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decrease the potential arrhythmogenic effects. Hyper 

capnia may occur in patients who are breathing 

spontaneously during anaesthesia and predispose them 

to arrhythmias. The patient in case 3, however, had 

been given premedication and had undergone con? 

trolled ventilation avoiding volatile agents. This shows 

that cardiovascular disturbances can occur even when 

anaesthetic conditions are optimal. 
These cases show the difficulties of applying small 

quantities of a highly concentrated paste without 

exceeding the recommended doses of cocaine. The 

risks are further compounded by the addition of 

adrenaline, which itself may be given in a high dose 
into a vascular area. 

The value of adding adrenaline to cocaine is ques? 

tionable; the clinical efficacy of the combination is 
dubious and we query the medicolegal aspects of this 

practice. Nasal surgery is rarely life saving and patients 
are commonly young and fit. Thus the benefits of using 

a particular technique must be substantial to justify 

any risk. 
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Much qualitative research is interview based, and 

this paper provides an outline of qualitative inter? 

view techniques and their application in medical 

settings. It explains the rationale for these tech? 

niques and shows how they can be used to research 

kinds of questions that are different from those dealt 
with by quantitative methods. Different types of 

qualitative interviews are described, and the way in 

which they differ from clinical consultations is 

emphasised. Practical guidance for conducting such 

interviews is given. 

Types of qualitative interview 

Practising clinicians routinely interview patients 

during their clinical work, and they may wonder 

whether simply talking to people constitutes a legiti? 
mate form of research. In sociology and related disci? 

plines, however, interviewing is a well established 

research technique. There are three main types: 

structured, semistructured, and in depth interviews 

(box 1). 
Structured interviews consist of administering 

structured questionnaires, and interviewers are trained 

to ask questions (mostly fixed choice) in a standardised 

manner. For example, interviewees might be asked: 

"Is your health: excellent, good, fair, or poor?" 

Though qualitative interviews are often described as 

being unstructured in order to contrast them with this 

type of formalised quantitative interview, the term 

"unstructured" is misleading as no interview is com? 

pletely devoid of structure: if it were, there would be 
no guarantee that the data gathered would be appro? 

priate to the research question. 
Semistructured interviews are conducted on the 

basis of a loose structure consisting of open ended 

questions that define the area to be explored, at 

least initially, and from which the interviewer or 

interviewee may diverge in order to pursue an idea in 

more detail. Continuing with the same example, inter? 

viewees might initially be asked a series of questions 
such as: "What do you think good health is?", "How 
do you consider your own health?", and so on. 

Box 1?Types of interviews 

? Structured 

Usually with a structured questionnaire 

? Semistructured 

Open ended questions 

? Depth 
One or two issues covered in great detail 

Questions are based on what the interviewee says 

In depth interviews are less structured than this, and 

may cover only one or two issues, but in much greater 
detail. Such an interview might begin with the inter? 
viewer saying, "This research study is about how 

people think about their own health. Can you tell me 

about your own health experiences and what you think 

of your health?" Further questions from the inter? 

viewer would be based on what the interviewee said 

and would consist mostly of clarification and probing 
for details. 

Clinical and qualitative research interviews have 

very different purposes. Although the doctor may 
be willing to see the problem from the patient's 

perspective, the clinical task is to fit that problem into 

an appropriate medical category in order to choose an 

appropriate form of management. The constraints of 

most consultations are such that any open ended 

questioning needs to be brought to a conclusion by the 

doctor within a fairly short time. In a qualitative 
research interview the aim is to discover the inter? 

viewee's own framework of meanings and the research 

task is to avoid imposing the researcher's structures 

and assumptions as far as possible. The researcher 

needs to remain open to the possibility that the 

concepts and variables that emerge may be very 
different from those that might have been predicted at 
the outset. 

