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JOCALYN P CLARK

New models of health demand innovative modes of inquiry, such as qualitative
research. Qualitative methods are well suited to exploring topics like patient
satisfaction, compliance, attitudes, and the application of evidence to clinical
practice. Despite the growth in qualitative research in the health sciences’
literature, little guidance is available for peer reviewers. In this chapter I
present a synthesis of quality criteria for qualitative research and offer a
summary set of peer review guidelines called RATS.

New models of health and health care inspire new research questions
which demand innovative modes of inquiry. In the era of evidence-
based medicine, there is a growing need to generate knowledge about
patient satisfaction, compliance, and attitudes, as well as the
application of evidence by practitioners to clinical practice.1 An
understanding of these phenomena – which are social phenomena –
is best accomplished using qualitative methods. These include such
diverse tools as in-depth interviews, focus groups, observations, case
studies, and document analyses. Reflecting increased recognition of
the value of qualitative evidence and the perceived preferences of
clinical readers, more and more qualitative studies have recently
appeared in the health sciences literature.

Unfortunately, an increased quantity of qualitative papers does not
necessarily guarantee quality.2 The reasons for this are debated. In an
evaluation of qualitative studies appearing in seven medical journals
during 1991–5, Boulton and colleagues reported that most failed to
conduct methodologically sound data analyses.3 Their evaluation,
however, used typical quantitative criteria of representativeness,
reliability, and validity. Hoddinott and Pill conducted a systematic
review of qualitative studies in general practice and found that
published papers often lacked methodological details, which limited
critical appraisal. Ironically, their own paper failed to illuminate their
methodological decisions. For example, in describing inclusion
criteria of studies, no justification was given for why “research studies
using focus groups alone were not included”.4 Nevertheless, these two
empirical studies suggest that important contextual details were
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missing from published qualitative studies in health sciences journals,
which may contribute to an impression of low quality.

Authors, on the other hand, grumble that the rigid requirements
(i.e., word count) of medical journals and reviewers’ attempts to “quanti-sise”
qualitative research (apply assumptions of the quantitative paradigm
to quality assessment) prohibit publication of their work, or at least
prevent them from finding credibility in health sciences journals.5

Greenhalgh and Taylor suggest that journal editors “have climbed on
the qualitative bandwagon without gaining an ability to appraise such
papers”.2 Popay and colleagues warn that adopting conventional
criteria unmodified will result in qualitative research always being seen
as inferior to quantitative, and in poor quality qualitative work which
meets quantitative criteria being privileged.6 This poses a challenge for
the effective and successful peer review of qualitative manuscripts. 

In spite of reader and author interest in qualitative research,
remarkably few health sciences journals have guidelines for their
reviewers.1 But in articulating good peer review, we can draw on insights
from recent attempts to develop guidelines for the quality evaluation of
qualitative studies, including the recent proliferation of “checklists”. Few
would dispute that qualitative research begs different modes of
evaluation than conventional quantitative health science, but efforts to
develop standards have been marred by a lack of consensus about what
constitutes qualitative scientific rigour and the appropriateness of
standardised criteria. On the one hand, standard criteria are alleged to
inhibit the creative and imaginative use of qualitative methods,3,7,8

which it is argued are crucial to enhancing our understanding of
patients’ experiences and the social aspects of health and illness.
Lambert and McKevitt state that the problem with bad qualitative
research is not its methods but the separation of method from theory.8

This means that the overemphasis of checklists on “technical fixes” or a
“one size fits all” model to ensure rigour is potentially misguided and
overly prescriptive.7 On the other hand, many scholars and editors feel
guidelines for the evaluation of qualitative research are necessary to
increase the profile of qualitative research and multidisciplinary
perspectives in the health sciences literature, as well as to facilitate the
conduct of systematic reviews.6,7 Scholars on both sides of the checklist
debate acknowledge that the qualitative-quantitative dichotomy is
overstated,9 which potentially overshadows the important and
supplementary contribution qualitative research makes. From the
perspectives of the journals, the aim to publish rigorous, relevant, and
readable material applies to both quantitative and qualitative
manuscripts.10 The bottom line, then, for peer reviewers is that guides
should be used in a facilitative rather than prescriptive way, and by
reflective reviewers knowledgeable in qualitative methodologies. 

This chapter synthesises current perspectives on how quality of
qualitative research in the health sciences ought to be assessed, in
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particular how these papers should be peer reviewed by drawing on the
work of several scholars and journals.2,6,9,11–24 How to do qualitative
research,25–29 the relatives merits of qualitative and quantitative health
research,30–34 and a more involved discussion of the quality
debate1,5,6,7,16,35–37 are published elsewhere. Readers of the general
medical literature are encouraged to read the BMJ16,17,25–29,33,38,39 and The
Lancet15,40 series on qualitative research, as well as the relevant
instalments of JAMA’s Users’ Guide to the Medical Literature.9,14 The aim
of this chapter is to integrate existing guidelines and checklists and to
provide practical advice for the peer reviewer of qualitative
manuscripts in the health sciences by using illustrative examples.

