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Qualitative Research Methods in

Mental Health

Dr Sarah Peters

As the evidence base for the study of mental
health problems develops, there is a need

for increasingly rigorous and systematic
research methodologies. Complex questions
require complex methodological approaches.
Recognising this, the MRC guidelines for
developing and testing complex interventions
place qualitative methods as integral to

each stage of intervention development and
implementation. However, mental health
research has lagged behind many other
healthcare specialities in using qualitative
methods within its evidence base. Rigour

in qualitative research raises many similar
issues to quantitative research and also some
additional challenges. This article examines
the role of qualitative methods within mental
heath research, describes key methodological
and analytical approaches and offers guidance
on how to differentiate between poor and good
quality qualitative research.

THE TRAJECTORY OF QUALITATIVE
METHODS IN MENTAL HEALTH
RESEARCH

Qualitative methodologies have a clear
home within the study of mental health
research. Early and, arguably, seminal
work into the study of mental illnesses and
their management was based on detailed
observation, moving towards theory
using inductive reasoning. Case studies
have been long established in psychiatry
to present detailed analysis of unusual
cases or novel treatments. Participant
observation was the principle method
used in Goffman’s seminal study of psy-
chiatric patients in asylums that informed
his ideas about the institutionalising and
medicalising of mental illness by medical
practice.! However, the 20th century saw
the ‘behaviourist revolution’, a movement
where quantification and experimenta-
tion dominated. Researchers sought to
identify cause and effects, and reason-
ing became more deductive — seeking to
use data to confirm theory. The study of
health and illness was determined by con-
temporary thinking about disease, taking
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a biomedical stance. Psychologists and
clinical health researchers exploited natu-
ral science methodologies, attempting to
measure phenomenon in their smallest
entities and do so as objectively as pos-
sible. This reductionist and positivist
philosophy shaped advances in research
methods and meant that qualitative
exploration failed to develop as a credible
scientific approach. Indeed, ‘objectivity’
and the ‘discovery of truth’ have become
synonymous with ‘scientific enquiry’ and
qualitative methods are easily dismissed
as ‘anecdotal’. The underlying episte-
mology of this approach chimes well
with medical practice for which training
is predominately in laboratory and basic
sciences (such as physics and chemistry)
within which the discourse of natural
laws dominate. To this end, research in
psychiatry still remains overwhelmingly
quantitative.?

Underlying all research paradigms are
assumptions. However, most traditional
researchers remain unaware of these until
they start to use alternative paradigms.
Key assumptions of quantitative research
are that facts exist that can be quantified
and measured and that these should be
examined, as far as possible, objectively,
partialling out or controlling for the con-
text within which they exist. There are
research questions within mental health
where this approach can hold: where
phenomenon of interest can be reliably
and meaningfully quantified and mea-
sured, it is feasible to use data to test pre-
dictions and examine change. However,
for many questions these assumptions
prove unsatisfying. It is often not pos-
sible or desirable to try and create labo-
ratory conditions for the research; indeed
it would be ecologically invalid to do so.
For example, to understand the expe-
rience of an individual who has been
newly diagnosed with schizophrenia, it
is clearly important to consider the con-
text within which they live, their fam-
ily, social grouping and media messages
they are exposed to. Table 1 depicts the
key differences between the two method-
ological approaches and core underlying
assumptions for each.

It should be cautioned that it is easy to
fall into the trap of categorising studies

as either quantitative or qualitative. The
two traditions are often positioned within
the literature as opposing and in conflict.
This division is unhelpful and likely to
impede methodological advancement.
Though, undeniably, there are differences
in the two approaches to research, there
are also many exceptions that expose this
dichotomy to be simplistic: some qualita-
tive studies seek to test a priori hypoth-
eses, and some quantitative studies are
atheoretical and exploratory.® Hence it is
more useful to consider research method-
ologies as lying along a spectrum and that
researchers should be familiar with the full
range of methodologies, so that a method
is chosen according to the research ques-
tion rather than the researcher’s ability.