Qualitative interview studies address different 

questions from those addressed by quantitative 
research. For example, a quantitative epidemiological 

approach to the sudden infant death syndrome might 
measure statistical correlates of national and regional 
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variations in incidence. In a qualitative study Gantley 
et al interviewed mothers of young babies in different 
ethnic groups to understand their child rearing 
practices and hence discover possible factors con? 

tributing to the low incidence of sudden infant death in 
Asian populations.1 A quantitative study of single 
handed general practitioners might compare their 

prescribing and referral rates, out of hours payments, 
list sizes, and immunisation and cervical cytology rates 

with those of general practitioners in partnerships. A 

recent qualitative study examined the concerns of 

singlehanded general practitioners during semi 

structured interviews and identified the problems 

perceived by this group of doctors.2 Qualitative 
research can also open up different areas of research 

such as hospital consultants' views of their patients3 
or general practitioners' accounts of uncomfortable 

prescribing decisions.4 

Conducting interviews 

Qualitative interviewers try to be interactive and 

sensitive to the language and concepts used by the 

interviewee, and they try to keep the agenda flexible. 

They aim to go below the surface of the topic being 
discussed, explore what people say in as much detail as 

possible, and uncover new areas or ideas that were not 

anticipated at the outset of the research. It is vital 

that interviewers check that they have understood 

respondents' meanings instead of relying on their own 

assumptions. This is particularly important if there is 
obvious potential for misunderstanding?for example, 
when a clinician interviews someone unfamiliar with 
medical terminology. Clinicians should not assume 
that interviewees use medical terminology in the same 

way that they do. 

Patton said that good questions in qualitative inter? 

views should be open ended, neutral, sensitive, and 

clear to the interviewee.5 He listed six types of 

questions that can be asked: those based on behaviour 
or experience, on opinion or value, on feeling, on 

knowledge, and on sensory experience and those 

asking about demographic or background details 

(box 2). It is usually best to start with questions that the 

interviewee can answer easily and then proceed to 

more difficult or sensitive topics. Most interviewees 

are willing to provide the kind of information the 
researcher wants, but they need to be given clear 

A qualitative research interviewer aims to discover the interviewee's own framework of meanings; the 
research task is to avoid imposing the researcher's structures and assumptions as far as possible 

Box 2?Types of questions for qualitative 
interview5 

? Behaviour or experience 

? Opinion or belief 

? Feelings 

? Knowledge 

? Sensory 

? Background or demographic 

guidance about the amount of detail required. It is 

possible to collect data even in stressful circumstances.6 

The less structured the interview, the less the 

questions are determined and standardised before the 

interview occurs. Most qualitative interviewers will 

have a list of core questions that define the areas to be 

covered. Unlike quantitative interviews based on 

highly structured questionnaires, the order in which 

questions are asked will vary, as will the questions 

designed to probe the interviewee's meanings. 

Wordings cannot be standardised because the inter? 

viewer will try to use the person's own vocabulary 
when framing supplementary questions. Also, during 
the course of a qualitative study, the interviewer may 
introduce further questions as he or she becomes more 

familiar with the topic being discussed. 
All qualitative researchers need to consider how they 

are perceived by interviewees and the effects of charac? 

teristics such as class, race, sex, and social distance on 

the interview. This question becomes more acute if the 
interviewee knows that the interviewer is also a doctor. 

An interviewee who is already a patient or likely to 
become one may wish to please the doctor by giving the 

responses he or she thinks the doctor wants. It is best 

not to interview one's own patients for research 

purposes, but if this cannot be avoided, patients should 

be given permission to say what they really think, and 

they should not be corrected if they say things that 
doctors think are wrong (for example, that antibiotics 
are a suitable treatment for viral infections). 

Interviewers are also likely to be asked questions by 
interviewees during the course of an interview. The 

problem with this is that in answering questions, 
clinical researchers may undo earlier efforts not 

to impose their own concepts on the interview. If 

questions are not answered, this may reduce the 

interviewee's willingness to answer the interviewer's 

subsequent questions. One solution is to say that such 

questions can be answered at the end of the interview, 

although this is not always a satisfactory response.7 

Researcher as research instrument 

Qualitative interviews require considerable skill on 

the part of the interviewer. Experienced doctors may 

feel that they already possess the necessary skills, and 

indeed many are transferable. To achieve the transition 

from consultation to research interview, clinical 

researchers need to monitor their own interviewing 

technique, critically appraising tape recordings of their 

interviews and asking others for their comments. 