RATS

A synthesis of existing scholarship on the quality evaluation of
qualitative health research resulted in a summary set of guidelines
which I call RATS: Relevance, Appropriateness, Transparency, and
Soundness (see Table 15.1). In facilitating peer review, RATS is
consistent with the strategies of Mays and Pope to ensure rigour in
qualitative research: systematic and self-conscious research design,
data collection, interpretation, and presentation. An explicit and
detailed account of methods and a coherent and plausible explanation
of analysis are key to this aim.16 Crucially, the RATS elements are linked,
in the sense that for the findings to be credible, the research process
must include a research question consistent with the theoretical
standpoint, and the choice of data sources, ethical considerations, and
interpretative strategies must follow logically from the question.41

Relevance of the research question
Your first task as a peer reviewer is to assess the relevance of the

research question, which should be explicitly stated by the authors. In
the introduction, the authors should take adequate account of the
existing knowledge base which allows the reviewer to assess whether
the research question is well reasoned and conceptually sound; that
is, whether it fits the context and the issue. For example, Penman-
Aguilar et al. reviewed the literature on female condom use and
concluded that a “dearth of information regarding male partner
reactions to women” exists, justifying their qualitative exploration of
couple dyads’ acceptability of the female condom.42 The existence of
biased or unsubstantiated theory is also commonly stated as
justification for qualitative work. In qualitative research the research
question is paramount because it guides the whole study (in contrast
to quantitative research, which is guided by the predetermined
hypothesis).
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Table 15.1 Guide to peer reviewing qualitative manuscripts: RATS 

R Relevance of study question
Is it important for medicine or Is the research question explicitly 
public health? stated?
Is it linked to existing knowledge Is the research question justified?
base (literature, theory, practice)?

A Appropriateness of qualitative method
Is qualitative methodology the 
best approach for the study aims?
Is the study design justified? Why was a particular method (for

example, interviews) chosen?

T Transparency of procedures
Sampling
Are criteria for selecting the Why were these participants
study explained and justified? selected as the most appropriate 

to provide access to type of 
knowledge sought by study?

Recruitment
How and by whom was 
recruitment conducted?
Was selection bias discussed? Who chose not to participate 

and why?

Data collection
Was collection of data systematic Are methods explicitly outlined 
and comprehensive? and examples, such as 
Are characteristics of study group interview questions, given?
and setting clearly described?
When was data collection 
stopped and why?

Role of researchers
Do the researcher(s) critically Do the researchers occupy dual 
examine their own influence on roles (clinician and researcher)?
the formulation of the research 
question, data collection, 
and interpretation?

Ethics
Is informed consent detailed?
Is a discussion of anonymity How were anonymity and 
and confidentiality presented? confidentiality ensured?
Was approval from ethics 
committee received?

S Soundness of 
interpretative approach
Is process of analysis 
described in-depth?

(Continued)



Appropriateness of the qualitative method
Next, you must assess the appropriateness of the qualitative method.

This element refers to both the choice of a qualitative methodology to
examine the research question, as well as the specific method selected.
Qualitative methodology explores or interprets people’s experiences
and actions and is appropriate when little is known of a social
phenomenon or when questions of process, context, or subjective
meaning are of interest. A research study poised to test a causal
hypothesis, for example, would be better suited using a quantitative
approach. Risdon and colleagues justified their use of multi-qualitative
methods because their objective was to explore the social and cultural
factors influencing the medical training experiences of gay and lesbian
physicians, rather than testing a priori hypotheses experimentally.43

In terms of the specific method, many are available in the qualitative
researcher’s toolbox and the authors must defend their choice. These
include in-depth interviews (individual or group, semi-structured or
open ended), participant observation, ethnography, case study
analyses, or document analyses. Sometimes more than one method is
used to capture a wider range of information, but this is not necessary.
It is your job as peer reviewer to determine whether the tool fits the
research question and context. Focus groups, for example, are a
convenient and relatively inexpensive way to capture the perspectives
of a large number of people at one time, and are particularly valuable
for capitalising on group interactions,27,44 but are not appropriate for
groups of patients whose confidentiality must be protected or may be
considered vulnerable. In-depth interviews with individuals are useful
for eliciting personal experiences and motives, especially on sensitive
topics.9 Key informant interviews are also frequently used in the health
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Table 15.1 (Continued)

How were themes derived from Were negative or deviant 
the data? Were alternative cases analysed?
explanations sought?
Are the interpretations clearly Were quotes used and on what 
presented and adequately basis were these chosen?
supported by the evidence?
Was trustworthiness Was an audit trail or 
of data checked? triangulation employed?
Are findings presented with 
reference to existing theoretical 
and applied literature?
Are limitations discussed?
Is the manuscript well 
written and accessible?



