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Qualitative Research Methods for Medicine and Health Sciences

Qualitative research methods are essential for addressing central questions arising from clinical and organisational practice. In medicine and healthcare, knowing and scientific knowledge cannot be reduced to what is measurable alone. It also depends on subjectivity, interpretation, clinical reasoning, interaction and ethical judgement. This book develops a coherent methodological framework in which these dimensions are understood as integral to knowledge development rather than as residual or secondary concerns.

The opening chapters establish the philosophical foundations for a qualitative methodology grounded in healthcare practice and distinctly committed to the epistemic impact of subjectivity. Ontological assumptions about health and illness are made explicit and systematically linked to epistemological and methodological choices. Subsequent chapters guide the reader through the core stages of the research process—from design and data development to analysis and interpretation—consistently demonstrating how underlying assumptions shape methodological strategies and conclusions. Empirical examples illustrate methodological reasoning, critical decisions and common pitfalls. Unlike many introductory texts, this book treats subjectivity, clinical judgement and interpretation not as threats to scientific rigour, but as indispensable resources for knowledge development. Rather than offering a broad survey of qualitative traditions, it presents a coherent, practice-based approach that affirms the scientific legitimacy of qualitative research on its own terms.

Written primarily for students and researchers new to qualitative methods at bachelor’s, master’s and doctoral levels in medicine and healthcare, the book also invites more experienced scholars to reflect critically on established methodological practices.

Kirsti Malterud MD PhD is Professor Emerita in General Practice at the University of Bergen, Norway.ii
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Preface

This book is written for medical doctors and other health professionals who wish to develop an understanding of qualitative research methods as approaches to make sense of everyday clinical and organisational practice. I take medicine and healthcare not merely as domains of study, but as sources of fundamental questions about health and illness, life and death, calling for forms of knowing attuned to the subjectivity of human experience, judgement, complexity and values.

Knowing and knowledge in applied, practice-based disciplines consist of more than what can be measured or standardised, such as experiences of health and illness, encounters between patients and professionals, ethical deliberation and reflection on how services are organised and function. Knowledge-based practice draws on research evidence, clinical expertise and patient values. Yet in many contexts, what counts as scientific knowledge continues to be shaped primarily by quantitative research traditions rooted in biomedicine and epidemiology.

My starting point, informed by lifelong experience as a general practitioner, is that many questions arising from clinical and system practice cannot be addressed adequately within these traditions alone. Exploring phenomena such as meaning, interaction, coping, complexity, diagnostic reasoning and professional judgement calls for qualitative research methods that understand subjectivity, interpretation and reflexivity as integral to knowledge development. Such approaches can lead to new and valuable knowledge, but only when they are grounded in assumptions that support relevant and robust methods, rather than being adopted uncritically from other research traditions.

Earlier Norwegian editions of this book have been used for several decades in education and research within the Scandinavian language sphere. Colleagues from outside this context have encouraged an English edition, not only for teaching, supervision and references in international publications, but because the methodological approach is grounded in applied medical and healthcare practice, offering a coherent basis for xiiscientific legitimacy on its own terms. This English edition is my translation of the fifth Norwegian edition. I do not introduce a new version of this book but make the current edition accessible to a wider readership. Readers encountering the text for the first time should therefore understand it as a coherent presentation of my approach to qualitative research methods in medicine and health sciences, maturing during decades of theoretical, empirical and clinical work.

When academic standards are met, qualitative studies should be regarded as evidence. Throughout this book, I argue that scientific knowledge cannot be reduced to what is observable and measurable. In medicine and healthcare, knowing also involves experience, meaning-making, ethical judgement and reflections on how context and systems shape practice and outcomes. Qualitative research methods offer systematic ways of engaging with these dimensions, insofar as their underlying assumptions are made explicit and carried through into relevant and robust approaches.

Without such clarity, qualitative studies risk being shaped by quantitative, humanistic or social science ideals by default. Procedures and criteria developed for other purposes may be applied unreflectively, narrowing what can be seen, analysed and communicated, thereby distorting scientific soundness and truly relevant knowledge. Earlier debates, including my own contributions, often focused on similarities between qualitative and quantitative research in order to secure legitimacy. Today, I see a greater need to articulate their differences clearly, to safeguard the distinctive and creative contributions from qualitative methods to subjectivity in medical and healthcare knowledge.

In this edition, I place stronger emphasis on scientific thinking and humanistic perspectives than in the outset. This is reflected both in the conceptual framing and in my terminology. I use the terms knowledge and knowing distinctively side by side, with different nuances of meaning. I write of data development and data interaction rather than data collection, and of interpretations, conclusions and results rather than findings. These choices signal an understanding of research in which the researcher’s subjectivity and active engagement are treated as resources and responsibilities that call for reflexive attentiveness, rather than sources of error to be eliminated. A sound grasp of the epistemological assumptions is necessary to navigate methodological approaches appropriately and to apply relevant and robust methods in developing new and valuable knowledge.

Compared to previous Norwegian editions, several chapters have been revised, and some are entirely new in the 5th edition. Chapter 11, on Systematic Text Condensation, has undergone substantial revision and should be read carefully even by those already familiar with the method. These changes reflect developments in the field and my own ongoing engagement with epistemological questions raised through research, peer review and supervision.

I have written this book primarily for students and researchers who are new to qualitative research methods at bachelor’s, master’s, or doctoral level. At the same time, more experienced researchers will also find questions and arguments that invite reflection on established practices. This book may be read from beginning to end, but it can also be used selectively. I recommend starting with the introductory chapters, where I establish assumptions necessary to understand the practical approaches and guidance that follow. An abundance of references is intended to invite further reading and to illustrate the diversity of this methodological field.

xiiiEpistemological assumptions and methodological approaches are illustrated through empirical examples, many drawn from my own research. This reflects a long-standing engagement with practice-based inquiry, shaped by more than 35 years of work as a general practitioner. Over time, it has become increasingly clear to me that qualitative research methods cannot be employed uniformly across disciplines. They must be designed congruent with the type of knowledge sought. Research grounded in applied practice-based disciplines rests on assumptions, purposes and procedures that in many ways differ from those of research conducted within the social sciences and humanities alone.