The novice research interviewer needs to notice how 

directive he or she is being, whether leading questions 
are being asked, whether cues are picked up or 

ignored, and whether interviewees are given enough 
time to explain what they mean. Whyte devised a six 

point directiveness scale to help novice researchers 

analyse their own interviewing technique (box 3).8 The 

point is not that non-directiveness is always best, but 

that the amount of directiveness should be appropriate. 
Some informants are more verbose than others, and it 

is vital that interviewers maintain control of the 
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Box 3?Whyte's direct?veness scale for 

analysing interviewing technique8 

1 Making encouraging noises 
2 Reflecting on remarks made by the informant 
3 Probing on the last remark by the informant 
4 Probing an idea preceding the last remark by the 

informant 

5 Probing an idea expressed earlier in the interview 

6 Introducing a new topic 
(1 

= least directive, 6=most directive) 

interview. Patton provided three strategies for main? 

taining control: knowing the purpose of the interview, 

asking the right questions to get the information 

needed, and giving appropriate verbal and non-verbal 

feedback (box 4).5 

Box 4-?Maintaining control of the 
interview5 

? Knowing what it is you want to find out 

? Asking the right questions to get the information 

you need 

? Giving appropriate verbal and non-verbal feedback 

Some common pitfalls for interviewers that have 

been identified by Field and Morse include outside 

interruptions, competing distractions, stage fright, 
awkward questions, jumping from one subject to 

another, and the temptation to counsel interviewees 

(box 5).9 Awareness of these pitfalls can help the 

interviewer to develop ways of overcoming them. 

Box 5?Common pitfalls in interviewing9 

? Interruptions from outside (telephone, etc) 

? Competing distractions (children, etc) 

? Stage fright for interviewer or interviewee 

? Asking interviewee embarrassing or awkward 

questions 

? Jumping from one subject to another 

? Teaching (for example, giving interviewee medical 

advice) 

? Counselling (for example, summarising responses 
too early) 

? Presenting one's own perspective, thus potentially 

biasing the interview 

? Superficial interviews 

? Receiving secret information (for example, suicide 

threats) 

? Translators (for example, inaccuracy) 

Recording interviews 
There are various ways of recording qualitative 

interviews: notes written at the time, notes written 

afterwards, and audiotaping. Writing notes at the time 

can interfere with the process of interviewing, and 

notes written afterwards are likely to miss out some 

details. In certain situations, written notes are prefer? 
able to audiotaping, but most people will agree to 

having an interview tape recorded, although it may 
take them a little while to speak freely in front of a 

machine. It is vitally important to use good quality 

equipment which has been tested beforehand and 

with which the interviewer is familiar. Transcription is 
an immensely time consuming process, as each hour's 

worth of interview can take six or seven hours to 

transcribe, depending on the quality of the tape. The 
costing of any interview based study should include 

adequate transcription time. 

Identifying interviewees 

Sampling strategies are determined by the purpose 
of the research project.9 Statistical representativeness 
is not normally sought in qualitative research (see the 

paper by Mays and Pope earlier in this series10). 

Similarly, sample sizes are not determined by hard and 
fast rules, but by other factors such as the depth and 
duration of the interview and what is feasible for a 

single interviewer. Large qualitative studies do not 

often interview more than 50 or 60 people, although 
there are exceptions.11 Sociologists conducting 
research in medical settings often have to negotiate 
access with great care, although this is unlikely to be a 

problem for clinicians conducting research in their 

own place of work. Nevertheless, the researcher 

still needs to approach the potential interviewee and 

explain the purpose of the research, emphasising that 

a refusal will not affect future treatment. An intro? 

ductory letter should also explain what is involved and 

the likely duration of the interview and should give 
assurances about confidentiality. Interviews should 

always be conducted at interviewees' convenience, 
which for people who work during the day will often be 

in the evening. The setting of an interview affects the 

content, and it is usually preferable to interview people 
at home. 

Conclusion 

Qualitative interviewing is a flexible and powerful 
tool which can open up many new areas for research. It 

can enable practising clinicians to investigate research 

questions of immediate relevance to their everyday 

work, which would otherwise be difficult to investigate. 
Few researchers would consider embarking on a new 

research technique without some form of training, and 

training in research interviewing skills is available from 
universities and specialist research organisations. 