sciences, and the selection of certain informants (for example, policy
makers rather than programme recipients) must be clearly articulated.
Campbell and Mzaidume justified their use of in-depth interviews with
the planners and facilitators of a peer education programme because
they were evaluating its architecture and viability.45

Together these two first components – relevance and appropriateness –
amount to the peer reviewer’s assessment of what Hills calls
“paradigmatic integrity”: a consistency among the researcher’s
theoretical orientation, the research question, the methodology used
to frame the research, and the choice of methods used to collect and
analyse data.41

Transparency of research procedures
The third element of the peer review of qualitative manuscripts is

the assessment of the transparency of research procedures. An
evaluation of the rigour and quality of the qualitative research
crucially depends on explicit detail of data collection methods and
the theoretical bases for various methodological decisions. These also
allow another researcher to audit or approximate the study, if
necessary or appropriate. The sample selection criteria, for example,
may be based on convenience, purposive, or snowball strategies (all of
which are legitimate and common approaches to generating
qualitative study groups) and the reasons for the particular strategy
are important to critical assessment of whose perspectives are
represented. In Braunack-Mayer’s study, semi-structured interviews
were conducted with 15 general practitioners to explore their
perceptions of ethical dilemmas in their practices, but sampling or
recruitment details are missing.46 It is difficult, then, for you as the
peer reviewer to critically assess potential selection bias (that is, whose
views were excluded). Bradley et al.’s qualitative study of post-acute
myocardial infarction (AMI) β-blocker use succinctly described their
selection of hospital sites based on purposeful sampling: diversity
among geographical regions, size, AMI volume, and improvement or
decline in β-blocker use over time.47 A lack of information about how
individual participants within these sites were chosen and recruited
for the in-depth open ended interviews, however, makes it difficult to
judge the appropriateness of the study group and how comprehensively
the participants illustrate issues of interest.9

Together with sampling and recruitment strategies, a discussion of
the characteristics of the sample and the setting generates insight into
the nature of the study and the perspectives elicited from the range of
data sources. As the peer reviewer you should also look for clearly
stated reasons about when and why data collection was stopped.
Typically, qualitative data collection strategies evolve as the study
proceeds, as new insights are generated and new cases or angles need
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to be pursued. At some point, a reasoned decision to cease data
collection occurs. Bradley et al. stated that, based on purposeful
sampling, hospital sites were chosen until “no new concepts were
identified”47 which is often referred to by qualitative researchers as
data “saturation” or “redundancy”.

A fourth facet related to the assessment of the transparency of
research procedures is evidence of reflexivity. The researchers ought to
examine critically their own roles and their potential impact during
the formulation of research questions, data collection, and analysis. If
relevant, you will want to consider the impact of researchers
conducting work in their own clinical setting. Does this dual role of
practitioner and researcher compromise their study48 Did participants
respond to interviews with responses they thought their doctor
wanted to hear? While researcher “contamination” is a typical
criticism of qualitative work, many scholars believe bias is not bad
when reflexivity is practised; that is, when the researcher’s role is
made explicit.15 While some might see this as a threat to credibility,
others argue that the researcher’s engagement rather than
detachment is a strength of the qualitative approach.41

The fifth facet involves ethics. Ethical considerations are extremely
critical to the reporting and critical peer review of qualitative
manuscripts because this type of research involves dealing with
human subjects in a more direct way. A discussion of mechanisms
employed to ensure participant confidentiality and anonymity must
be described. Approval of the ethics committee must be stated, as well
as the process of informed consent. Honoraria are common in
qualitative health research studies, especially those dependent upon
the participation of physicians. Putnam et al. explicitly described the
payment of honorariums,49 but Bradley et al. mentioned nothing of
ethics approval or procedures which limits the credibility and
thoughtfulness of their study.47

Soundness of interpretative approach
The final element for the peer reviewer is to critically assess the

soundness of the interpretative approach used by the researchers. This
involves an evaluation of their analytic framework and process and
the credibility of their interpretations.

Detail of the analysis process

Qualitative data analysis typically involves induction and iteration
whereby initial generalities are enhanced and refined into developed
concepts through subsequent data collection and interpretation.
Grounded theory, popular in the health sciences, is one analytic
approach and is characterised by the constant comparison of the data
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items as they are collected, and the iterative testing and retesting of
theoretical ideas.39 Putnam et al. state their study was guided by
grounded theory methodology, which they describe as “excellent for
examining complex social realities” but fail to give sufficient detail of
how this was used,49 thus limiting critical appraisal. Other types of
analysis model both inductive and deductive processes, whereby
analysts use “the categories that participants themselves suggested
and also (draw) on explanatory concepts from the literature”.46

In critically assessing the analytic process, you should ask how the
themes were derived from the data. Giacomini and colleagues suggest
that the interpretative analysis must be supported by a breadth (type
of observations) and depth (extent of each type) of data collection, to
permit rich and robust descriptions.9,14 Hartley and Wirz usefully
provided tables which displayed categories and codes and evidence to
support those codes and categories.50 By way of contrast, Putnam et al.
sampled participants for focus groups in rural, semi-urban and urban
settings but failed to mention the diversity among geographic
variables in the extraction and reporting of themes.49 An in-depth
description of extent of the analysis is crucial for assessing the depth
and quality of the findings. Evidence for this comprehensiveness will
allow you as peer reviewer to get a real sense of how the data were
organised, related, and interpreted. 

