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Our multidisciplinary research team is composed of 6
faculty with expertise in internal medicine, nephrology,
maternal/fetal medicine, health services research, statis-
tics, and community-based research, and 36 program
staff includingbiostatisticians, nurses, programcoordina-
tors, program assistants, and medical assistants/phle-
botomists.With the emergence of theCOVID-19pandemic
and the impact it was having on our community, especial-
ly the ethnic minority population in inner-city Milwaukee,
we felt it was critical to stay engaged and figure out how to
ask meaningful research questions that are important to
the community, are relevant to the times, and will lead to
lasting change.While navigating this unprecedented chal-
lenge, our research teammade difficult decisions but were
able to engage our staff and respond to community needs.
We organized our lessons learned to serve as a perspective
on how to effectively remain committed to vision and serve
our communities, while collecting evidence that can in-
form policy in difficult times.
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O ur multidisciplinary research team is composed of 6
faculty with expertise in internal medicine, nephrology,

maternal/fetal medicine, health services research, statistics,
and community-based research and 36 program staff including
biostatistician, nurses, program coordinators, program assis-
tants, and medical assistants/phlebotomists. With the emer-
gence of the COVID-19 pandemic and the impact it was
having on our community, especially the ethnic minority
population in inner-city Milwaukee, we felt it was critical to
stay engaged and figure out how to ask meaningful research

questions that are important to the community, relevant to the
times, and will lead to lasting change.
Our team’s work is focused on addressing health disparities

among vulnerable populations including the elderly, racial/
ethnic minorities, immigrants, and low-income primarily in
the Greater Milwaukee Metro Area of Wisconsin. Milwaukee
is the most diverse city in Wisconsin and recently became a
minority-majority city with 53% of city residents of racial/
ethnic minority background.1 It is also one of the most segre-
gated cities in the USA, where community-based research
focused on addressing the underlying causes of health dispar-
ities is greatly needed.2–4 At the start of the year, we had 3
large NIH-funded R01s, 2 career development grants, 1 diver-
sity supplement, and 3 large foundation-funded research pro-
jects with total community-based recruitment targeted across
the studies at roughly 2000 participants.5–7 To accomplish
this, we ramped up hiring to have 36 staff including biostatis-
ticians, nurses, program coordinators, program assistants, and
medical assistants/phlebotomists.
Then, COVID-19 hit with shelter-in-place orders, school sys-

tem closures, and limitations on public gatherings.8 Our institu-
tion placed restrictions on social contact with participants, recruit-
ment was halted, and study staff were moved out of the commu-
nity and into remote work environments. We were faced with
significant challenges in supporting our research and our staff.
The economic downfall from COVID-19 resulted in record-
breaking levels of unemployment and the predominantly minor-
ity and low-income populations we served needed support de-
spite our limitations.9 While navigating this unprecedented chal-
lenge, our research team had to make difficult decisions but were
able to engage our staff and respond to community needs. These
are the lessons learned in the process:

LESSON 1: IDENTIFY PRINCIPLES ON WHICH TO MAKE
DECISIONS

As researchers, we are trained to use data and draw logical
conclusions. However, early in the pandemic, decisions had to
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be made with limited knowledge of how long measures would
be in place and what guidelines may change after the decision.
Faced with the first call to halt all non-essential research, our
faculty team met to discuss how to prioritize studies, what
changes to make, and how to assign staff. Our team found
value in identifying a principle underlying how to decide on
trade-offs no matter what changed, “People first.” The two
groups of people we prioritized were our staff and our study
participants. We prioritized our staff by changing internal
procedures to minimize staff loss and keep staff safe. Early
in the pandemic, this meant adjusting tasks to allow staff to
work remotely, designing a rotating schedule for work that had
to be done in the office, adjusting our schedules to hold daily
virtual check-ins with teams, organizing processes for moving
tasks between teams, and creating new ways for staff to
communicate concerns and problems. Later in the pandemic,
this meant strict safety guidelines for in-office work and
aligning staff around funded projects. We prioritized our pa-
tients by advocating for our intervention studies to be consid-
ered essential, halting primary outcome blood draw collection
until safety procedures were in place, conducting follow-up
visit surveys over the phone, communicating regularly with
study participants regarding changes, and training staff to
identify process changes that could hinder scientific validity
of results. Making decisions based on “People first” required
more communication on the reason behind decisions, but we
gained a new level of engagement with our staff and created a
principle that will guide team decisions for years to come.

LESSON 2: REPURPOSE SKILL SETS FOR NEW PROJECTS

Within the context of our “People first” principle, we could not
abandon the vulnerable populations our studies serve and had
to find a way to use the skills we had without the safety net of
previously tested strategies centered around face-to-face ap-
proaches for recruitment, screening, and intervention delivery
that were no longer viable options.We quickly identified those
who were skilled in three high priority areas: communicating,
creating, and innovating. Those identified as the top commu-
nicators were asked to contact each of our actively enrolled
study participants and provide updates regarding study partic-
ipation and reassure them of our dedication to their wellbeing.
Top communicators were defined as individuals who had the
highest rate of positive response from study participants dur-
ing recruitment phone calls, staff requested by name by our
study participants, and those who had the lowest rate of
participants who miss appointments after being scheduled by
the team member. Our top creators were tasked with develop-
ing aesthetically pleasing COVID-19 informational material
that was both accurate and easy to understand. Top creators
were defined as individuals who regularly draft and provide
input on the development of study flyers, manuals, and other
print materials. Finally, our innovators were tasked with iden-
tifying funding mechanisms and developing grant applications

to expand what we currently do. Team innovators included
faculty members who have previously applied for grants or
have experience locating new requests for proposals. We also
expanded our staff’s skill sets by cross-training phlebotomists
to complete screening, consent, study enrollment, and health
education session delivery telephone calls with participants for
new studies focused on preventing the spread of COVID-19.