I hope this book will be perceived as a consistent contribution to link methodological choices and approaches to the epistemological assumptions underpinning them, and to do so from within. Rather than offering a broad survey of qualitative traditions, I aim to provide a coherent framework for developing qualitative studies that are both scientifically rigorous and closely aligned with realities in clinical and organisational practice.

I warmly thank fellow researchers Aase Aamland, Anette Fosse, Ann Dorrit Guassora, Marit Hafting, Anne Marit Mengshoel, Margrethe Schaufel, and Susanne Reventlow, whose encouragement, dialogue and critical engagement have sustained the revision and translation of this edition. Thank you also to Lill Salole, Maria Westervoll and Kristin Harbø Buland (Universitetsforlaget, Oslo) and graphic designer Anders Sagdalen for steady guidance during the development of the 5th Norwegian edition and encouragement towards translation. I am grateful to my friends in Möckernkiez/Berlin, who hosted and inspired me during important periods of writing. Finally, I thank my sister, Nina Malterud—an ingenious artist and dear interlocutor—whose exquisite ceramic glazes provided the basis for the cover image.

Bergen, June 2026

Kirsti Malterudxiv
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Part 1 Knowing human life, health and illness
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chapter 1 A rich and diverse knowledge base for practice and inquiry

DOI: 10.4324/9781003786016-2


Clinical practice and the development of healthcare services are based on knowing and knowledge from various sources. Biomedicine is necessary to understand anatomical structures, physiological processes and chemical principles that affect health and disease. Epidemiology delivers tools to describe and explain the prevalence, risk and distribution of diseases. Humanistic perspectives provide insight into people’s experiences, perceptions, expectations and existential challenges related to health and illness. Development of new and valuable knowledge requires a breadth of relevant and robust research methods that correspond to the research questions. Qualitative research methods unwrap knowledge about humanist aspects of life related to health and illness for patients, healthcare professionals and administrators.


Subjectivity

Subjectivity encompasses individuals’ personal perception, experience and awareness of the world and themselves. The concept is understood in various ways in different disciplines (Smith 2010, Thorne 2025). Research with humanistic perspectives develops knowledge about human phenomena with subjectivity from the participants’ expressions of experiences, perceptions and judgements and the researcher’s interpretations, understandings and communication (Gatens-Robinson 1986, Sandelowski 1996, Varpio, Ajjawi, et al. 2017, Braun & Clarke 2022). Subjectivity is the prerequisite for developing, analysing and interpreting data with qualitative research methods. When using such research methods in medicine and health sciences, we recognise subjectivity as a creative added value for the development of insight about human life, health and disease that strengthens the foundation of theory and practice. As a consequence, in this book I use both knowing and knowledge to distinguish between the active, situated and interpretive processes through which we seek to understand human life and experience, and the more articulated and systematic forms of understanding that take shape through these processes.

4However, a focus on subjectivity does not mean that everything is relative and fluid in a qualitative study. Reflexivity (see Chapter 3) is a methodological antidote to random or predetermined conclusions, in that the researcher recognises the reciprocal influences between themselves, the person or thing being researched, and the context for knowledge development (Malterud 2001b, Alvesson & Sköldberg 2018, Braun & Clarke 2019). With insight into their own role, the researcher can discipline the subjective. As readers, we assume that the researcher provides us with insight into contextual assumptions that are significant for the interpretation of issues, data and results. Intersubjectivity is about the importance of sharing processes and results with others (Malterud 1993).

From biomedicine and natural science research, we recognise objectivity as an overarching ideal for scientific practice—a clear opposite of subjectivity. But in research with humanistic perspectives and qualitative methods, subjectivity is not the dirty cousin of an exemplary objectivity. Leder argues that medical culture denies one of its founding missions—a scientific understanding of interpretation in clinical judgements and decisions—in a false awareness that objectivity is a universal basis of science (Leder 1990).

In qualitative studies, we are not supposed to downplay or excuse subjectivity. On the contrary, we must learn how to know and recognise subjectivity as a valuable and necessary platform from which we can benefit in a scientifically sound manner when we want to learn more about people’s lives, health and illness.



Knowledge-based practice—everything for your use

In most countries, health personnel are supposed to perform their work in accordance with the requirements for professional responsibility and diligent care that can be expected based on the health personnel’s qualifications, the nature of the work and the situation in general. Knowledge-based practice (Figure 1.1), adapted from 5evidence-based medicine (Ebm) (see below), is based on the best evidence from research, patients’ values and experiences as well as experience-based clinical expert knowledge (Sackett, Rosenberg, et al. 1996, Sackett 1997). Based on this knowledge base, the intended and unintended consequences of proposed measures in the health service must be assessed against values, use of resources, prioritisation criteria, laws and regulations.


[image: Figure showing three overlapping circles (representing different types of knowledge) placed within a larger circle indicating the context for evidence-based practice.]
Figure 1.1 Knowledge-based practice Return to text.⏎
Source: Adapted from Sackett (1997) and Helsebiblioteket (2021)



Ebm was developed on the basis of Sackett’s model. However, over the years, the concept of Ebm has taken on a more limited meaning, emphasising research-based knowledge—evidence. This book is about research methods, i.e. strategies that will lead to evidence—in this context, research-based knowledge developed using qualitative methods. In other words, evidence from qualitative studies entails the scientization of user knowledge and experience-based clinical knowledge (Eriksson & Martinsen 2012). For the purposes of this book, knowledge-based practice is therefore a more appropriate term than Ebm.

People’s view of the world determines what we perceive as current, relevant and valid ways of investigating the world. Ontology addresses the way we perceive the world and reality, while epistemology addresses how we consider knowledge about the world and reality (Lock & Strong 2010, Varpio, Ajjawi, et al. 2017, Pope & Mays 2020, Creswell & Poth 2024). Ontology and epistemology are sometimes informally referred to together as O&E, indicating that the two concepts are two sides of the same coin. Consistency between the two is a logical prerequisite for scientific knowledge (Chamberlain 2000, Carter and Little 2007). In research supposed to lead to valid knowledge, there must be correspondence between ontology and epistemology—epistemological congruence. We cannot use a screwdriver to hammer in a nail.