RATIONALE FOR QUALITATIVE METHODS
IN CURRENT MENTAL HEALTH
RESEARCH

There are a number of scientific, practi-
cal and ethical reasons why mental health
is an area that can particularly benefit
from qualitative enquiry. Mental health
research is complex. Health problems are
multifactorial in their aetiology and the
consequences they have on the individ-
ual, families and societies. Management
can involve self-help, pharmacological,
educative, social and psychotherapeutic
approaches. Services involved are often
multidisciplinary and require liaison
between a number of individuals includ-
ing professionals, service-users and rela-
tives. Many problems are exacerbated by
poor treatment compliance and lack of
access to, or engagement with, appropri-
ate services.*

Engagement with mental health
research can also be challenging. Topics
may be highly sensitive or private.
Individuals may have impaired capacity
or be at high risk. During the research
process there may be revelations of sui-
cidal ideation or criminal activity. Hence
mental health research can raise addi-
tional ethical issues. In other cases scep-
ticism of services makes for reluctant
research participants. However, if we
accept the case that meaningful research
can be based in subjective enquiry then
qualitative methods provide a way of
giving voice to participants. Qualitative
methods offer an effective way of involv-
ing service-users in developing inter-
ventions for mental health problems®
ensuring that the questions asked are
meaningful to individuals. This may be
particularly beneficial if participants are
stakeholders, for example potential users
of a new service.

35

‘WbuAdod Ag paiosioid 1sanb Ag 20z ‘2z [Mdy uo /wod fwg yyesyeiuawy/:dny woiy papeojumod ‘0T0Z A8 ¥Z U0 GE'Z €T'YWAd/9ETT 0T Sk paysiiand 1siy (yjjeaH [eIUSIN pased piAg


http://mentalhealth.bmj.com/

EBMH Notebook

Table 1

Comparison of underlying assumptions of quantitative and qualitative research approaches

Quantitative

Qualitative

Approach towards data

Theoretical framework
employed

Context of study

Sampling

Data generation

Analysis approach

Reporting

Objective. Data and its interpretation is, as far as possible, value free.
Positivism and reductionism. Proposes that there are universal ‘truths’
that scientific enquiry can uncover.

Research seeks to identify the smallest measurable entities to further
knowledge about how entities relate to each other.

Artificial settings. Researcher attempts to control for confounding factors.

Statistical for example random, consecutive. Attempts to minimise bias in
final sample so it will represent the population from which it is drawn.
Statistical methods can be used to pre-determine the sample size needed
for analytical power.

Numerical. Gathered using questionnaires, surveys, quantification of
behaviours or events. Data are simple and involve many participants.

Deductive, i.e. theory driven. Findings are confirmatory and test
pre-existing hypotheses and theory

Findings supported by evidence of numerical data and statistical analyses

Subjective. Researcher interpretation is a feature of the analysis.

Social constructivism or realism. Proposes that all knowledge

(including science) is constructed by groups and hence there is no single
reality or truth.

Natural settings. Researcher recognises and examines context and bias.

Theoretical for example purposive. Attempts to seek full range of
existing views, including those that are deviant or atypical. Theoretical
stance taken to determine whether data (and thereby sample size) is
sufficient to enable analysis to be complete. Saturation is achieved when
no new categories emerge from data.

Non numerical. Generated through interviews, observation of naturally
occurring phenomenon, focus groups, document analysis. Data are rich
and involve few participants.

Inductive, i.e. data driven. Findings are exploratory and form hypotheses
and theory

Findings supported by evidence of textual, pictorial or narrative data

Qualitative methods are valuable for
individuals who have limited literacy skills
who struggle with pencil and paper mea-
sures. For example qualitative research has
proved fruitful in understanding children’s
concepts of mental illness and associated
services.”

HOW QUALITATIVE ENQUIRY IS USED
WITHIN MENTAL HEALTH RESEARCH
There are a range of types of research
question where qualitative methods prove
useful — from the development and testing
of theory, to the piloting and establish-
ing efficacy of treatment approaches, to
understanding issues around translation
and implementation into routine practice.
Each is discussed in turn.

