two Phases. Phase 1 is concerned with exploring lived 
experiences, impacts on working lives and livelihoods, mental  
health and coping strategies. Phase 2 is concerned with accept-
ance of COVID-19 vaccines, factors that increase and reduce 
acceptance, and factors that influence access. The engagement 
components are being implemented before, during and after 
the social science data collection. The engagement was tailored 
for each site and the findings from the engagement work inform 
the social science data collection throughout the project. The 
social science findings also inform the engagement work so 
that it addresses specific concerns brought up in the surveys  
and interviews.

Aims and objectives
The aim of Phase 1 of this social science and participatory 
engagement project is to explore the experiences and impact 
of COVID-19 on healthcare workers and health-related staff, 
and vulnerable communities in Vietnam, Nepal, and Indonesia. 
The aim of Phase 2 is to explore themes around acceptance and 
accessibility of vaccines. Together, findings from this research 
will be used to inform guidance on strengthening support for  
health workers and improving access to public health measures  
and vaccines for the most vulnerable populations in our settings.

The primary objectives are as follows:

1.   �Identify and describe the experiences and percep-
tions of healthcare workers (HCWs), community health 
workers (CHWs) and other healthcare staff during the  
COVID-19 pandemic in Nepal, Indonesia, and Vietnam, 
with emphasis on:

a.   �Roles, human resources, personal protective equip-
ment (PPE) access, support, and coping strategies in  
the complex healthcare landscapes across the sites;

b.   �Impact of COVID-19 on HCWs’ and health-related 
staff’s mental health and risk and protective factors;

2.   �Explore the impact of the COVID-19 outbreak on the 
lived experiences of vulnerable communities in Nepal,  
Indonesia, and Vietnam;
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a.   �Impacts of non-pharmaceutical interventions on liveli-
hoods, behavioural responses, and coping strategies;

b.   �Impact of COVID-19 on mental health and risk and 
protective factors;

3.   �Describe disruptions to health services and the impact of 
COVID-19 on healthcare seeking;

4.   �Inform national and global policymakers concerning  
access and acceptance of COVID-19 vaccines;

5.   �Identify mis-information circulating within these popu-
lations and co-design targeted evidenced-based public 
engagement.

Study setting and study populations
We are focusing the research within three countries in South and 
Southeast Asia that are part of the Wellcome Africa Asia Pro-
gramme’s Oxford University Clinical Research Unit (OUCRU). 
The Oxford University Clinical Research Units are based in 
Vietnam, Indonesia and Nepal with the aim of conducting  
collaborative biomedical, sociological and ethical research to 
reduce the impact of infectious diseases in these countries and 
the region, in close partnership with local hosts, institutions 
and stakeholders. When we started the Phase 1 data collection  
in September 2020, Vietnam, Indonesia and Nepal had had 
very different experiences of COVID-19. In Vietnam, there 
had been relatively few cases and hospitals had not been over-
burdened, while in Indonesia they had already seen a huge 
number of cases resulting in increasing pressure on the health 
care system. In Nepal, there had been a steady increase in the 
number of cases over the month preceding data collection,  
although the total number of cases remained relatively low at 
this point. These experiences have changed over the course 
of Phase 1 and into Phase 2. However, across these three coun-
tries, the experiences and impact of COVID-19 are likely 
quite different for communities, HCWs, and CHWs. We also 
selected HCWs and communities across a range of settings  
in each country. The study population consists of three main 
groups:

a.   �Healthcare workers include physicians, nurses, phar-
macists, laboratory scientists, and other health profes-
sionals working in a range of sites including local health 
centres, district level clinics and hospitals, provincial and 
national hospitals as well as other health related spaces,  
including COVID-19 care centres.

b.   �Health-related staff include other staff within hospitals 
and health centres (e.g. cleaners, ambulance drivers, office 
staff), as well as community health workers and com-
munity members working with local health authorities 
to relay health-related information to the community. The 
community health workers could be formally titled  
as such or include others who perform similar roles.

c.   �Community members from “vulnerable” communities 
may include those who may be at most risk of missing 
public health information, poorer access to healthcare 
(e.g. testing, treatment, vaccination), and those who have  

comorbid health conditions. Examples of vulnerable com-
munities may include migrant workers, ethnic popula-
tions, elderly populations, people in or discharged from 
quarantine facilities (including travelers and contacts), 
recovered COVID-19 patients, people with diabetes 
and/or hypertension and others, keeping in mind that 
new definitions of vulnerability may have arisen in the  
context of COVID-19. Online surveys also include the 
wider public.