When we aim to develop knowledge about people’s experiences, we need more research tools than laboratory experiments, statistics and epidemiology. Not everything can be counted and measured, and p-values do not tell us much about existential dilemmas or grief. As researchers, we need to develop ontological awareness. Only then can we choose and familiarise ourselves with research methods that respect our research questions and can accommodate the uniquely human in a scientific way (Pope & Mays 2020).

This is not a question of either-or, but of both-and. In medical and healthcare research and practice, we must have the ability to keep several balls in the air, so that we can make the best methodological choices and practice these with proper consistency. We also need to be familiar with methods we are not going to use ourselves, to be able to choose and develop a design with solid epistemological consistency.

Humanism frames the human subject as the primary point of reference, grounding knowledge in reflective judgement and lived practice while treating personal worth and dignity as non-negotiable starting points rather than derived properties. Humanistic perspectives are necessary when we want to contribute to increased insight into people’s lives. The human aspects of clinical practice are not limited to doctor-patient communication—it can also be about the knowledge and experiences of healthcare professionals or administrators, or the relationship between people and systems. We can also explore existential questions, interaction, clinical procedures, or decision management. At all levels of healthcare, subjectivity can provide a meaningful basis for the knowledge we develop and use.
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To be human

The sociologist of religion Christian S. Smith (1960-) describes the phenomenon of emergence (2010), which is a process in which simple units (such as cells) combine, interact and transform into something that is larger and different (such as organs or people) than what was the starting point. The opposite is reductionism, where the whole is explained by the individual parts, which can make sense in many technical-mechanical contexts. In medicine, for example, we sometimes talk about the machine failure model.

Complexity develops when the totality becomes something new—something more than the sum of its parts, which may in turn influence and change the simple units. The emergent forces stem from relationships and interactions between the individual elements. Smith points out that emergence encompasses not only scientific contexts such as biology, physics and chemistry, but also the development of psychological, social and cultural phenomena, including various forms of scientific knowledge (Smith 2010).

Causal capacities are emergent properties that enable humans to transform material, mental or social phenomena and conditions. Smith (2010) shows that many causal capacities are distinctively human in scope, intensity and quality and thus distinguish humans from (other) animals. He gives some examples of what makes a human a human, such as understanding quantities, time and space, mental representations, abstraction, volition, tacit knowledge, emotions, empathy, memory, intersubjectivity, creativity, technology, symbolisation, identity formation and language.

These are aspects of subjectivity and humanity that in different ways apply to all humans, while at the same time each individual has his or her unique composition, form of expression and meaning-making. With subjectivity as our lens, we take this paradox as our starting point when we select qualitative methods as relevant and robust tools for developing new and valuable insights about people’s lives, health and illness.



The instrumentalist error

Based on pedagogy and teaching practice, philosopher Hans Skjervheim (1926–1999) discusses research on human interaction. Inspired by Habermas, he emphasises the human being as a scientific subject and describes the researcher as a participant and observer at the same time (Skjervheim 1959, 2002). Skjervheim argues that the subjective is fundamental in social reality and in research about it—therefore, the social sciences must necessarily be subjective in their interpretation of meaning. Such views are just as relevant for medical and health research today.

Skjervheim also demonstrates how objectification takes place when I stop engaging with the other, distancing myself and turning the other into a category or a case. Skjervheim emphasises that people can be participants and observers at the same time, with the observer role providing a different technical relationship and insight than the engagement and understanding of the participant role. He warns against the instrumentalist error—an attitude in which technical rationality dominates the view of people in practice and research (Skjervheim 2002). Skjervheim points out that instrumental reason has a reasonable place in many contexts but also has its limits. He characterises the instrumentalist mistake as a transgression of boundaries—not a moral error, but as an intellectual and epistemological problem.
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Knowledge-seeking activities—sensing, understanding and evaluating

In order to contribute to new understanding, the researcher will develop and read their data and look for patterns in the light of relevant theoretical perspectives (more on this in Chapter 5). Interpretation is a central act in the qualitative research process. When using qualitative research methods, I should not try to eliminate myself or my subjectivity, but, on the contrary, work actively to familiarise myself with my own role and position, consider and account for my influence, and consider the impact of this for my interpretations and conclusions (Braun & Clarke 2024b).

A well-known parallel from clinical practice is diagnostic work, where interpretation and subjectivity are central. This applies to both the mission (to understand what is wrong with the patient) and the data sources (symptom descriptions, bodily signs), which in various ways place the human factor at the centre. The theologian Bernard J. F. Lonergan (1904–1984) presents a theory of knowledge that we can use to understand clinical knowledge and diagnostics as an interpretive, subjective activity in three stages of perception, understanding and judgement (Lonergan 1992, Malterud, Reventlow, et al. 2019):


	In meeting the patient, we first open ourselves to subjective sensations such as perception, preconceptions, experiences and ideas.

	These form the basis for questions we can ask and concepts we can use to understand this information and move forward.

	Finally, we evaluate our questions and possible answers.



This model differs from principles of biomedical research in that it recognises the subjective aspects of the doctor’s interpretation as a relevant basis for sorting out impressions and information, and in that relevant questions can be more important than unclear answers. Lonergan emphasises that the knowledge-seeking activity—knowing—is at least as central as the result—knowledge (Lonergan 1992).

As researchers, we should proceed through all stages of the research process with an open mind, curious and alert to surprises and fresh connections that can transcend preconceptions and experiences and contribute to new understanding. To benefit from the subjective, both as empirical raw material and as an interpretive strategy, we must be open to creativity and utilise our human potential. At the same time, reflexivity and intersubjectivity oblige us to recognise, assess and communicate the conditions—what guides our gaze and interpretations.



Empirical data—the link to everyday life

Theoretical knowledge, often communicated in the form of models that provide new perspectives on clinical challenges, can be developed on the basis of key existing theories. In an article on how healthcare professionals can understand and prevent situations where we unconsciously humiliate our patients, for example, we used prevailing theories of objectification, distancing and indifference to examine the foundations of degrading behaviour and identify some concepts that can be used to understand such behaviour in the cultural context of medicine (Malterud & Hollnagel 2007).