Further reading 

Fontana A, Frey JH. Interviewing: the art of science. In: 
Denzin NK, Lincoln YS, eds. Handbook of qualitative 
research. London: Sage, 1994:361-76. 

Mishler EG. Research interviewing: context and narrative. 

Cambridge, MA: Harvard University Press, 1986. 

1 Gantley M, Davies DP, Murcott A. Sudden infant death syndrome: links with 
infant care practices. BMJ 1993;306:16-20. 

2 Green JM. The views of singlehanded general practitioners: a qualitative 
study. BMJ 1993;307:607-10. 

3 Britten N. Hospital consultants' views of their patients. Sociology of Health and 
Illness 1991;13:83-97. 

4 Bradley CP. Uncomfortable prescribing decisions: a critical incident study. 
BMJ 1992;304:294-6. 

5 Patton MQ. How to use qualitative methods in evaluation. London: Sage, 
1987:108-43. 

6 Cannon S. Social research in stressful settings: difficulties for the sociologist 
studying the treatment of breast cancer. Sociology of Health and Illness 
1989;11:62-77. 

7 Oakley A. Interviewing women: a contradiction in terms. In: Roberts H, ed. 
Doing feminist research. London: Routledge and Kegan Paul, 1981:30-61. 

8 Whyte WF. Interviewing in field research. In: Burgess RG, ed. Field research: 
a sourcebook and field manual. London: George Allen and Unwin, 1982: 
111-22. 

9 Field PA, Morse JM. Nursing research: the application of qualitative approaches. 
London: Chapman and Hall, 1989. 

10 Mays N, Pope C. Rigour and qualitative research. BAiJ^1995;311:109-12. 
11 Holland J, Ramazanoglu C, Scott S, Sharpe S, Thomson R. Sex, gender and 

power: young women's sexuality in the shadow of AIDS. Sociology of Health 
and Illness 1990;12:336-50. 

BMJ volume 311 22 July 1995 253 

This content downloaded by the authorized user from 192.168.52.68 on Mon, 12 Nov 2012 02:54:55 AM
All use subject to JSTOR Terms and Conditions

http://www.jstor.org/page/info/about/policies/terms.jsp

	Article Contents
	p. 251
	p. 252
	p. 253

	Issue Table of Contents
	BMJ: British Medical Journal, Vol. 311, No. 6999 (Jul. 22, 1995), pp. 207-272
	Front Matter
	Editorials
	Screening For Diabetic Retinopathy: Combined Modalities Seem To Provide The Best Option [pp. 207-208]
	The Boundary Between Health Care And Social Care: A Positive But Insufficient Step [pp. 208-209]
	Performance Indicators For General Practice: Will Lead To League Tables Of Performance [pp. 209-210]
	Reviewers Chosen By Authors: May Be Better Than Reviewers Chosen By Editors [p. 210-210]

	News
	Nicotine Is Addictive, Rules FDA [p. 211-211]
	Britain's Breast Cancer Services Need Overhaul [pp. 211-212]
	Woman Compensated For Removal Of Ovaries [p. 212-212]
	Gynaecologist Struck Off For Catalogue Of Failures [p. 213-213]
	Consultant Suspended After Hundreds Of Errors [pp. 213-214]
	Canadian Medical Residents Strike Over Fees [p. 214-214]
	French GPs Launch Organ Donor Campaign [pp. 214-215]
	Israel Brings Psychiatric Care In From Cold [p. 215-215]
	Pressure Group Pleads For A Healthy Planet [p. 215-215]
	MPs Seek To Control Medical Genetics [p. 216-216]
	Focus: Washington
	Senator's Bellicosity Kindles Bigotry [p. 216-216]


	Papers
	Effects Of London Helicopter Emergency Medical Service On Survival After Trauma [pp. 217-222]
	Incidence Of And Mortality From Acute Upper Gastrointestinal Haemorrhage In The United Kingdom [pp. 222-226]
	Relation Between Parasuicide, Suicide, Psychiatric Admissions, And Socioeconomic Deprivation [pp. 226-230]
	Changing Patterns Of Iron Deficiency Anaemia In The Second Year Of Life [p. 230-230]
	Extent Of Hepatitis B Immunisation Among Medical And Dental Students [p. 231-231]
	Drug Points
	Hypersensitivity To Retinol Palmitate Injection [p. 232-232]
	Laryngeal Oedema After Isosorbide Dinitrate Spray And Sublingual Nifedipine [p. 232-232]
	Tinnitus And Ciprofloxacin [p. 232-232]