We are conducting the study in 13 districts across the three  
countries; see Figure 1, which was generated using QGIS version 
2.18. We also targeted some specific populations, such as peo-
ple in quarantine centres, recovered patients, new mothers, TB 
and Hepatitis C patients, and ethnic minority groups. The char-
acteristics of the study populations in each setting are described  
in Table 1.

Study procedures
Recruitment. In Phase 1, we target participants in each study 
setting in order to reach a minimum sample size (see below). 
Links to online surveys are posted on institutional websites and 
shared through professional networks and social media chan-
nels, including Facebook and institutional websites, in Nepal 
and Vietnam, to reach as wide an audience as possible. We 
sought permission to contact discharged COVID-19 patients and  
people within or discharged from quarantine centres, in the  
hospital sites managing patients and quarantine centres. These 
potential participants will be contacted by phone. We are using 
our extensive networks within the healthcare systems and  
communities in each country to target specific vulnerable com-
munities to increase participation, identify participants without 
internet access to take part in telephone interviews, and to 
recruit participants for in-depth interviews and digital diaries, 
which are participant-led films that are created based on their 
personal stories. For targeted healthcare worker interviews, we 
are randomly sampling participants from staff lists at selected 
hospitals and health centres linked to our partner institutions, 
using computer-generated random numbers and stratified by 
department and sex. For targeted community interviews, we are 
using randomly sampled participants from household listings 
obtained from our local community-level partners where pos-
sible, as well as purposive sampling to identify participants 
who represent vulnerable groups and those who would be most  
likely to be unable to access the online survey.

In Phase 2, we first target participants from the commu-
nity survey in Phase 1 for whom we have a contact phone 
number or email address. We then randomly select additional  
participants from household lists using computer-generated 
random numbers, in order to reach our minimum sample size 
for each setting. We will also post links to the survey online 
to be shared through social media, including Facebook and  
institutional websites, and professional networks.

We are using purposive sampling to select participants for in-
depth interviews based on gender, age and vulnerability, as 
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well as the categories listed above in the previous section, to  
obtain a wide range of experiences and perspectives relevant 
to the study site. Participants for interviews may also be iden-
tified through discussions with key stakeholders and through 
already established contacts in the research sites. We may  
interview some of the participants more than once (within 
one phase and/or across both phases). If a participant does not  
provide consent, they will be excluded from the study.

Sample size. The minimum number of participants for each 
country in each phase has been estimated at 400 per country 
per survey (based on the number of targeted interviews that are  
being conducted by telephone or in person). The maximum 
sample sizes for the surveys are unknown. We expect that the 
number of surveys could be four hundred or thousands. This will  
depend on the success of our dissemination methods for the 
online survey, and the ability of respondents to access the inter-
net. It is not possible to control for maximum sample size in this  
study as the data collection is disseminated via the internet.

The minimum number of participants for each survey (HCW  
and community) in each phase has been estimated at 400 per 
survey per country for community based on 50% prevalence 

and 5% precision and 95% confidence interval for the range of  
factors considered. This gives the most conservative sample 
size estimate for prevalence estimates for any indicator, and a 
minimum of 385 participants per country, rounded up to 400.  
From a systematic review of studies estimating depression 
and anxiety among health-workers during COVID-19, 23% of 
health-workers have experienced either of these. We require a 
minimum of 273 HCWs per country in order to estimate depres-
sion and anxiety at these levels with 5% precision. In Viet-
nam, all staff at the Hospital for Tropical Diseases (HTD) are 
being invited to participate. HTD is one of the main COVID-19  
treatment hospitals in Ho Chi Minh City, and the hospital man-
agement wants to evaluate the situation for its entire staff.  
Staff at the National Hospital for Tropical Diseases (NHTD) 
in Hanoi are being sampled separately, with a minimum sam-
ple size of 300. The sample will be stratified according to the 
proportion of doctors, nurses and healthcare-related staff at  
NHTD, and drawn randomly from the staff list, with probabil-
ity proportional to size for each stratum. We are also sampling a 
minimum of 300 health-workers from community sites in Nam 
Dinh and Dak Lak. This sample will be stratified so that there 
are 150 in each community site. In Nepal, we are sampling a  
minimum of 300 staff from Patan Hospital, following a  