But for most of the medical knowledge base that we call evidence, regardless of the research method, interpretation, analysis and synthesis are based on empirical data. 8This is data from relevant sources developed with different methods, for example, from experiment, interview, register or observation. Qualitative research methods support the development of knowledge through the analysis of empirical, qualitative data. In this book, I use the terms data development or data interaction to highlight the fact that qualitative data is created in dialogue between researcher, participants and context. The term data collection is still widely used, but this implicitly states that data are ready and waiting to be harvested and further processed by us. Such an understanding is better suited to a register study. For research on people’s subjective experiences and unique experiences, our sample—our empirical data—is something we should recognise that we are personally involved to create, so that we sharpen our reflexivity and assess the significance of this.

But empirical data are neither fact nor truth. In qualitative studies, the researcher’s interpretation of the data is the path towards new knowledge. It is therefore a case of misguided loyalty to the material when the researcher tries to avoid leaving his or her own mark on the process, rather than taking responsibility for perspectives and interpretations (Kidder & Fine 1987). In such cases, the result can be qualitative studies characterised by obviousness and a lack of analysis, which the psychologist Steinar Kvale (1938–2008) describes as “boring to read” (Kvale 1996).

On the other hand, we can also see articles from qualitative studies where theoretical perspectives gain the upper hand, so that the empirical material only appears as quotes that embellish the theoretical considerations. Last but not least, unresolved attitudes to empirical data can lead to the researcher’s voice and preconceptions taking precedence in interpretations and conclusions. Methodological knowledge can help to balance such challenges.



(Co-)humanity as added value in medical practice and knowledge

In clinical practice, the doctor has the role of both participant and observer, often at the same time (Skjervheim 2002). Diagnostic activities involve both analytical objectification and sensitive interpretation of multiple, quite indistinct clues (Sebeok & Sebeok 1981, Gatens-Robinson 1986, Malterud & Kamps 2021), often under a high degree of uncertainty (Malterud, Guassora, et al. 2017). Clinical knowledge grows from putting together the pieces of this puzzle from different sources of knowledge, so that we can better understand what they mean together (Malterud 2001a).

The interaction between healthcare professionals and patients on issues related to life and death, illness and health encompasses trust, security, fairness, dignity and openness. Responding to people’s symptoms, grief, pain and fatigue requires knowledge of the uniquely human (Malterud 2001b, Malterud, Guassora, et al. 2015, Braun & Clarke 2019). Humanity and compassion are central aspects of the ontological landscape that we explore (Eriksson & Martinsen 2012). Seeing the other’s face clearly in front of you is as important in medical and health research as it is in clinical practice (Lévinas & Hand 1989).

We develop knowledge at the intersection of perception, interpretation and action. The human factor is of great importance in data collation and analysis, and also later in the project when insights are to be shared with others (Latour & Woolgar 1986). This is particularly true for the exploration of people’s experiences and perceptions 9from their own lives. Together we create the reality we live in, and together we develop words and concepts that convey our understanding of what we want to investigate. As a researcher, I am a participant in the field and influence my empirical data in different ways, whether data are developed from conversations that become transcripts, or from activities that become field notes.

Without a view of knowledge that explicitly embraces the (co-)human and subjective, medicine and health sciences will support the instrumentalist error (Malterud 2001b, Skjervheim 2002). Medical knowledge is supposed to contribute to both meeting patients and their illnesses in the best possible way, and to advance new ways of understanding illness and health (Malterud & Kamps 2021). Therefore, the research knowledge or evidence on which the health service is based must encompass more than biomedical and technical rationality. The practice of medicine and healthcare requires knowledge where metrics are not the only thing that counts. The ultimate question is what role subjectivity and humanity should play in the development of medical knowledge, and how humanism can have a more prominent place in medical research and practice. Qualitative research methods are well suited for this purpose.10






11
Chapter 2 Unpacking assumptions underpinning qualitative methods
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You do not need extensive in-depth philosophy studies to use qualitative research methods. Nor does anyone using statistical methods need to master the mathematical foundations, provided that the methodological assumptions are sufficiently clear. However, researchers with a biomedical background who want to use qualitative methods need to familiarise themselves with elementary knowledge of the philosophical foundations and preconditions for the how-to-do procedures. Without such a backdrop, it is difficult to grasp the meaning and implications of subjectivity and interpretation, as well as the crucial differences between qualitative and quantitative methods. Here, I present some key assumptions and concepts, along with a brief overview of the philosophical roots of qualitative research methods.


A gap between two cultures?

Chemist Charles P. Snow (1905–1980) coined the term the two cultures, referring to the gap between the natural sciences and the humanities in academia (1959). Despite the differences between the academic subject areas, medical knowing has substantial scientific roots in humanism, for example with medical symptom experiences and problem-solving (Gatens-Robinson 1986, Leder 1990).

The interdisciplinary field of medical humanities encompasses medical ethics and philosophy, the doctor–patient relationship, narrative medicine and the use of art and literature in medical education and practice, in some cases with ambitions to challenge and expand understandings of the medical profession (Viney, Callard, et al. 2015). In this book, I will present qualitative research methods as a contribution to humanistic medicine through influencing and expanding medical knowledge and practice.



Scientific paradigms

The philosopher of science Thomas S. Kuhn (1922–1996) writes about how scientific understanding proceeds in leaps and bounds when an unspoken agreement on basic 12assumptions—paradigms—is challenged or proves inadequate (1962). Academic general practitioner Ian McWhinney (1926–2012) presents examples from medical theory and practice in which the premises of biomedicine fall short in understanding key issues such as medically unexplained symptoms, the mind-body relationship and the placebo effect (1984). Such disturbing elements, which Kuhn calls anomalies, contribute to the development of new paradigms that replace or supplement the prevailing “truths”.

In everyday speech, opinions, attitudes and ideologies are sometimes referred to as paradigms and paradigm shifts, for example in connection with user participation or shared decision-making. In such contexts, the meaning differs from that of scientific paradigms, which refer to fundamental assumptions about the world and knowledge of it that are largely taken for granted. In medicine and health sciences, the positivist paradigm has had (and still has) a profound impact. Positivism represents a fundamental understanding that the world consists of phenomena that can be observed, measured and summarised as objective facts with realism as the yardstick, as assumed and approached by quantitative research methods (Crotty 2003). Research within this paradigm applies deductive logic, where conclusions are drawn from the general to the unique. Many researchers in medicine and healthcare are trained to believe that this is the only valid path to scientific knowledge (Loder, Groves, et al. 2016).