LESSON 3: MOVE FROM A FOCUS ON CHALLENGES
TO A FOCUS ON OPPORTUNITIES

Having identified skills that could be repurposed to new
opportunities, we applied them across our research enterprise.
First, we discussed fears, concerns, and priorities as a full
team. The structure for brainstorming was flattened and each
voice was given a platform. We started with an unstructured
discussion during full team virtual calls utilizing a round table
approach where each team member could provide feedback.
We documented every concern raised and identified categories
of challenges on which to act. These varied across our team
structure and included how our communication flows, how
each team member’s strengths can be leveraged, and the
process for maintaining our institutional and center vision at
the forefront of our research. As a multidisciplinary team, we
found that not only are we stronger together, but also across
each level of training we could make a difference by actively
applying ourselves, our skills, and our knowledge to support
each other, our institution, and our community. Creativity
soared and great strength surfaced as we shifted from a focus
on problems to a focus on opportunities. We continued this
dialog once a week as a team until teams were reorganized and
deployed to meet the emerging needs of our participants. We
identified deficits within our team that historically we did not
have time to address and provided training. We fortified our
research infrastructure through literature reviews, audits, and
building our shared knowledge base. And we improved our
overall team and community engagement by creating a struc-
ture to live out John F. Kennedy’s reminder that “one person
can make a difference, and everyone should try.”

LESSON 4: BEING THERE FOR YOUR COMMUNITY
EVEN WHEN YOU CANNOT BE PRESENT

In times of urgency and uncertainty, we have the opportunity
to be more effective in and more valuable to our community.
For example, these are times when teams can provide more
support to individuals, families, and communities by serving
as a trusted partner and resource; actively engaging and lis-
tening to the community to address expressed needs; sharing
current and important information about COVID-19; and es-
tablishing relationships that can continue once our new normal
is established. As a team, we decided early that maintaining a
presence in the community was essential, especially since we
were not able to be there physically. First, we stayed
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connected by increasing the frequency of communication and
funneling resources to study participants. This included shar-
ing up-to-date information with study participants and com-
munity partners using virtual platforms such as WebEx,
Zoom, Skype, and Go-To-Webinar. We connected study par-
ticipants and partner organizations with information on re-
sources developed by our public health department by sending
links to posted information and invited them to attend weekly
virtual townhall meetings hosted by our institution where they
received information and were able to ask questions. In addi-
tion, we participated in institutional communications initia-
tives and ensured simplified and culturally tailored messaging.
Finally, for study participants, we provided face coverings and
hand sanitizer as resources through community outreach and
contact with community partners. Second, members of the
team shared their expertise via media outlets by participating
in radio interviews, podcasts, and town hall meetings. By
disseminating factual information about preventing the spread
of COVID-19, we could support our community to make
informed decisions about how to care for themselves and their
families. Third, we listened to the community to understand
their needs. We collaborated with organizations that provide
essential resources and made routine calls to study participants
and community partners to provide social support. These
simple acts were well received and appreciated by study
participants and leaders of our community partner
organizations.

LESSON 5: RESPOND TO DISPARITIES WHENEVER THEY
BECOME APPARENT

At this point in the pandemic, racial/ethnic disparities in
COVID-19 outcomes and the influence of pre-existing social
conditions reflecting the deeply rooted structural racismwithin
American society are well established.10–13 In Milwaukee,
African Americans represented nearly half the city’s initial
COVID-19 cases and deaths, and both race and poverty were
associated with a higher risk of hospitalization for COVID-
19.14,15 Noticing the projections, our team quickly identified
how we could help build the evidence base to understand
disparities in COVID-19 infection and outcomes and develop
interventions to reduce these disparities. To address the need
for more screening and education, our multidisciplinary team
applied for and was awarded funding from Advancing Health-
ier Wisconsin to conduct an intervention study designed to
prevent the spread of COVID-19 in elderly African Americans
through testing and education.16 We also designed two addi-
tional parallel research projects: (1) an observational project
using the medical records to understand factors leading to
COVID-related disparities in our health system and (2) a
mixed-methods study funded through our career development
awards to understand barriers and facilitators to COVID-19
prevention and recovery among inner-city African American
residents. By quickly responding to build the evidence base,17

we hope to help change the trajectory of disease in our vul-
nerable populations.

LESSON 6: USE THE EXPERIENCE TO HONE OUR
LEADERSHIP SKILLS

COVID-19 brought about unparalleled turbulence to the lives of
our research team and our community members. We identified
through team discussions that good leadership, a strong vision/
mission, and a committed and competent team were essential
components we need for emerging from the crisis. Recognizing
our need for an optimistic, competent, and effective leader moti-
vated our team to build our own leadership skills through reading,
self-reflection, and practice. We identified integrity, adaptability,
and good communication as aspects of leadershipwe could build.
We practiced our ability to identify and communicate opportunity
in the midst of uncertainty and anxiety. And we developed our
communication skills to ensure we were trust-worthy, genuine,
and able to allay anxiety within our team. Finally, as a leader is
only as good as the people they surround themselves with, we
focused on effectively communicating the importance of each
team member as a whole through daily research study specific
meetings and weekly research teammeetings. In addition, during
the weekly research team meetings, we watched thought-
provoking TED Talks and engaged in team discussions
afterwards.
Though difficult, the COVID-19 pandemic afforded us the

opportunity to remain committed to our vision, serve our
community, and strengthen our team.We believe these lessons
will last long beyond the impact of COVID-19.
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