The analytic process should include evidence of searching for
contradictions and counter explanations. Often called deviant case
analysis, pursuing negative cases or “outliers” will help refine the
analysis. Rather than just an acknowledgement that this was
conducted, you will want to know how these searches were taken into
account.7 The point at which no new information is garnered that
informs or challenges the developing framework (that is, saturation,
as discussed above) is usually given as justification for stopping the
data analysis. 

The rigour of data analysis is enhanced by trustworthiness of data.
Trustworthiness activities include thorough transcription of interview
tapes, creation of memos about methodological decisions, and
recording of personal reflections throughout the research process.
These often form the basis of an audit trail.48 Triangulation techniques
are commonly used, but their appropriateness is frequently debated.
Investigator triangulation is when more than one research collects
and interprets data, such that consensus of findings develops.9

Member checking involves sharing drafts of the report with participants
to ensure accuracy. Risdon et al. described their trustworthiness
approach involving “data, method and investigator triangulation”:
multiple data sources (medical students, interns, and residents),
different methods (interviews, focus groups, internet conferencing),
and multidisciplinary investigators (a family physician with expertise
in lesbian and gay health, an internist epidemiologist with experience
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in physician training environments, and a medical anthropologist).43

Note that the explicit detail of the researchers’ qualifications provides
insight into potential biases, which aid the peer reviewer’s assessment
of credibility of interpretations.

Credibility of interpretations

Chiefly when assessing the credibility of interpretations, you
should ask whether they are clearly presented and adequately
supported by evidence. This is what Popay and colleagues call
interpretative validity: “How does the research move from a
description of the data, through quotation or examples, to an analysis
and interpretation of the meaning and significance of it?”6 Sometimes
this will involve empiric summarisation or use of quasi-statistics.
More often this will involve the use of quotes to illustrate key findings
and offer contextual detail. As Greenhalgh states, it is not enough
for the authors to mine the data looking for “interesting quotes”
to support a particular theory.2 Data extracts should be presented
such that they give the peer reviewer a sense of the nature of
the phenomena investigated as well as the researchers’ interpretative
approach.9 On what basis those data extracts are chosen must be
stated.5 Braunack-Mayer, for example, described her choice of quotes
as being representative of the categories which organised the themes
generated from her data; “where anomalies and disconfirming
pieces of evidence arise, these are explicitly mentioned”.46 Indeed,
evidence of counter explanations is often described by using quotes
of deviant or negative cases. This enhances the credibility of
interpretations. 

Giacomini and colleagues state that findings should be rich, robust,
coherently organised, well reasoned, logical, and plausible.14 If figures
are used to illustrate findings, they should be meaningfully labelled
and relationships between concepts depicted. In taxonomies,
domains must be clearly defined. 

Findings should also be discussed with reference to the existing
theoretical and/or applied literature. Risdon et al. reported their
findings in relation to the professionalisation theories of “becoming a
doctor” which thus far had failed to take adequate account of
experiences of lesbians and gays.43 Bradley and colleagues discussed,
in turn, four key factors influencing post-AMI β-blocker use across
their study groups, discussing each in relation to existing literature
both in terms of consistency and what new insights were generated.
For example, the notion of physician leadership was largely
unprecedented: other studies had acknowledged and tested the
influence of physician involvement, but had conceptualised it as
participation rather than leadership and the positive impact opinion
leaders have in the care of AMI patients.47
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In presenting the results of the analysis, limitations should be
acknowledged. Bradley et al. acknowledged the narrowness of their
sample, which may have limited its applicability to other settings.
Their reliance on self-reporting of β-blocker use rather than in
combination with “official” utilisation data, as well as the exploratory
objective of the study, prohibited them from making sweeping claims
and instead points the way for further research.47 Discussion of
limitations may also involve researchers discussing the credibility of
their findings.