Figure 1. Study locations in Indonesia, Nepal and Vietnam.
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similar stratified sampling procedure as for NHTD. In  
Indonesia, we are recruiting participants from Jakarta, Bandung  
and Sumba. For the healthcare workers and health related staff, 
we are sampling from primary health care centres and regional 
public hospitals. For the community, we will sample from  
people residing in the areas surrounding the primary health care 
centres with recommendations from the staff of primary health  
care centres.

Enrolling a higher number of participants through online  
surveys in Nepal and Vietnam allows us to perform substan-
tive analysis, and the granularity of analysis (for instance  
stratification of data by location, groupings is increased in line  
with increasing sample size.

The sample size estimates for the qualitative components are 
being determined based on an estimate that would maximize 
the diversity of the sample (i.e. including enough participants  
to obtain a range of experiences) while also following the  
concept of theoretical saturation (i.e. including participants up 
until the point where no new categories and experiences are  
being discovered in the interviews for a particular group). 
The number of interviews required per site/category is likely  
to be between 6–1030.

Data collection. We are using a mixture of quantitative and 
qualitative, and participant-led methods to collect general and 
in-depth insights into the wider impacts of COVID-19 for the  
populations mentioned above. Specifically, we are conducting 
online/telephone surveys31 and we will use qualitative meth-
ods (key informant interviews, in-depth interviews, focus group 
discussions, digital diaries) to explore themes in more depth.  
The topics in phase 1 focus on experiences, preventive meas-
ures, and impacts on livelihoods and mental health, while in 
phase 2, the topics include perceptions and challenges related  
to COVID-19 vaccination. The data collection topics for 
each method are included in more detail in Table 2. The fol-
lowing data collection tools are included in as Appendices: 
HCW survey (phase 1), Community surveys (phase 1 and 2),  
key-informant topic guide (phase 1), focus group discussion  
guide (phase 1), HCW in-depth interview guide (phase 1) and  
Community in-depth interview guides (phase 1 and 2). In  
keeping with the participant-led approach used in the digital  
diaries, participants will be instructed to reflect on a perti-
nent, personal experience related to the pandemic. The specific  
topic for the diaries will be decided by each participant.

It is possible to collect all of the data outlined in this study 
remotely, without requiring face-to-face interviews. We will  
consider substituting with face-to-face interviews in accordance 
with local government requirements for social distancing at each  
time-point during the study period.

Outcomes
For each objective there are several outcomes, both quantita-
tive and qualitative. The outcomes for each objective are listed in  
Table 3.

Analysis
Quantitative data management and analysis plan. For participants 
who fill in the survey online, their responses are routed directly 
into a REDCap server (available free of charge to non-profit  
organisations). For participants who complete a phone or inter-
view administered survey, responses are entered into REDCap  
directly (if the interviewer has access to internet) or docu-
mented on paper and then entered into REDCap from the paper 
form. We will use weights to adjust the sample to reflect the 
national population structures by age, sex and region. We will use  
descriptive statistics to describe the range of participants and 
their responses to individual questions, as well as regres-
sion models to identify more vulnerable groups in terms of  
social and health impacts.

Qualitative data management and analysis plan. All inter-
views are being audio recorded, transcribed, and translated, 
as needed. All field notes from key informant discussions are  
being handwritten and typed within two to three days. The  
digital diaries are being transcribed in the language spoken 
and translated to English, as needed. Any identifiers are being 
removed during the transcription and/or translation process so 
that all files uploaded for analysis preserve the confidentiality  
of the participants, as much as possible. We will upload the  
interview and diary transcripts and fieldnotes into NVivo 12, 
however, QDA Miner Lite, an alternative free software, could  
also be used.