Development and testing of theory
Qualitative methods are important in
exploratory work and in generating
understanding of a phenomenon, stimu-
lating new ideas or building new theory.
For example, stigma is a concept that is
recognised as a barrier to accessing ser-
vices and also an added burden to men-
tal health. A focus-group study sought
to understand the meaning of stigma
from the perspectives of individuals with
schizophrenia, their relatives and health
professionals.” From this they developed a
four-dimensional theory which has subse-
quently informed interventions to reduce
stigma and discrimination that target not
only engagement with psychiatric ser-
vices but also interactions with the public
and work.”

Development of tools and measures

Qualitative methods access personal
accounts, capturing how individuals talk
about a lived experience. This can be
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invaluable for designing new research
tools. For example, Mavaddat and col-
leagues used focus groups with 56
patients with severe or common mental
health problems to explore their expe-
riences of primary care management.’
Nine focus groups were conducted and
analysis identified key themes. From
these, items were generated to form a
Patient Experience Questionnaire, of
which the psychometric properties were
subsequently examined quantitatively in
a larger sample. Not only can dimensions
be identified, the rich qualitative data
provide terminology that is meaningful
to service users that can then be incorpo-
rated into question items.

Development and testing of interventions

As we have seen, qualitative methods can
inform the development of new interven-
tions. The gold-standard methodology
for investigating treatment effectiveness
is the randomised controlled trial (RCT),
with the principle output being an effect
size or demonstration that the primary
outcome was significantly improved
for participants in the intervention arm
compared with those in the control/
comparison arm. Nevertheless, what will
be familiar for researchers and clinicians
involved in trials is that immense research
and clinical learning arises from these
substantial, often lengthy and expen-
sive research endeavours. Qualitative
methods provide a means to empirically
capture these lessons, whether they are
about recruitment, therapy training/
supervision, treatment delivery or con-
tent. These data are essential to improve
the feasibility and acceptability of fur-
ther trials and developing the interven-
tion. Conducting qualitative work prior
to embarking on an RCT can inform the

design, delivery and recruitment, as well
as engage relevant stakeholders early
in the process; all of these can prevent
costly errors. Qualitative research can
also be used during a trial to identify rea-
sons for poor recruitment: in one RCT,
implementing findings from this type
of investigation led to an increased ran-
domisation rate from 40% to 70%.’

Nesting qualitative research within
a trial can be viewed as taking out an
insurance policy as data are generated
which can later help explain negative or
surprising findings. A recent trial of reat-
tribution training for GPs to manage
medically unexplained symptoms dem-
onstrated substantial improvements in
GP consultation behaviour.!® However,
effects on clinical outcomes were coun-
terintuitive. A series of nested qualita-
tive studies helped shed light as to why
this was the case: patients’ illness models
were complex, and they resisted engaging
with GPs (who they perceived as having
more simplistic and dualistic understand-
ing) because they were anxious it would
lead to non-identification or misdiagnosis
of any potential future disease!!, an issue
that can be addressed in future interven-
tions. Even if the insights are unsurprising
to those involved in the research, the data
collected have been generated systemati-
cally and can be subjected to peer review
and disseminated. For this reason, there
is an increasing expectation from fund-
ing bodies that qualitative methodologies
are integral to psychosocial intervention
research.

Translation and implementation into
clinical practice

Trials provide limited information about
how treatments can be implemented into
clinical practice or applied to another
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context. Psychological interventions are
more effective when delivered within
trial settings by experts involved in their
development than when they are deliv-
ered within clinical settings.'? Qualitative
methods can help us understand how to
implement research findings into routine
practice.!3

Understanding ~ what  stakeholders
value about a service and what barri-
ers exist to its uptake is another evi-
dence base to inform clinicians’ practice.
Relapse prevention is an effective psy-
choeducation approach that helps indi-
viduals with bipolar disorder extend time
to relapse. Qualitative methodologies
identified which aspects of the interven-
tion service-users and care-coordinators
value, and hence, are likely to utilise in
routine care.!* The intervention facili-
tated better understanding of bipolar dis-
order (by both parties), demonstrating, in
turn, a rationale for medication. Patients
discovered new, empowering and less
socially isolated ways of managing
their symptoms, which had important
impacts on interactions with healthcare
staff and family members. Furthermore,
care-coordinators’ reported how they
used elements of the intervention when
working with clients with other diagno-
ses. The research also provided insights
as to where difficulties may occur when
implementing a particular intervention
into routine care. For example, for care-
coordinators this proved a novel way of
working with clients that was more emo-
tionally demanding, thus highlighting
the need for supervision and managerial
support.'