The presentation of results and discussion of limitations will allow
you to ask: are these findings important? Do they make a meaningful
contribution to the understanding of the field or to patient care? Do
the results give insight into the experiences of patients and their
families? A related notion you will want to consider is that of
transferability: can the findings be applied to or be useful to another
study? Campbell and Mzaidume’s microqualitative case study focused
on a grassroots initiative in a South African mining town, but their
findings are argued to be applicable to other deprived, “hard to reach”
communities where existing norms and networks are inconsistent
with ideal criteria for participatory health promotion.45 Braunack-
Mayer stated that her qualitative data problematise the orthodox
notion of bioethics which has conventionally been seen as conflict
and choice between competing alternatives; GPs in her study reported
perspectives consistent with the mainstream models, but also
emotional and relational aspects of ethics which challenge universal
rules and principles.46

Your final task as a peer reviewer is to assess the presentation of the
qualitative study. Is the manuscript logically organised and is the
writing clear, direct, and concise? Most qualitative reports will read
like a narrative or story, richly illuminating social phenomena, but
must remain clear and accessible to the reader.

Practical tips for being a good peer
reviewer of qualitative manuscripts

Now that the peer review is complete, there are a couple of
considerations to keep in mind when preparing the report. First, be
clear if your expertise is not in qualitative research. Qualitative
researchers understandably resist having their work subjected to
review by peers unfamiliar with (and sometimes contemptuous about)
qualitative methodologies. While peer reviewers need not be entirely
oriented towards the theoretical, epistemological, and philosophical
underpinnings of qualitative work, some sensitivity to its paradigm is
necessary. Just like authors expect, and many editors require,
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knowledgeable economists or statisticians to provide reviews of
econometric or statistical analyses, drawing on relevant expertise in
the peer review of qualitative manuscripts is essential.

Second, if you do feel confident enough to peer review the
qualitative manuscript sent to you, avoid being snobby. Chapple
and Rogers36 liken the assumption that only trained social scientists
and theoreticians can do qualitative research to “sociological
imperialism”. Qualitative research is not the sole domain of social
sciences. Health practitioners have access to patients and bring to
bear a clinical knowledge on many important research questions,
such as patient satisfaction, compliance, and experiences with care.
While it is often frustrating when obviously untrained researchers
conduct qualitative research (characterised by inadequate design
and analysis, often resulting in unconsidered and poorly
substantiated claims), your task as a peer reviewer is to be
constructive and offer suggestions and feedback in the spirit of
intellectual collaboration.

Being a “peer” reviewer implies an egalitarian, facilitating
relationship. Provide substantive, constructive feedback that conveys
authenticity and respect for authors’ work. Write as if you were giving
feedback to the author face to face and be prompt in returning your
review.

Illustrative examples of the peer
review of qualitative manuscripts

To provide practical examples of the peer review of qualitative
manuscripts, I assembled a convenience sample (from colleagues) of
qualitative manuscripts published in leading journals in health
sciences during the last two years and traced their prepublication
history (see Table 15.2). I specifically looked for papers published in
journals ranging in impact and varying with respect to their
maintenance of codified qualitative research guidelines.2 BMJ and The
Lancet are high impact general journals that do not have explicit
guidelines (BMJ has a list of questions), Medical Decision Making is a
specialist journal without explicit guidelines, Canadian Journal of
Public Health is a general health sciences journal with explicit
guidelines, and Qualitative Health Research is a specialist qualitative
journal with explicit guidelines. These illustrative examples will give
us a general impression of what constitutes constructive feedback to
qualitative authors.3

Lavery et al.’s paper on end of life decisions of HIV patients appeared
in The Lancet.52 One reviewer commented on the limited attempts to
ensure trustworthiness and requested clarification of whether

HOW TO PEER REVIEW A QUALITATIVE MANUSCRIPT

229



Th
e 

La
nc

et

B
M

J

M
ed

 D
ec

is
M

ak
in

g

G
en

er
al

G
en

er
al

S
pe

ci
al

is
t

La
ve

ry
 e

t 
al

.

S
in

ge
r 

et
 a

l.

H
ud

ak
 e

t 
al

.

N
on

e

Li
st

 o
f 

qu
es

tio
ns

N
on

e

Th
e 

tr
us

tw
or

th
in

es
s 

ac
tiv

iti
es

ap
pe

ar
 li

m
ite

d 
in

 t
hi

s 
st

ud
y.

W
er

e 
re

su
lts

 s
ha

re
d 

w
ith

su
bj

ec
ts

, 
co

un
se

llo
rs

…
, 

or
cl

in
ic

ia
ns

 w
ho

 c
ar

e 
fo

r
pa

tie
nt

s 
w

ith
 H

IV
?

It 
is

 u
nc

le
ar

 t
o 

w
ha

t 
ex

te
nt

th
e 

tw
o 

in
ve

st
ig

at
or

s 
in

ad
di

tio
n 

to
 t

he
 p

rim
ar

y
an

al
ys

t 
ag

re
ed

 o
r 

di
sa

gr
ee

d
…

 in
 t

he
 in

iti
al

 c
od

in
g 

of
 t

he
ra

w
 d

at
a;

 a
nd

 h
ow

 t
he

se
di

sa
gr

ee
m

en
ts

 w
er

e 
th

en
ha

nd
le

d

W
as

 c
od

in
g 

pe
rf

or
m

ed
 o

n 
th

e
ba

si
s 

of
 p

re
-id

en
tif

ie
d 

th
em

es
or

 ju
st

 o
bt

ai
ne

d 
di

re
ct

ly
 f

ro
m

th
e 

in
te

rv
ie

w
s?