We are conducting coding in teams, by country, with full team 
discussions at regular intervals. The analysis includes at least  
two cycles of coding. For provisional coding, we are using a 
mixed inductive and deductive coding framework to start the  
coding process. We created the initial coding framework by 
integrating topics of interest, questions of interest from the 
interview guide, and topics that inform the research questions  
we are interested in exploring32–34. The coding framework 
includes topics of interest noted from the debrief sessions, there-
fore the framework also includes data-driven inductive codes.  
During provisional coding, we are integrating flexibility as the 
project is being conducted in multiple sites and therefore we 
expect that there will be variation between the sites in many  
of the topics and categories. The second cycle coding tech-
niques are used to broaden the categories and themes from the 
first cycle coding. The exact technique that we are using will 
depend on the analysis but we will use often the ‘relevant text’  
as a way of reducing the amount of data for each main  
topic35. This means we will use the relevant codes from first 
cycle coding within the second cycle coding. We will inte-
grate cross checks to ensure we did not miss anything from the 
first cycle coding. For the primary analyses, we will use pattern  
coding34. We will extract the relevant data coded during 
the first cycle coding and conduct more detailed analysis.  
Patterns are typically themes, explanations, relationships, or 
theoretical constructs and it is often useful to illustrate the  
larger patterns in an illustrative map36. For in-depth topic or  
cross-country analyses, we may adapt the technique based on  
the data (e.g. meta-theme analysis for cross-cultural research).
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Media monitoring data collection and coding plan. The media 
monitoring processes are conducted in the three country sites 
guided by a search and coding protocol as outlined in Table 4.  
Specific variables and indicators are used to code all selected 
news items, including: details of the news platform name, 
date of publication, the title of the article, a summary of the  
content, and the link to the article. The news posts will be  
categorized by content categories: (1) Prevention, (2) Treatment,  
(3) Disease epidemiology (including prevalence, new inci-
dence, risk factors), (4) Governmental management (including  

regulations, governance, etc.); and (5) Related discrimination  
and xenophobia.

The statements will also be categorized as to whether they are 
potentially misleading to the public or not. If yes, the number 
of engagements (share, repost, or comment) will be recorded,  
to get a representation of the information distribution. In this 
process, misleading information is defined as any shared infor-
mation that may cause an incorrect or potentially harmful  
action or response by the public. This includes:

Table 2. Methods and preliminary topics for data collection.

Methods Estimated sample size Preliminary data collection topics Study sites

Objective 1. Experiences of hospital staff, community health workers and related health staff

Country-wide surveys 
(online/phone/paper)

Minimum of 400 per country Risk, stress and anxiety, resilience, social impact, personal 
protective equipment (PPE) access and practices, public 
health control measures

Vietnam 
Nepal 
Indonesia

Key informant discussions 11-22 informants 
(1-2/ site, as needed), multiple 
discussions/informant 

General experiences, largely led by participant, also to 
gain referrals for participants for in-depth interviews

Vietnam: 
4 sites 
Nepal: 5 sites 
Indonesia: 
3 sites

Focus group discussions N=1-2 discussions with 8-12 
people/ discussion

Experiences, concerns, duty of care, moral/personal 
responsibilities, public health responses & community 
reaction, ethical considerations

Vietnam: 
1 site (only at 
HTD)

In-depth interviews N = 120-180 interviews 
(10-15/site)

Experiences, concerns, duty of care, 
moral/personal responsibilities, public health responses 
& community reaction, ethical considerations, practical 
challenges and perceived health risks related to PPE 
practices 

Vietnam: 
4 sites 
Nepal: 5 sites 
Indonesia: 
3 sites

Digital Diaries N=60 (20/country) Experiences, concerns and worries, personal commentary 
of lived experiences and unfolding situation

Vietnam 
Nepal 
Indonesia

Objective 2. Impact of outbreak and response on vulnerable communities

Country-wide survey 
(online, phone, paper)

Minimum of 400 per country, 
per phase

Knowledge and attitudes, experiences, impact of response 
on daily life, livelihoods and healthcare, anxiety and 
depression, and coping strategies

Vietnam 
Nepal 
Indonesia

In-depth interviews First phase: 
N = 110 – 165 interviews 
(10-15/site) 
Second Phase: 
N = 33-55 interviews (3-5/site)

Follow-up topics related to survey findings, community 
impact of COVID-19 and response, vaccination, and other 
topics, as needed