BEGINNERS GUIDE TO QUALITATIVE
APPROACHES: ONE SIZE DOESN'T FIT
ALL

Just as there is a range of quantitative
research designs and statistical analyses to
choose from, so there are many types of
qualitative methods. Choosing a method
can be daunting to an inexperienced or
beginner-level qualitative researcher, for
it requires engaging with new terms and
ways of thinking about knowledge. The
following summary sets out analytic and
data-generation approaches that are used
commonly in mental health research.
It is not intended to be comprehensive
and is provided only as a point of access/
familiarisation to researchers less familiar
with the literature.

Data generation
Qualitative data are generated in sev-
eral ways. Most commonly, researchers
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seek a sample and conduct a series of
individual in-depth interviews, seeking
participants’ views on topics of interest.
Typically these last upwards of 45 min
and are organised on the basis of a sched-
ule of topics identified from the litera-
ture or pilot work. This does not act as a
questionnaire, however; rather, it acts as
a flexible framework for exploring areas
of interest. The researcher combines
open questions to elicit free responses,
with focused questions for probing and
prompting participants to provide effec-
tive responses. Usually interviews are
audio-recorded and transcribed verbatim
for subsequent analysis.

As interviews are held in privately, and
on one-to-one basis, they provide scope
to develop a trusting relationship so that
participants are comfortable disclosing
socially undesirable views. For example, in
a study of practice nurses views of chronic
fatigue syndrome, some nurses described
patients as lazy or illegitimate — a view
that challenges the stereotype of a nursing
professional as a sympathetic and caring
person.’ This gives important informa-
tion about the education and supervision
required to enable or train general nurses
to ensure that they are capable of deliver-
ing psychological interventions for these
types of problems.

Alternatively, groups of participants are
brought together for a focus group, which
usually lasts for 2 hours. Although it is
tempting to consider focus groups as an
efficient way of acquiring data from sev-
eral participants simultaneously, there are
disadvantages. They are difficult to orga-
nise for geographically dispersed or busy
participants, and there are compromises
to confidentiality, particularly within
‘captive’ populations (eg, within an orga-
nisation individuals may be unwilling to
criticise). Group dynamics must be con-
sidered; the presence of a dominant or
self-professed expert can inhibit the group
and, therefore, prevent useful data gen-
eration. When the subject mater is sen-
sitive, individuals may be unwilling to
discuss experiences in a group, although
it often promotes a shared experience that
can be empowering. Most of these prob-
lems are avoided by careful planning of
the group composition and ensuring the
group is conducted by a highly skilled
facilitator. Lester and colleagues'® used
focus-group sessions with patients and
health professionals to understand the
experience of dealing with serious mental
illness. Though initially participants were
observed via focus-group sessions that
used patient-only and health professional
only groups, subsequently on combined

focus groups were used that contained
both patients and health professionals.'®
The primary advantage of focus groups is
that they enable generation of data about
how individuals discuss and interact about
a phenomenon; thus, a well-conducted
focus group can be an extremely rich
source of data.

A different type of data are naturally
occurring dialogue and behaviours. These
may be recorded through observation
and detailed field notes (see ethnogra-
phy in Table 2) or analysed from audio/
video-recordings. Other data sources
include texts, for example, diaries, clinical
notes, Internet blogs and so on. Qualitative
data can even be generated through
postal surveys. We thematically analysed
responses to an open-ended question set
within a survey about medical educators’
views of behavioural and social sciences
(BSS).” From this, key barriers to inte-
grating BSS within medical training were
identified, which included an entrenched
biomedical mindset. The themes were
analysed in relation to existing literature
and revealed that despite radical changes
in medical training, the power of the hid-
den curriculum persists.”