 P
le

as
e

sp
ec

ify

Th
e 

au
th

or
s 

us
e 

va
gu

e
de

sc
rip

tiv
e 

te
rm

s 
su

ch
 a

s
“p

ro
ce

ss
 w

as
 f

am
ili

ar
 t

o
pa

rt
ic

ip
an

ts
” 

“w
id

el
y 

pe
rc

ei
ve

d
as

 in
to

le
ra

bl
e,

” 
et

c.
 It

 w
ou

ld
be

 v
er

y 
en

lig
ht

en
in

g 
to

 h
av

e
m

or
e 

pr
ec

is
e 

de
sc

rip
tio

n 
of

ho
w

 m
an

y,
 h

ow
 f

re
qu

en
tly

, 
et

c.
Q

ua
lit

at
iv

e 
re

se
ar

ch
 is

 g
re

at
 fo

r
st

im
ul

at
in

g 
de

ba
te

 a
nd

pr
ov

id
in

g 
in

si
gh

ts
 in

to
 p

eo
pl

e’
s

th
ou

gh
t, 

be
lie

fs
, a

nd
m

ot
iv

at
io

ns
.  

It 
ca

n’
t 

re
al

ly
 b

e
us

ed
 t

o 
pr

od
uc

e 
an

yt
hi

ng
fo

rm
al

 t
ha

t 
ca

n 
be

 t
ra

ns
fe

rr
ed

re
lia

bl
y 

to
 a

 d
iff

er
en

t 
se

tt
in

g
an

d 
di

ff
er

en
t 

gr
ou

p 
of

 p
eo

pl
e,

pa
rt

ic
ul

ar
ly

 w
he

n 
a 

sm
al

l a
nd

ve
ry

 s
pe

ci
fic

 s
am

pl
e 

is
 u

se
d.

Th
e 

re
su

lts
 s

ec
tio

n 
se

em
s 

to
so

m
ew

ha
t 

m
ix

 r
es

ul
ts

 a
nd

di
sc

us
si

on
. 

 I
t 

w
ou

ld
 b

e 
m

or
e

re
ad

ab
le

 if
 t

he
 r

es
ul

ts
 w

er
e

sh
ow

n 
as

 a
na

ly
se

d 
w

ith
ou

t
th

e 
au

th
or

s’
 in

te
rp

re
ta

tio
n,

w
hi

ch
 c

an
 t

he
n 

be
 a

dd
ed

 t
o

th
e 

di
sc

us
si

on
.

Ta
bl

e 
1

5
.2

 I
llu

st
ra

ti
ve

 e
xa

m
pl

es
 o

f 
pe

er
 r

ev
ie

w
 o

f 
qu

al
it

at
iv

e 
m

an
us

cr
ip

ts

P
ap

er
H

ea
lt

h 
sc

ie
nc

e
Ty

pe
G

ui
de

lin
es

Ex
am

pl
es

 o
f 

co
ns

tr
uc

ti
ve

 
Ex

am
pl

e 
of

 le
ss

 c
on

st
ru

ct
iv

e
jo

ur
na

l
fe

ed
ba

ck
fe

ed
ba

ck

(C
on

tin
ue

d)



C
an

 J
 P

ub
lic

H
ea

lth

Q
ua

l H
ea

lth
 R

es

G
en

er
al

S
pe

ci
al

is
t

S
te

el
e 

et
 a

l.

S
in

di
ng

 e
t 

al
.

Ex
pl

ic
it 

cr
ite

ria

Ex
pl

ic
it 

cr
ite

ria

Th
er

e 
ar

e 
no

t 
co

ns
is

te
nt

ly
cl

ea
r 

as
so

ci
at

io
ns

 d
ra

w
n

be
tw

ee
n 

re
po

rt
ed

 f
in

di
ng

s
an

d 
w

hy
 t

he
se

 f
in

di
ng

s 
ar

e
pa

rt
ic

ul
ar

ly
 p

ro
bl

em
at

ic
 f

or
th

e 
im

m
ig

ra
nt

 a
nd

 r
ef

ug
ee

po
pu

la
tio

n 
…

 m
or

e 
th

an
 o

th
er

in
ne

r 
ci

ty
 p

op
ul

at
io

ns
Al

th
ou

gh
 t

he
 a

ut
ho

rs
 m

en
tio

n
et

hi
ca

l i
ss

ue
s,

 t
he

y 
do

 n
ot

sa
y 

w
he

th
er

 t
he

y 
ha

d 
et

hi
ca

l
cl

ea
ra

nc
e 

to
 d

o 
th

is
ph

en
om

en
ol

og
ic

al
 s

tu
dy

 o
r

w
he

th
er

 t
he

y 
ob

ta
in

ed
co

ns
en

ts
 f

ro
m

 p
ar

tic
ip

an
ts

.