Vietnam: 
4 sites 
Nepal: 5 sites 
Indonesia: 
3 sites

Digital diaries N=60 (20/country) Experiences, concerns and worries. Daily practices during 
lockdown and pandemic, personal commentary of lived 
experiences and unfolding situation 

Vietnam 
Nepal 
Indonesia

Objective 3. Identifying and responding to misinformation in social media

Monitoring of social media 
and mainstream news

N = 18 months Identifying misinformation about COVID-19 circulating in 
target populations

Vietnam 
Nepal 
Indonesia

Public engagement media N = 15 (5/country) Activities and evidence-based media developed in 
partnership with experts and local policy makers

Vietnam 
Nepal 
Indonesia

COVID-19 = coronavirus disease 2019
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i.   �Bias information: a particular tendency to express feel-
ings or opinions, especially ones that are preconceived 
or unreasoned, and/or to interpret information that  
confirms one’s pre-existing beliefs or hypotheses.

ii.   �Disinformation: false information that is publicly 
announced in the news media with the sharer’s intention 
to mislead and deceive the public for political or social  
gains.

Table 3. Study objectives and outcomes.

Objective Outcomes

1.    �Identify and describe the experiences and perceptions of 
HCWs, CHWs and other healthcare staff during the COVID-19 
pandemic in Nepal, Indonesia, and Vietnam, with emphasis on:

          a.   �Roles, human resources, PPE access, support, and coping 
strategies in the complex healthcare landscapes across 
the sites;

          b.   �Impact of COVID-19 on HCWs’ and health-related staff’s 
mental health and risk and protective factors;

Quantitative 
Proportion of HCWs, CHWs and other healthcare staff: 
 -     With increased workload 
 -     Facing human resource limitations 
 -     Facing challenges accessing PPE and medical supplies
 -     �Employing coping strategies to manage mental health 

challenges
 -     Experiencing depression, anxiety and stress 
Qualitative
 -     �Detailed descriptions of main themes and patterns across 

sites related to the lived experiences of COVID-19 pandemic 
and the public health response

 -     �Descriptions of challenges and solutions faced by healthcare 
workers and related staff across the sites

2.    �Explore the impact of the COVID-19 outbreak on the lived 
experiences of vulnerable communities in Nepal, Indonesia, 
and Vietnam;

          a.   �Impacts of non-pharmaceutical interventions on 
livelihoods, behavioural responses, and coping strategies;

          b.   �Impact of COVID-19 on mental health and risk and 
protective factors;

Quantitative 
Proportion of community participants: 
 -     Complying with public health measures 
 -     Employing other prevention measures and coping strategies 
 -     With impacts on their livelihoods 
 -     Experiencing depression, anxiety and stress 
Qualitative
 -     �Detailed descriptions of main themes and patterns across 

sites related to the impact of COVID-19 outbreak and the 
public health response

3.    �Describe disruptions to health services and the impact of 
COVID-19 on healthcare seeking;

Quantitative
 -     �Proportion of HCWs, CHWs and other healthcare staff 

reporting disruptions to other medical services
 -     �Proportion of community participants reporting disruptions 

to healthcare and vaccination services
Qualitative
 -     �Descriptions of healthcare seeking in the context of COVID-19

4.    �To inform national and global policymakers concerning access 
and acceptance of COVID-19 vaccines;

Quantitative 
 -     �Proportion of community participants who say they would 

accept COVID-19 vaccines
 -     �Proportion of community participants who say would have 

difficulty accessing COVID-19 vaccines
Qualitative
 -     �Understanding of the factors associated with lower 

acceptance and access

5.    �Identify misleading information circulating on social media and 
in mainstream news media within these populations and co-
design targeted evidenced-based public engagement.

 -     �Misleading (biased, misinformation or disinformation) news 
posts identified.

 -     �Posts categorized by content: prevention, treatment, disease 
epidemiology, governmental management and related 
discrimination and xenophobia.

 -     �Public health messaging and public engagement events 
designed to counter misinformation. 

HCW = Healthcare worker; CHW = Community health workers; COVID-19 = coronavirus disease 2019
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iii.   �Misinformation: false or inaccurate information created  
as a result of an honest mistake and negligence by  
the sharer.

Identified themes and specific misleading messages are being 
addressed through positive, evidence-based public health  
messaging utilizing our existing engagement communication  
platforms such as institute websites, Facebook groups and  
online forums.