The interpretive paradigm (interpretivism) draws on a different set of assumptions than positivism. Here, subjectivity is placed at the centre in a binding manner. Interpretivism is nothing new—such a way of thinking has long traditions as a basis for knowledge in Western science, especially in the humanities (Crotty 2003, Braun & Clarke 2022, Thorne 2025). Skjervheim (see Chapter 1) was a key thinker when the critique of positivism was formulated in Norway in the 1960s. In the interpretive paradigm, subjectivity is recognised, practised and investigated with the researcher as a central and contributing tool, based on an understanding that the world can be perceived in different versions depending on one’s point of view. The interpretive paradigm represents an inductive logic, where conclusions are drawn from the individual to the general (Pope & Mays 2020). Qualitative research methods belong in this paradigm.

As Snow declared, these paradigms give rise to significant contradictions in how knowledge, truth and scientific thinking are understood. Ontology and epistemology are central premises for the scientific paradigms, not least when it comes to subjectivity and objectivity (see Chapter 1) (Pope & Mays 2020). Within the positivist paradigm, the world is understood as unambiguous facts—a stable ontology with structural objects that can be standardised and categorised. This makes objectivity and generalisability relevant and key concepts in biomedical research. Seen from an interpretive perspective, a fluid ontology frames the world as taking form through shifting human, social and cultural processes, where values, meanings and experiences remain open rather than fixed. Thus, subjectivity, interpretation and diversity become central concepts for qualitative research methods.

As a result, there are substantial differences in how the research methods are operationalised, for example when it comes to the analysis of numbers or text, respectively, when it comes to sampling and transferability, and not least regarding the researcher’s role in the research process (see Chapter 5). Both paradigms are useful and necessary platforms for knowledge development in medicine and health sciences. But neither of them is the best—it depends on what is to be investigated and what perspective we 13apply to what we want to investigate. Therefore, we need a sufficient understanding of the philosophy of science to understand, select, implement and justify our methodological choices (Chamberlain 2000, Carter & Little 2007)

Kvale illustrates this by describing two diametrically different researcher roles, where the researcher is either a gold miner or a tourist (Kvale 1996). The gold miner represents the positivist paradigm and views knowledge as valuable metal that is buried and can be discovered and uncovered by the researcher, untouched by human hands. Quantitative methods are the gold miner’s tools for uncovering facts. The tourist, on the other hand, represents the interpretive paradigm and views knowledge as narratives developed while travelling through interaction and reflection that can provide new understanding when shared upon return. Qualitative methods are the tourist’s indispensable strategies for interpreting and understanding different versions of reality, while quantitative research methods have several methodological measures to minimise human impact in the field of study.



Philosophical and ideological roots

In the hermeneutic tradition, understanding is grounded in the interpretation of meaning in human expressions. Texts from the Greek philosophers Aristotle and Plato formed the basis for what later became the methodical reading of biblical texts—exegesis. Over the years, hermeneutical understanding has formed the basis for research and practice in theology, law and history. Since the 18th century, this has been formalised by philosophers such as Friedrich Schleiermacher (1768–1834), Wilhelm Dilthey (1833–1911), Hans-Georg Gadamer (1859–1938) and Paul Ricoeur (1913–2005) (Gadamer 2004, Alvesson & Sköldberg 2018). In the interpretation of texts, hermeneutics emphasises the relationship between parts and the whole (the hermeneutic circle) and the importance of context and self-reflection. The hermeneutic understanding is an older tradition of understanding than the natural sciences on which contemporary biomedical science is based. Hence, we should not forget that Hippocratic medicine was originally a hermeneutic discipline (Gatens-Robinson 1986).

Phenomenology concerns understanding and knowing people’s subjective experiences and consciousness. From the 19th century, this field was developed by philosophers such as Edmund Husserl (1859–1938), Martin Heidegger (1889–1976), Alfred Schütz (1899–1959) and Maurice Merleau-Ponty (1908–1961) (Merleau-Ponty 1962, Kohak 1978, Alvesson & Sköldberg 2018). A phenomenological prerequisite for understanding is to bracket previous knowledge to direct critical attention to the current subjective experience with a first-person perspective on the individual’s life world. The essence of a phenomenon is described as accurately and carefully as possible, including relationships to other phenomena. Perception and bodily experiences have a particular place in phenomenology, which has become especially topical in physiotherapy science. Given nursing’s longstanding orientation toward practice at the level of individual, lived experience, phenomenological approaches—marked by close engagement between researcher and participant—have appeared consistent with the discipline’s moral commitment to recognising each patient as a unique and worthy person (Thorne 2025).

Social constructionism emerged in the 20th century and became a precursor to postmodernism (Lock & Strong 2010). From a social constructionist perspective, social 14phenomena are constituted through human interaction, privileging the relative and contextual rather than the absolute and universal. Text and dialogue create meaning, concepts and understanding, and diversity in subjectivities takes on greater impact than objective facts (Berger & Luckmann 1967, Lock & Strong 2010). Culture, society, narratives and symbols for understanding and knowledge are emphasised (Smith 2010, Alvesson & Sköldberg 2018).

For applied practice-based disciplines where professionals encounter individuals in different life situations with varying meaning content, these philosophical directions from other disciplines can offer access to new and valuable knowledge. In this book, social constructionism is my point of departure for several methodological considerations and recommendations and is therefore given a separate (still brief) section below.

The philosophical and ideological perspectives discussed here have matured as extensions of each other. There are many important differences between them, but together they have provided substantial theoretical assumptions for the interpretive paradigm and the qualitative research methods for exploring and knowing human subjectivity. All the qualitative methods contain elements of textual interpretation, movement between part and whole, and understanding human experience in light of their life conditions (see Chapter 1). Hence, none of these philosophical approaches “owns” such characteristics more than the others. It is also important to remember that research methodology is not the same as philosophy, although there are definitely links between them.