Th
e 

re
se

ar
ch

er
s’

un
de

rs
ta

nd
in

g 
of

 t
he

 s
ub

je
ct

m
at

te
r 

se
em

s 
lim

ite
d 

an
d

ne
ed

s 
to

 b
e 

st
re

ng
th

en
ed

 …
th

e 
au

th
or

s 
se

em
ed

 t
o 

la
ck

re
al

 u
nd

er
st

an
di

ng
 o

f 
he

al
th

po
lic

y 
an

d 
im

m
ig

ra
nt

 a
nd

re
fu

ge
e 

m
at

te
rs

.
Th

e 
w

rit
in

g 
st

yl
es

 w
or

k 
qu

ite
ni

ce
ly
. 

 A
 li

tt
le

 m
or

e 
at

te
nt

io
n

co
ul

d 
be

 a
pp

lie
d 

to
 s

eq
ue

nc
e

of
 is

su
es

 b
ut

 f
or

 t
he

 m
os

t
pa

rt
 t

he
 o

rg
an

is
at

io
n 

w
or

ks
ni

ce
ly
.

Ta
bl

e 
1

5
.2

 (
C

on
ti

nu
ed

)

P
ap

er
H

ea
lt

h 
sc

ie
nc

e
Ty

pe
G

ui
de

lin
es

Ex
am

pl
es

 o
f 

co
ns

tr
uc

ti
ve

 
Ex

am
pl

e 
of

 le
ss

 c
on

st
ru

ct
iv

e
jo

ur
na

l
fe

ed
ba

ck
fe

ed
ba

ck

N
ot

es
 t

o 
Ta

bl
e 

1
5
.2

•
I 
su

rv
ey

ed
 t

he
 t

op
 f

iv
e 

(N
ew

 E
ng

la
nd

 J
ou

rn
al

 o
f 

M
ed

ic
in

e,
 T

he
 L

an
ce

t,
 J

AM
A,

 A
nn

al
s 

of
 In

te
rn

al
 M

ed
ic

in
e,

 B
M

J)
 a

nd
 t

w
o 

ad
di

tio
na

l
in

te
rn

at
io

na
l (

C
M

AJ
, 

M
ed

ic
al

 J
ou

rn
al

 o
f 

Au
st

ra
lia

) 
ge

ne
ra

l m
ed

ic
in

e 
jo

ur
na

ls
, 

as
 w

el
l a

s 
re

pr
es

en
ta

tiv
e 

jo
ur

na
ls

 in
 t

he
 p

ub
lic

 h
ea

lth
( A

m
er

ic
an

 J
ou

rn
al

 o
f 

Pu
bl

ic
 H

ea
lth

, 
C

an
ad

ia
n 

Jo
ur

na
l o

f 
Pu

bl
ic

 H
ea

lth
) 

an
d 

so
ci

al
 s

ci
en

ce
s 

(S
oc

ia
l S

ci
en

ce
 &

 M
ed

ic
in

e,
 S

oc
io

lo
gy

 o
f

H
ea

lth
 &

 Il
ln

es
s )

. 
B

M
J,

 C
JP

H
, 

an
d 

S
H

&
Ih

av
e 

ex
pl

ic
it 

gu
id

el
in

es
. 

•
Th

is
 il

lu
st

ra
tio

n 
w

as
 n

ot
 d

es
ig

ne
d 

to
 c

om
m

en
t 

on
 t

he
 a

pp
ro

pr
ia

te
ne

ss
 o

f 
qu

al
ita

tiv
e 

gu
id

el
in

es
. 

In
de

ed
, 

Th
e 

La
nc

et
do

es
 n

ot
 h

av
e

gu
id

el
in

es
 b

ut
 it

s 
re

vi
ew

 o
f 

La
ve

ry
 e

t 
al

.’
s 

pa
pe

r 
w

as
 c

om
pr

eh
en

si
ve

 a
nd

 c
le

ar
ly

 c
on

du
ct

ed
 b

y 
ex

pe
rie

nc
ed

 r
ev

ie
w

er
s,

 c
on

si
st

en
t 

w
ith

S
in

di
ng

 e
t 

al
.’
s 

pe
er

 r
ev

ie
w

 a
t 

Q
ua

lit
at

iv
e 

H
ea

lth
 R

es
ea

rc
h

w
hi

ch
 d

oe
s 

ha
ve

 e
xp

lic
it 

cr
ite

ria
.