Ethics and dissemination
Approvals. This study was reviewed and approved by the  
National Hospital for Tropical Diseases Ethics Committee  
(Hanoi, Vietnam), Hospital for Tropical Diseases Ethics  
Committee (Ho Chi Minh City, Vietnam), Ethics Committee  
of Nepal Health Research Council (Kathmandu, Nepal), Patan  
Hospital Ethics Committee (Kathmandu, Nepal), Ethics Com-
mittee of the Faculty of Medicine, University of Indonesia  
(Jakarta, Indonesia) and Oxford Tropical Research Ethics 
Committee (Oxford, UK). In addition, we obtained local gov-
ernment permission as required by the local regulations in  
each context.

Informed consent. For online surveys, information about the 
study is provided on the first page, and participants are asked 
to click a link that states they agree to participate and this will  
allow access to the survey questions. If participants do not 
agree to participate, they will not be able to access the survey 
and proceed. For remote interviews, where possible, we email  
the participant information sheet and the consent form 1–2 days 
prior to the interview so that potential participants can review 
it prior to the interview and ask questions to the researchers  
or anyone else regarding participation. For those without 
email, we read the study information and consent sheet over 
the telephone and audio record their verbal consent to take part.  
For in-person interviews, we present both written and verbal 
information from the participant information sheet and collect  
written consent.

For digital diaries, we obtain written or verbal consent after  
providing details of the requirement of the activity and discuss 
possible uses of the media. Participants are also given options  
to contribute data to the study, but not have their visual media  
used for wider engagement purposes. Participants are instructed 
as to the importance of autonomy and consent, and trained 
to get recorded third party verbal consent from anyone they  
film, or to take the pictures in a manner that doesn’t reveal 
identity. In Vietnam, verbal consent is not accepted and writ-
ten third party consent is being obtained from anyone whose  
image or identity is included. Footage including persons 
without consent is not being used in final cuts and will be  
destroyed.

Data storage and availability. All data are being stored on a 
secure server centrally held at OUCRU. If remote interviews 
are undertaken, files are uploaded to the server within 1–2 days  
of the interview and deleted from the original compu-
ter. All laptops used for data collection and data storage are 
encrypted and password protected. Email addresses and phone  
numbers for future contact and linkage are stored separately 
from the survey responses, and will only be used for linkage. 
The linking data will be destroyed after use. We are storing all 
qualitative data from interviews and fieldnotes separately from  
documents that could identify the participant. All visual media 
is submitted from participants’ devices (e.g. mobile phones)  
to the project team film editors. All raw and edited footage  
will be uploaded and stored on a secure OUCRU server.  
However, the nature of the media does not easily allow for  
anonymity. Participants will be encouraged to use pseudonyms  
if they want to but media from participants who do not  
consent to being visually identifiable will be destroyed and not  
included in the digital diary collection.

The anonymous qualitative and quantitative data will be 
made available from the corresponding author on reasonable  
request.

Table 4. Summary of media monitoring process and coding plan.

Process Variables recorded Content categories Country-specific 
sources

1. Google search with selected key words; 
2. Specified monitoring date range; 
3. Recording of data in excel ‘log sheets’ according to 
agreed variables and indicators; 
4. Statements categorized as to whether 
misleading the public or not (categorised as: bias, 
misinformation or disinformation); 
5. Engagements with the news item is recorded as 
number of engagements (share, repost, comment) to 
gauge information distribution; 
6. Verification of any statements related to technical 
or medical information which may or may not be 
misleading; 
7. Identification of key themes/messages which are 
misleading or ‘fake news’.

-Details of the news 
platform name; 
-Date of publication; 
-Number and date of 
engagements 
-Article title; 
-Content summary; 
-Article link

-Prevention; 
-Treatment; 
-Disease epidemiology 
(including prevalence, new 
incidence, risk factors); 
-Government management 
(including regulations, 
restrictions, etc.); 
-COVID-19 related 
discrimination and 
xenophobia.