It is therefore misleading to refer to qualitative research methods as hermeneutics, phenomenology or hermeneutic-phenomenological without this being clearly and explicitly philosophically rooted. If you use these terms, your reader will expect a more specific explanation than that you want to use qualitative research methods. If this is not the case, it is better not to use the terms. However, some authors provide justification for such anchoring, while at the same time explaining the methodological approach that follows from this (Ricoeur 1976, Giorgi 1985, van Manen 2023). If you refer to these, you must also familiarise yourself with and respect the assumptions and procedures specified by the authors.



Social constructionism as a basis for cognition

Inspired by the phenomenologist Alfred Schütz (1899–1859), Berger and Luckmann coined the concept of the social construction of reality (Berger & Luckmann 1967). The authors question cognition based on rationality and objectivity, pointing instead to processes of knowing that embrace ideology, interests, institutions and power.

There are many variants of social constructionism. A common feature is to regard reality as socially created, contextual and changing over time. This means that research into this world must also take account of social, cultural and historical influences challenging realism, facts, truth or essences. The hypothetical-deductive model is challenged, not least since many different versions of the same reality may be valid at the same time, depending on people’s experiences, consciousness and perspectives. Social constructivism is a related concept often used within mathematics and developmental psychology (Alvesson & Sköldberg 2018).

15Social constructionism has been criticised for relativism—an understanding that everything is fluid and that there are no underlying structures (Smith 2010, Alvesson & Sandberg 2024). This version, known as extreme or strong social constructionism, may seem alien to healthcare workers who are familiar with biological and anatomical matters that most people will agree on. A version that is better suited to qualitative methods in medical and health research is therefore moderate or weak social constructionism (Smith 2010, Elder-Vass 2012). Here, knowledge is perceived as concrete, situated and rooted in human practice, while at the same time with room for realism, recognising and incorporating conditions that do not always need to be renegotiated or redefined (Alvesson & Sandberg 2024). Smith believes that strong social constructionism is more extreme than Berger & Luckmann’s original conceptualisation (Smith 2010). He argues in favour of the moderate variant as the normal variant, better suited to social science and humanities research. As a basis for new and valuable knowledge developed with relevant and robust methods, this also makes sense for medicine and health sciences.16
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Chapter 3 Scientific rigour with a human face
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Qualitative research methods are one of several routes to scientific knowing and evidence. Despite the growing recognition of methodological diversity in medical and health research, there remains a reluctance to acknowledge subjectivity as a foundation for knowledge meeting scientific standards. Many believe that only experimental designs, randomised controlled trials and registry-based studies with sophisticated statistical calculations can lead to scientific knowledge for healthcare. This book begins with the idea that no research method inherently ensures or rules out scientific rigour. It is the way knowledge is understood, developed and shared that determines whether it meets scientific standards. We will take a closer look at conditions for scientific rigour that apply to all kinds of medical and health research, not just qualitative studies.


Scientific knowledge and other kinds of knowing

There are many forms of knowing and knowledge. Scientific knowledge (evidence) is just one of these. Everyday knowledge that makes it possible to find your way from home to work every day, to obtain and prepare food and to live together with other people is more important to most people than scientific knowledge. Scientific knowledge is not a particularly precious form of knowledge, or something that is more genuine than anything else. It can be at least as true and important if I say that I have turned off the hob as if I say that the p-value for the difference between a and b is less than 0.05. As researchers, we therefore need to understand what delimits and characterises scientific knowledge or evidence.

When I buy jam, I assume that the manufacturer guarantees that the contents correspond to the product declaration on the label. Similarly, when knowledge claims to originate from a scientific study, we should be able to assume that its content corresponds to what is declared as constitutive of scientific knowledge. If, as a researcher, I make statements about how general practitioners relate to patients with subjective health problems asking for sick leave, I need more than my own experiential knowledge 18(Nilsen, Malterud, et al. 2015). If, as a researcher, I claim that gynaecological examinations are perceived as difficult by many women, the basis for this should be different from discussions with my closest friends (Larsen, Oldeide, et al. 1997). My reader should be able to rely on the fact that this is knowledge developed in accordance with certain basic requirements that scientific culture recognises and acknowledges. This is what distinguishes research knowledge from free imagination or random opinions and accounts.

There is nothing wrong with random opinions or accounts—that is how most people talk to each other on a daily basis. When I share my clinical experiences with a colleague, I must also be allowed to say what comes to my mind or emphasise what I myself am most concerned about. But when the researcher presents their results, we have specific anticipations of how these have been developed. Nevertheless, the criteria for this declaration of contents often come implicit in the form of inarticulated principles and rules rooted in paradigms (see Chapter 2) (Kuhn 1962), where we take for granted that everyone agrees on what is meant by scientific knowledge. This is particularly true within the biomedical culture, which has paid little attention to epistemological and philosophical issues.

Standards of scientific rigour are not universal constants, but implicit norms moulded within specific social and cultural contexts and their historical conditions. Science is understood differently today than people did 300 years ago. In many ways, medical and health researchers think otherwise about scientific rigour than humanists or social scientists (Thorne 2025). Social constructionist and postmodern perspectives raise fundamental challenges to our understanding of knowing and knowledge in general (Berger & Luckmann 1967, Foucault 1970, Lock & Strong 2010). Nevertheless, there is a substantial agreement of common metaunderstanding across paradigms and academic cultures about what is required from knowledge-seeking processes for the result to be acknowledged as scientific knowledge and evidence.

Research is the practice of developing, systematising and abstracting scientific knowledge. The results must stand up to scrutiny based on observations, reasoning and arguments. Scientific knowledge is somehow accountable and open to scrutiny. However, procedures for assessing transparency vary according to the aim and type of the research methods. For example, while a purposive sample (see Chapter 7) may be relevant in a qualitative study, a representative sample is usually necessary in an epidemiological study.

A brief definition of research, likely acceptable across different methodological strategies, entails a systematic and reflexive process in which the development of knowledge is open for scrutiny and can be shared, with the ambition of transferability of the results beyond the context in which the individual study was conducted (Malterud 2001b).



Systematic critical reflection

Scientific knowledge should be the result of systematic, critical reflection, as opposed to random impressions and self-affirming assertions. If I, as a researcher, am to investigate a phenomenon, the data, interpretations, results and conclusions need to be part of a larger context that I have related to and taken a position on.