•
K

ee
p 

in
 m

in
d 

th
es

e 
ar

e 
pa

pe
rs

 w
hi

ch
 f

ou
nd

 a
 h

om
e 

in
 h

ea
lth

 s
ci

en
ce

s 
jo

ur
na

ls
 a

nd
 r

ev
ie

w
s 

w
er

e 
la

rg
el

y 
co

m
pl

em
en

ta
ry

. 
Fo

r 
a

di
sc

us
si

on
 o

f 
ra

th
er

 w
ic

ke
d 

(o
r 

at
 le

as
t 

un
in

fo
rm

ed
) 

re
vi

ew
s 

– 
w

hi
ch

 m
ay

 m
or

e 
cl

os
el

y 
ap

pr
ox

im
at

e 
th

e 
re

al
ity

 o
f 

qu
al

ita
tiv

e 
au

th
or

s
su

bm
itt

in
g 

to
 m

ed
ic

al
 jo

ur
na

ls
 –

re
fe

r 
to

 M
ar

tin
 e

t 
al

.5
1

in
 w

hi
ch

 p
ee

r 
re

vi
ew

s 
of

 q
ua

lit
at

iv
e 

m
an

us
cr

ip
ts

 o
n 

en
d-

of
-li

fe
 c

ar
e 

ar
e 

di
ss

ec
te

d.



member checking among the HIV community was conducted. This is
an appropriate technique for enhancing rigour of the findings,
particularly when they derive from a community-based research
project. A less helpful comment was offered by the second reviewer
who called for more “precise” quantification of findings. Rather than
seeing these as “vague” many qualitative researchers resist
enumeration techniques because the purposive (non-random)
sampling methods do not support it. Hence, the use of terms such as
“frequently” or “widely”.

The prepublication history of Singer et al.’s BMJ study is available
in full text on the web and offers the following insights.53 The
reviewer asked for clarification about the outcomes of investigator
triangulation, that is, the extent to which the two analysts agreed on
codes and categories and how these were handled. This is an
appropriate comment which acknowledges that it is not sufficient to
say merely that the research was triangulated; instead, it must be clear
how this was done and how conflicts were managed. A less helpful
comment came from the editorial committee which offered a rather
narrow (albeit typical) conception of the contribution of qualitative
research to the health sciences. But it is only one position. Other
positions concur that qualitative research is indeed great for
stimulating debate and providing insight, but can also offer rich detail
and explanations of phenomena that are not well understood. This is
also a good example of the confusion about generalisability, which
does not derive from the representativeness of the sample, but from
the resonance and applicability of the findings to other settings and
contexts.5,6

Hudak et al.’s paper appeared in Medical Decision Making.54 One
reviewer asked for clarification on whether codes were predetermined
themes or emerged from the data. This is a very common criticism of
qualitative research reports and easily rectified. The less helpful
comment referred to the mixing of results and discussion sections of
qualitative papers and a desire for the results to be presented “without
the authors’ interpretation”. As mentioned earlier, qualitative data
collection and analysis are typically iterative and so interpretation of
results begins early and is evolving. In other words, the results and the
interpretation of data are “one and the same”. As a result, many
qualitative manuscripts will present a different rendition on the
conventional scientific report by combining the reporting of results
and discussion.

Steele et al.’s manuscript55 was subjected to an explicit set of criteria
for the peer review of qualitative manuscripts. Analytic integrity was
questioned: how were the findings relevant or important to the target
population? More detail was requested and warranted. A less helpful
(and rather condescending) comment concerned a perception that
the authors lacked knowledge of their subject matter. As is the
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experience of many qualitative researchers, these authors clearly
struggled to meet all reporting standards while staying within the
2000 word limit of the journal. Thus, a more robust discussion that
would have meaningfully integrated the qualitative findings, the
existing literature, and the authors’ understanding of immigrant and
refugee health was limited.

Sinding et al.’s paper in Qualitative Health Research56 was also
reviewed using explicit criteria. A constructive comment that affirms
the importance of ethical considerations in qualitative research came
from one reviewer who asked for additional clarification and detail. A
less helpful observation (though by no means inappropriate) was
offered by another reviewer who suggested the writing style was
“quite nice”, but failed to offer substantive feedback on how it could
be improved. In addition, the reviewers’ comments remind us to
carefully edit our reports before sending them back to the journal.

Future directions

The challenges faced by peer reviewers when assessing qualitative
manuscripts will undoubtedly be reduced as editors and the broader
research communities come to terms with what high quality
qualitative research is, and how it should be published. This may
involve a relaxation of word count restrictions in the health sciences
literature or development of unique ways to present lengthy
qualitative methods and data. As an example, the BMJ’s innovation of
ELPS (electronic long, paper short) may be an appropriate system to
facilitate the publication of qualitative health science. It is not yet
clear what is the best way forward for manuscript submission and peer
review. The quality of the qualitative research is potentially
compromised by misguided and uninformed (albeit well intentioned)
peer review demands. We should therefore continue to explore
rigorous and novel ways to assess and publish qualitative manuscripts
in the health sciences.
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