ANALYSING QUALITATIVE DATA
Researchers bring a wide range of ana-
Iytical approaches to the data. A com-
prehensive and detailed discussion of the
philosophy underlying different methods
is beyond the scope of this paper; how-
ever, a summary of the key analytical
approaches used in mental health research
are provided in Table 2. An illustrative
example is provided for each approach to
offer some insight into the commonalities
and differences between methodologies.
The procedure for analysis for all meth-
ods involves successive stages of data
familiarisation/immersion, followed by
seeking and reviewing patterns within the
data, which may then be defined and cat-
egorized as specific themes. Researchers
move back and forth between data gen-
eration and analysis, confirming or discon-
firming emerging ideas. The relationship
of the analysis to theory-testing or theory-
building depends on the methodology
used.

Some approaches are more common in
healthcare than others. Interpretative phe-
nomenological (IPA) analysis and thematic
analysis have proved particularly popular.
In contrast, ethnographic research requires
a high level of researcher investment and
reflexivity and can prove challenging for
NHS ethic committees. Consequently, it
remains under used in healthcare research.
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Table 2 Key features of a range of analytical approaches used within mental health research

Analytical approach

Key features

Illustration from the literature

Content analysis

Framework analysis??

Thematic analysis?*

Interpretative
phenomenological
analysis?®

Grounded theory?®

Discourse analysis?®

Ethnography?'

Meta-synthesis®®

>
>

Organises data according to pre-defined categories.

May include quantifying of categories, or participants in different
categories, and hence can be considered a form of quantitative
research.

Inter-rater reliability analyses can be performed.

Data are organised using pre-determined ideas within charts,
although analysis is inductive.

Analysis is quick to conduct but can lack depth.

Used principally within social policy research.

Researcher seeks patterns in the data.

Data usually gathered during semi-structured interviews or focus
groups.

Can use pre-existing theoretical framework to approach the data.

Researcher seeks patterns in the data.

Highly descriptive individual accounts that are usually gathered
during a few in-depth interviews.

Located within phenomenological epistemology which seeks to
understand everyday experience of reality in order to understand a
phenomenon.

Analysis examines individual’s reported experience rather than
making assertions as to how their construction of an experience
functions in the social context.

Seeks to develop new theory inductively from data. Analysis is
guided accordingly.

Data usually gathered during semi-structured interviews or focus
groups.

Constant comparative technique used to generate data to test and
inform the theory under development.

Involves micro and macro-analysis of naturally occurring segments
within exchanges.

Seeks to examine the fundamental patterns that function behind
language including conversation (talk-in-interaction) and texts.
Common forms of discourse analysis include sociolinguistics and
conversational analysis.

Researcher is immersed in the field and generates highly detailed
data during observation and participation in a community.
Enables access to social practices and views that are normally
invisible to public gaze.

Data sources are varied and include less structured forms such as
field notes and informal interviews.

Seeks to systematically summarise findings from a group of similar
studies.

Studies are identified for inclusion using the same literature searching
principles as for quantitative systematic reviews.

Findings are weighted according to the quality of the evidence.
Concepts and themes reported in individual studies are subjected to
qualitative analysis and methodological needs within the literature
identified.

220 min of the popular reality TV series The Oshournes was

used to determine the quantity, source and slant of verbal and visual
messages relating to substance use. Depictions were common with
alcohol and tobacco messages being primarily endorsements and drug
depictions primarily rejections. Rejections were presented verbally and
endorsements presented visually.?'

Analysis of interviews and focus groups with 106 mental health
stakeholders in Uganda. A reciprocal relationship between mental health
and poverty was recognised and stigma for each reinforced problems.
The findings supported a policy in stigma reduction programmes to
protect mentally ill within deprived communities.??

Interviews conducted with 22 consultant psychiatrists to examine
decision-making about prescribing antipsychotic medications. Personally
acquired knowledge was found to be more instrumental than clinical
guidelines in making prescribing decisions.?

Interviews with 9 depressed patients to identify what self-therapeutic
activities they used following formal CBT. Many cognitive and
behavioural strategies had been adapted for everyday life. This was
achieved since participants viewed their problem as chronic and therapy
not as a ‘cure’. The researchers suggested ways to maximise therapy
e.g., booster sessions.?’