Knowledge is power and should be shared with others. Scientific knowledge is currency that can be compared to deposits into a shared pool of professional expertise—not 19just a private experience that I have made in my practice. Abstraction and transferability (see Chapters 7 and 20) are therefore important ambitions for the researcher, so that the results can in some way be original, shared and utilised as an understanding that others can benefit from in contexts beyond the one in which I conducted my project. When knowledge is shared, others can also interject with critical reflection, preferably from angles different from the researcher’s (Malterud 1993, 2001b).

In this way, we can learn more about the scope and limits of knowing and realise that the process and the questions may be just as important as the answers. Different ways of understanding can create opportunities for knowing in different colours and shades that together provide a broad picture of what we want to explore. We can also use scientific methods to highlight the contradictions, paradoxes and complexities that characterise human life and health. Knowledge about knowledge—philosophy of science, history of ideas and epistemology—encourages humility, reflection and new questions and can inoculate against the notion that evidence is the same as eternal truth. Incidentally, it is rare for medical research to generate knowledge of unlimited validity.

With qualitative methods, scientific rigour cannot be checked with simple procedures or calculations (see Chapter 24). Rather, it involves an attitude of systematic, reflexive processing leading to knowledge (Hamberg, Johansson, et al. 1994, Pope & Mays 2020). Therefore, the researcher’s most important tool in the service of accountability and trustworthiness is to make the reader an informed companion, given insight into the conditions under which the knowing takes place (Malterud 1993, 2001b, Stige, Malterud, et al. 2009). This is called intersubjectivity or transparency.

In this book, I summarise my version of the basic conditions for scientific knowledge in three points, namely reflexivity, relevance and validity, with the former as an overall heading. Reflexivity entails the researcher’s assumptions and interpretive framework. Relevance is about the utility of the knowledge. Validity concerns the soundness of what the researcher has come to understand, and the scope within which that understanding holds.

Similar meta-criteria appear in all scientific paradigms and activities, regardless of qualitative or quantitative method (Malterud 2001b). But how these premises are put into practice in the form of procedures and practices is determined by epistemological assumptions, such as data consisting of text or numbers, or exploring people or things. This is why validity takes on different forms in different research traditions. Nevertheless, overarching meta-criteria can help us ask questions about the scope, limitation and meaning of knowledge and provide us with tools to assess whether and in what sense it is scientific knowledge. In the sections that follow, I will elaborate on and concretise these concepts.



Reflexivity

In the process and outcome, the researcher must demonstrate reflexivity as a willingness and capacity to question their own procedures and conclusions as doubt and questions (Stige, Malterud, et al. 2009, Alvesson & Sköldberg 2018, Braun & Clarke 2019, 2022, 2024b). If I think I know in advance that the GP always gives sick leave to patients who want it, there is no point in wasting time on research—I can just say that this is the case. Call into the forest and the echo will answer in kind. The researcher is a human being with motives, inner images and perceptions. For the research process 20to produce something else than I know in advance, believe or have taken for granted, I need an open mind with room for doubt, considerations and surprises.

The significance of the researcher’s role is an important part of this (see Chapter 5) (Haraway 1991, Alvesson & Sköldberg 2018). Therefore, the researcher needs to clarify his or her preconceptions and hypotheses and share access to these with the reader (Malterud 1993). It is equally important to consider the social and cultural context of the study aim and the project and consider the consequences of this. This permits the reader to understand how the researcher arrived at a particular result, even though the reader might have chosen a different interpretation based on his or her starting point that would have led to a somewhat different result.

Reflexivity is an active attitude—a position that the researcher must learn, seek out, practice and maintain. The researcher cannot take the state of affairs for granted or wait for surprises to arrive but must seek out confrontations with their own ideas and positions. The proficient researcher creates positions that challenge field knowledge, preconceptions and stereotypes previously held. As a researcher, I must be prepared for the possibility of having to reject results and conclusions that I thought were in place.

The philosopher of science Karl Popper (1902–1994) claimed that a hypothesis can never be verified; it can only be disproved or falsified. A classic example (The Black Swan) concerns the question of how many swans we need to see to conclude that all swans are white. No matter how many white swans we see, we cannot say that all swans are white. But once we have seen a black swan, we can reject the hypothesis that all swans are white with a high level of certainty. In the same way, our research results must be able to survive systematic attempts at falsification, by us and others asking fundamentally critical questions about what we see and about our methods.

Most of us have blind spots where we do not always realise that we are following tracks we have laid out ourselves. The confirmation trap, where we forget to consider alternative interpretations when we get a good idea, is a serious pitfall for the researcher. That’s why it is indispensable to include active questioning in all phases along the way, as a systematic part of the work we do. This approach is supported by metapositions—points of view in the research process that enable us to look at what we are doing from the side with a fresh perspective (Stensland 2003, Guassora, Reventlow, et al. 2022) (more on this in Chapter 16). Reflexivity cannot be claimed. The article that will ultimately describe what we have done and arrived at can demonstrate reflexivity in that the researcher recognises their tracks and examines the specific significance of these in the process of knowing.

At the same time, there are reasonable limits to scepticism. A falsificationist attitude does not mean that we should simply try to disprove what we have arrived at. Ultimately, we must be encouraged to argue that the results are sufficiently appropriate answers to the questions we have asked. Because a case always has several sides, where an observation usually has multiple valid interpretations, I must decide why I consider my own conclusion to be the strongest and most relevant alternative. The researcher should be able to show the reader which competing versions have been considered.

Inflated proximity to the material may obstruct reflexivity. As researchers, we sometimes identify so strongly with a particular interpretation that we are unable to see alternatives. When researchers who are themselves clinicians study GPs’ strategies in challenging situations, this can, on the one hand, make the interviews targeted and 21relevant, but also, on the other hand, lead to a lack of a critical view of the data (Aase, Nordrehaug, et al. 2008, Nilsen, Malterud, et al. 2015, Thaulow, Eide, et al. 2023). This applies regardless of whether a qualitative or quantitative method.