	General Practice
	Predicting Acute Maxillary Sinusitis In A General Practice Population [pp. 233-236]
	Videotaping Of General Practice Consultations: Effect On Patient Satisfaction [p. 236-236]

	Education & Debate
	Fortnightly Review
	How To Ensure That Guidelines Are Effective [pp. 237-242]

	How To Do It
	Make An Application For Flexible (Part Time) Training [pp. 242-244]

	ABC Of Medical Computing
	Getting Your Thoughts On Paper [pp. 245-249]
	A Memorable Patient: My Worst Mistake [p. 249-249]

	Lesson Of The Week
	Cocaine And Adrenaline Paste: A Fatal Combination? [pp. 250-251]

	Qualitative Research
	Qualitative Interviews In Medical Research [pp. 251-253]


	Obituaries
	A. G. Kilcoyne FRCS, FRCSGLAS, FRCSI, DLO [p. 254-254]
	F. J. Y. Wood MD, FRCP [p. 254-254]
	D. W. Hall MRCGP [p. 254-254]
	B. Kamal FRCSED [pp. 254-255]
	A. Dornan FRCS [p. 255-255]
	H. W. Bisset FRCGP [p. 255-255]
	W. G. Tillman MD, FRCP [p. 255-255]
	Janet Mary Robinson, MRCOG [p. 255-255]

	Letters
	Folic Acid And The Prevention Of Neural Tube Defects [pp. 256-257]
	Evidence Based Medicine [with Reply] [pp. 257-259]
	Compliance With Medication Among Elderly People [with Reply] [p. 259-259]
	Prophylactic Aspirin And Peptic Ulcer Bleeding [with Reply] [pp. 259-260]
	Treatment Of Childhood Astham [p. 260-260]
	Mineralocorticoid Effects Of High Dose Hydrocortisone [p. 260-260]
	Interventions In OXCHECK Study Waste Resources [p. 260-260]
	Assessing Coronary Risk [with Reply] [pp. 260-261]
	Hospital Security [p. 261-261]
	Handling Scientific Fraud [with Reply] [pp. 261-262]
	Osteoporosis [p. 263-263]
	Strategies For Reducing Coronary Risk Factors In Primary Care [p. 263-263]
	Smuggling Of Tobacco In Europe [p. 263-263]
	Measurement Of Bone Density In Osteoporosis [pp. 263-264]
	The Future Of Fundholding [p. 264-264]
	Rationing [p. 264-264]
	Treatment Of Lupus Syndromes [with Reply] [pp. 264-265]
	Smoking Among Secondary Schoolchildren [p. 265-265]
	Vaccinations For Travellers [p. 265-265]
	What Happened To Care? [p. 265-265]
	Correction: Future Of Intensive Care [p. 265-265]
	Correction: Genetic Testing For Familial Hypertrophic Cardiomyopathy In Newborn Infants [p. 265-265]

	Medicopolitical Digest
	Minister Urges Reduction In Juniors' Working Hours [p. 266-266]
	BMA Says Rabies Rules Should Stay [p. 266-266]
	All Career Registrars Will Transfer To Specialist Registrar Grade [p. 266-266]
	Community Care Is Blocking Beds, Doctors Say [p. 266-266]

	Soundings
	Malpractice Reform [p. 267-267]
	Guidelines Are Good For You [p. 267-267]

	Medicine And The Media
	Review: Messages In The Dust [p. 268-268]
	Review: It Makes Your Hair Curl [pp. 268-269]

	Personal View
	Drive On [p. 269-269]

	Medicine And Books
	Review: untitled [p. 270-270]
	Review: untitled [pp. 270-271]
	Review: untitled [p. 271-271]
	Review: untitled [p. 271-271]

	Minerva [p. 272-272]