Secondary qualitative analysis of a series of qualitative studies was
used to build new theory (Normalisation Process Model) to explain
the integration of complex innovations into routine clinical practice.
The theory proposes four mechanisms of the work individuals

and organisations undertake to achieve this (coherence, cognitive
participation, collective action and reflexive monitoring).'?

Analysis of consultations between psychiatrists and patients at a gender
identity clinic. Findings reveal the diagnostic function of psychiatrists’
use of hypothetical questions to test patients’ commitment to their
aspired-for gender role.3

Two community mental health organisations for people with severe
mental illness in Midwest US were studied intensively over a 15-month
period. It was found that official and informal organisational labels

for health problems served different functions. Official labels enabled
access to resources for clients and services, while informal labels
reflected workers clinical assessments, determining how clients were
treated.%?

Findings from 24 qualitative studies of patients’ perception of Anorexia
Nervosa were synthesised. It was found that patients interpret the

iliness as part of their identity and control. The authors identified
limitations in the literature, including poor study quality and a lack of male
participants.®*

For each a key reference for further reading is listed.

Recruitment and sampling

Quantitative research is interested in iden-
tifying the typical, or average. By contrast,
qualitative research aims to discover and
examine the breadth of views held within
a community. This includes extreme or
deviant views and views that are absent.
Consequently, qualitative researchers do
not necessarily (though in some circum-
stances they may) seek to identify a rep-
resentative sample. Instead, the aim may
be to sample across the range of views.
Hence, qualitative research can comment
on what views exist and what this means,

38

but it is not possible to infer the propor-
tions of people from the wider population
that hold a particular view.

However, sampling for a qualitative
study is not any less systematic or consid-
ered. In a quantitative study one would
take a statistical approach to sampling,
for example, selecting a random sample or
recruiting consecutive referrals, or every
10th out-patient attendee. Qualitative
studies, instead, often elect to use theo-
retical means to identify a sample. This
is often purposive; that is, the researcher
uses theoretical principles to choose the

attributes of included participants. Healey
and colleagues conducted a study to under-
stand the reasons for individuals with bipo-
lar disorder misusing substances.!® They
sought to include participants who were
current users of each substance group,
and the recruitment strategy evolved to
actively target specific cases.

Qualitative studies typically use far
smaller samples than quantitative stud-
ies. The number varies depending on the
richness of the data yielded and the type
of analytic approach that can range from a
single case to more than 100 participants.
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As with all research, it is unethical to
recruit more participants than needed to
address the question at hand; a qualitative
sample should be sufficient for thematic
saturation to be achieved from the data.

Ensuring that findings are valid and
generalisable

A common question from individuals new
to qualitative research is how can findings
from a study of few participants be gen-
eralised to the wider population? In some
circumstances, findings from an individual
study (quantitative or qualitative) may
have limited generalisability; therefore,
more studies may need to be conducted,
in order to build local knowledge that can
then be tested or explored across similar
groups.* However, all qualitative stud-
ies should create new insights that have
theoretical or clinical relevance which
enables the study to extend understanding
beyond the individual participants and to
the wider population. In some cases, this
can lead to generation of new theory (see
grounded theory in Table 2).

Reliability and validity are two impor-
tant ways of ascertaining rigor in quantita-
tive research. Qualitative research seeks to
understand individual construction and, by
definition, is subjective. It is unlikely, there-
fore, that a study could ever be repeated
with exactly the same circumstances.
Instead, qualitative research is concerned
with the question of whether the find-
ings are trustworthy; that is, if the same
circumstances were to prevail, would the
same conclusions would be drawn?

There are a number of ways to maxi-
mise trustworthiness. One is triangula-
tion, of which there are three subtypes.
Data triangulation involves using data
from several sources (eg, interviews,
documentation, observation). A research
team may include members from different
backgrounds (eg, psychology, psychiatry,
sociology), enabling a range of perspec-
tives to be used within the discussion and
interpretation of the data. This is termed
researcher triangulation. The final subtype,
theoretical triangulation, requires using
more than one theory to examine the
research question. Another technique to
establish the trustworthiness of the find-
ings is to use respondent validation. Here,
the final or interim analysis is presented
to members of the population of interest
to ascertain whether interpretations made
are valid.