Indonesia: 3 major news 
portals, with a focus on 
government statements; 
Nepal: 1 major news 
portal and Facebook sites; 
Vietnam: 3 top news 
websites and Facebook 
sites.
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Dissemination. We will disseminate findings in multiple ways.  
First, we will produce short reports and policy briefs for  
government officials and policy-makers to inform national 
risk mitigation plans and training and support needs of  
CHWs, for preparedness related to Covid-19 and future threats.  
Second, we will publish findings in peer-reviewed journals. 
Third, we will make an interactive web app so that participants  
and the public can explore survey results. Digital diaries from 
consenting participants will be edited into short films and  
uploaded onto social media sites. Where restrictions allow, 
the films will be shown to participating communities in facili-
tated screenings. These will be specific to each country site.  
A compilation of diaries will be edited into a film document-
ing the experiences of vulnerable groups and CHWs across sites 
and used to raise awareness and improve practice. Findings 
from the media monitoring exercise are fed back to the wider  
engagement and communications team weekly, informing the 
focus and design of regular public health messages on social 
media and through partner institutes and community partners.  
Finally, we will compile tools used, lessons learned, and reflec-
tions from key informants and colleagues implementing the 
activities in each site, to develop a toolkit of research methods 
for engaging with vulnerable communities that can be applied 
on a global scale in this and future health and environment  
crises.

Conclusions
Developing and delivering research in a pandemic was highly 
complicated. We planned for the SPEAR study to be imple-
mented at multiple sites across the OUCRU network that  
had ongoing research. The embedded nature of OUCRU and 
the long-standing collaborations in the communities made it  
possible to implement the study across the sites. Despite various  
challenges, the SPEAR study team is now successfully set up 
and working across 13 sites, integrating multiple methods of 
data collection, while also providing regular input from the 
research-side to inform the SPEAR engagement team and their  
engagement activities.

Study status
Data collection for SPEAR study Phase 1 started in November  
2020 and is completed. Phase 2 data collection started in  
November 2021 and is estimated to be completed by January  
2022. Analysis and dissemination are ongoing and are estimated  
to be completed by December 2022.
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This protocol describes and justifies a study to investigate the experiences and impacts of the 
Covid-19 pandemic along with the public health measures among healthcare workers and 
vulnerable communities in 3 countries - Vietnam, Indonesia and Nepal. The research project 
intends to look into the lived experiences of people in the three countries involving issues related 
to vaccinations, mental health, health and economic impacts, the social media.  
 
This is a large project in terms of scale and scope. The protocol adequately describes the 
procedures and processes. Information is well presented, explaining the need for the various 
methods of data collection. The use of multiple data sources is commendable as this would enable 
researchers to verify, triangulate and discuss the results more thoroughly and completely. The use 
of digital diaries as a source of data is resourceful and novel. 

 It would be helpful to publish the interview guide as well. This would better facilitate 
replication by other researchers. 
 

1. 

In the Vaccination access and acceptance section, it was stated that "85% of doses have 
been administered in high-income and upper-middle-income countries, while only 0.3% 
have reached low income countries". Therefore, it needs to be explained which category 
each of the three countries fall under and how each country's rate of immunisation (i.e. 
"Indonesia had fully immunised 11% of its population, Nepal 13%, and Vietnam only 1.7%") 
compares to the global figures and what the implications are. 
 

2. 

In the Vaccination access and acceptance section, it would be helpful to also describe the 
specific issues faced in Indonesia as those faced in Vietnam and Nepal have been 
highlighted. It would help readers and other researchers understand the context in relation 
to vaccination access and acceptance in which this research protocol is being used. (It is 
noted that some of the general issues faced by each country have also been highlighted in 
the Study setting and study populations section in general.) 
 

3. 

"We sought permission to contact discharged COVID-19 patients and people within or 4. 
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discharged from quarantine centres, in the hospital sites managing patients and quarantine 
centres. These potential participants will be contacted by phone." Please clarify if 
participants have given consent to be contacted.

 
Is the rationale for, and objectives of, the study clearly described?
Yes

Is the study design appropriate for the research question?
Partly

Are sufficient details of the methods provided to allow replication by others?
Partly

Are the datasets clearly presented in a useable and accessible format?
Not applicable

Competing Interests: No competing interests were disclosed.

Reviewer Expertise: Public health, Covid-19, qualitative methods

I confirm that I have read this submission and believe that I have an appropriate level of 
expertise to confirm that it is of an acceptable scientific standard, however I have 
significant reservations, as outlined above.
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