Therefore, I must always ask myself what establishes my seeing and knowing—what is my vantage point for observations and interpretations, what glasses am I wearing when I read my data, what is the impact of my cultural and theoretical tradition on the questions I have asked? Do I have any strong opinions in this field? Only when we have asked such questions and acknowledged our positions can we assess more specifically how this has influenced the development of knowledge, and reflect on alternative paths to knowledge that, from this standpoint, we did not choose to follow.

Some call this bias. In certain forms of experimental design, it may be necessary, realistic and relevant to work to eliminate bias. In most other forms of medical research, bias is impossible to eliminate and may even represent a resource in the research process if the researcher’s point of view and field knowledge offer special conditions for insight and understanding. In qualitative research, aiming to eliminate bias is epistemologically inconsistent (the small q, see Chapter 4) since it excludes the researcher from active participation in the process (Varpio, O’Brien, et al. 2021).

At the same time, it can still be a goal to reduce unintentional or undesirable tilts and declinations in the development of knowledge, such as allowing preconceptions to dominate at the expense of empirical data. Reflexivity then becomes a key tool, by highlighting the researcher’s position and reminding us that multiple interpretive perspectives are available (Haraway 1991). It is only when we believe that we have eliminated our own influence on the development of knowledge that bias really threatens the opportunities for critical reflection.

The demands for doubt, reflection, falsification and recognition of one’s point of view are part of what is often called objectivity. However, as the term is used today within biomedical research culture, it has acquired a much more restricted meaning. Impersonal distance and technical logic emerge as an ideal, in a manner comparable to Skjervheim’s understanding of objectification. (see Chapter 1) (Skjervheim 2002). Technical rationality will then reject the positive impact of the researcher’s involvement in the development of knowledge.

The norm of objectivity from the positivist paradigm has also contributed to a devaluation of subjectivity as relevant to the development of knowledge. As a result, objectivity is an inadequate basic criterion for scientific knowledge in general, and for qualitative studies in medicine and health sciences in particular. In this book, reflexivity is an overarching prerequisite for scientific knowledge. Systematic considerations of relevance and validity are tools for managing reflexivity (Malterud 2001b). Robust and relevant strategies for knowing are methodological ideals we recurrently will return to throughout this book.



Relevance

Even if the research process has followed all applicable rules, it is not a foregone conclusion that the outcome will constitute scientific knowledge. In addition to technically correct methodological conduct, scientific knowledge must have relevance as knowledge with some form of utility. As researchers, we want others to learn from what we have 22done and for it to lead to development and change. This also relates to the transferability of knowledge. The relevance requirement is particularly relevant for research in applied practice-oriented disciplines such as medicine and health sciences (Patton 2015, Thorne 2025). I must consider what role this particular contribution can play in the large pool of shared scientific knowledge—where and how it can make a difference. Then we will see if others can use our insights for something new and valuable—another utility ideal for qualitative studies that you will encounter in various places throughout this book.

When the police officer reads the figures on the radar meter, the requirements for accuracy and validity must be satisfactorily met. They assume that the radar meter provides an accurate measurement of the speed of the car that has just passed but also knows that figures measured in a bend may have greater uncertainty than measurements from a straight stretch of road. The police officer does not accept the first number that comes along on the screen—they know that it is easy to confuse 5s and 6s and therefore have a reasonable doubt built into their professional attitude. If the radar meter is known to have good stability from several tests, and the police officer has new glasses, the measurements become highly reliable.

These numbers belong in a context where it is clear-cut what they mean and what they can be used for. Nevertheless, we do not consider the collection of this type of data to be research. Nor would we give a high relevance score to qualitative studies that merely answer questions that have previously been satisfactorily answered countless times. Knowledge about how GPs talk to patients about possible alcohol problems carries more weight when it can inspire change than if it is about something everyone already knows (Lid & Malterud 2012).

What is then the difference between scientific evidence and knowing derived from routine data collection? Medical and healthcare research is rarely truly original, in the sense that the questions, methods and answers have never been put on the agenda before. Truly groundbreaking breakthroughs are few and far between. Nevertheless, we expect scientific knowledge to add something new to what is already known. We may disagree about the impact of this novelty, or how strict the requirements for originality should be in scientific endeavours. For qualitative studies, the aim is not to repeat or confirm previous research, but on the contrary to see something new and fresh—to utilise subjectivity to focus on the unique for the benefit of emergence and abstraction (see Chapter 1), thereby unfolding something we did not know before.

The criterion of relevance can equally be applied to the project’s study aim as its results. A new question can give rise to original knowledge development. Originality and relevance may also include methodological strategy. Developing a new way of knowing about a well-known topic can provide nuances and facets that change our understanding of an old problem (Malterud 1990). Relevant theoretical perspectives can also help to unwrap fresh insights, both in research and practice (Malterud 2016, Guassora, Reventlow, et al. 2022, Malterud, Reventlow, et al. 2024).

When a scientific article is rejected, it is usually because the text does not convincingly present knowledge considered new and valuable. Therefore, a thorough literature search, critical reading and careful assessment and prioritisation of what this study adds are important tools. Remember that common search terms do not always cover what you are looking for. A simple search on PubMed or in the Cochrane databases is rarely sufficient to provide a comprehensive overview, especially when it comes to qualitative studies.
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Validity

No knowledge is universally valid in the sense that it applies in all circumstances for every purpose. Therefore, generalisability is a problematic concept, regardless of the ideals of transferability (Sandelowski 1996, Malterud 2001b, Varpio, O’Brien, et al. 2021). The researcher must assess the validity of what the interpretations indicate, as well as their transferability. (Kvale 1996). We can rarely answer yes or no to the question of whether what we have found is true. Such an ideal belongs in research within the positivist paradigm, with matters within a stable ontology (see Chapter 2). It is more important to consider what the interpretations and conclusions are “true” about—what the method and material allow us to say, and what scope and transferability the results have—to assess the soundness of what we have come to understand and the scope of that understanding.

The domain and context in which the knowing is conducted will always determine the reach of the knowledge in time, space and culture (Haraway 1991). Even though we are mapping the typical symptoms of heart attacks in men, these are not necessarily the most typical symptoms of heart attacks in women. GPs in Spain may have different strategies for negotiating sick leave than those found in a study of Norwegian doctors (Nilsen, Malterud, et al. 2015).

The first question about validity is therefore what it is “true” about (internal validity) (Kvale 1996).
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