An important aspect of all qualitative
studies is researcher reflexivity. Here
researchers consider their role and how
their experience and knowledge might
influence the generation, analysis and
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interpretation of the data. As with all
well-conducted research, a clear record
of progress should be kept — to enable
scrutiny of recruitment, data generation
and development of analysis. However,
transparency is particularly important in
qualitative research as the concepts and
views evolve and are refined during the
process.

JUDGING QUALITY IN QUALITATIVE
RESEARCH

Within all fields of research there are
better and worse ways of conducting
a study, and range of quality in mental
health qualitative research is variable.
Many of the principles for judging quality
in qualitative research are the same for
judging quality in any other type of
research. However, several guidelines
have been developed to help readers,

Box 1

from Malterud?®)

Aim

reviewers and editors who lack meth-
odological expertise to feel more con-
fident in appraising qualitative studies.
Guidelines are a prerequisite for the rela-
tively recent advance of methodologies
for systematic reviewing of qualitative
literature (see meta-synthesis in Table 2).
Box 1 provides some key questions that
should be considered while studying a
qualitative report.

CONCLUSIONS AND FUTURE
DIRECTIONS

Qualitative research has enormous poten-
tial within the field of mental health
research, yet researchers are only begin-
ning to exploit the range of methods they
use at each stage of enquiry. Strengths
of qualitative research primarily lie in
developing theory and increasing under-
standing about effective implementation

Guidelines for authors and reviewers of qualitative research (adapted

» Is the research question relevant and clearly stated?

Reflexivity

» Are the researcher’s motives and background presented?

Method, sampling and data collection

» Is a qualitative method appropriate and justified?

» s the sampling strategy clearly described and justified?

» s the method for data generation fully described

» Are the characteristics of the sample sufficiently described?

Theoretical framework

» Was a theoretical framework used and stated?

Analysis

» Are the principles and procedures for data organisation and analysis described

and justified?

» Are strategies used to test the trustworthiness of the findings?

Findings

» Are the findings relevant to the aim of the study?

» Are data (e.g. quotes) used to support and enrich the findings?

» Are the conclusions directly linked to the study? Are you convinced?
» Do the findings have clinical or theoretical value?

Discussion

» Are findings compared to appropriate theoretical and empirical literature?
» Are questions about the internal and external validity and reflexivity discussed?
» Are shortcomings of the design, and the implications these have on findings,

examined?

» Are clinical/theoretical implications of the findings made?

Presentation

» Is the report understandable and clearly contextualised?
» Isit possible to distinguish between the voices of informants and researchers?
» Are sources from the field used and appropriately referenced?
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of treatments and how best to support
clinicians and service users in manag-
ing mental health problems. An impor-
tant development in the field is how to
integrate methodological approaches to
address questions. This raises a number
of challenges, such as how to integrate
textual and numerical data and how to
reconcile different epistemologies. A
distinction can be made between mixed-
method design (eg, quantitative and quali-
tative data are gathered and findings
combined within a single or series of stud-
ies) and mixed-model study, a pragmatist
approach, whereby aspects of qualitative
and quantitative research are combined
at different stages during a research pro-
cess.! Qualitative research is still often
viewed as only a support function or as
secondary to quantitative research; how-
ever, this situation is likely to evolve as
more researchers gain a broader skill set.
Though it is undeniable that there has
been a marked increase in the volume
and quality of qualitative research pub-
lished within the past two decades, mental
health research has been surprisingly slow
to develop, compared to other disciplines
e.g. general practice and nursing, with rela-
tively fewer qualitative research findings
reaching mainstream psychiatric journals.?
This does not appear to reflect overall edi-
torial policy; however, it may be partly
due to the lack of confidence on the part
of editors and reviewers while identify-
ing rigorous qualitative research data for
further publication.?’ However, the skilled
researcher should no longer find him or
herself forced into a position of defending a
single-methodology camp (quantitative vs
qualitative), but should be equipped with
the necessary methodological and analyti-
cal skills to study and interpret data and to
appraise and interpret others’ findings from
a full range of methodological techniques.
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