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Key Points

· The method of data extraction should be informed by the purpose of the review

· Extraction templates and approaches should be determined by the needs of the specific review 

· Extraction of qualitative evidence is typically an iterative process. Review authors may move between reading primary papers, data extraction and synthesis / interpretation in several cycles, as key themes and questions emerge from the synthesis
Introduction

The purpose of this chapter is to outline ways in which evidence from reports of primary qualitative research studies might be extracted to inform, enhance, extend and supplement Cochrane reviews. 

This chapter aims to enable review authors to consider:

1. The context and purpose for which data are to be extracted
2. Methodological issues when deciding on an approach to extracting qualitative data
3. Some of the approaches available for the extraction of qualitative evidence.
Extracting qualitative evidence: concepts and issues
Data extraction appears, at first glance, to be a relatively straightforward component of a systematic review. In practice, the approach used may have a significant impact on the review findings through shaping the range of data feeding into the synthesis. 

In most systematic reviews of quantitative studies data extraction is a relatively linear process. Key items for data extraction are specified in advance in a data extraction template, based on the participants, interventions, comparisons and outcomes of interest. This template is then applied to each included study. In reviews of qualitative studies, data extraction is typically a more iterative process. Review authors may move between reading primary papers, data extraction and synthesis / interpretation in several cycles as key themes and questions emerge from the synthesis. These themes then need to be cross-checked against the primary papers. Data extraction in qualitative synthesis shares with primary qualitative research the importance of immersing oneself in the data. 

The focus and range of data extraction should be informed by the purpose of the review. A scoping or mapping (informing) review may require a different template to a review of process evaluation/implementation studies (enhancing) or a qualitative evidence synthesis to address questions of effectiveness  (extending) or questions other than effectiveness (supplementing) . 

Several different approaches to extraction have been used in the qualitative synthesis literature (e.g. Munro et al. 2008; Briggs and Fleming 2007; Greenhalgh et al. 2007; Noyes & Popay 2007). Some of these are discussed below.

What counts as qualitative evidence?

Qualitative findings in study reports may be presented in a number of forms, including text, tables, mapping and diagrammatic representations of theory. Review authors may want to draw on all of these forms of qualitative data in their synthesis. Before starting a review, authors need clear agreement on what constitutes qualitative methods and evidence. This will enable them to identify and select eligible studies for their review. A shared definition can also be used to distinguish qualitative evidence and quantitative evidence in mixed method papers. 
There are a range of views regarding what might be defined as qualitative evidence (see Box 1). The definition used has implications for both inclusion decisions (see chapter 3 for further discussion of inclusion decisions) and data extraction. Two principal approaches have been used to decide what counts as qualitative evidence for the purposes of extraction. In the first approach, data (or themes) are extracted from a primary study only if they are illustrated by a direct quotation from a respondent (Briggs & Flemming 2007, JBI 2008). Having a direct quotation increases the face validity of the data or themes reported. However, constraints such as journal article length and style may preclude the inclusion of data extracts for all themes in published papers. Important themes may therefore be lost in this process.
In the second approach, all themes or other qualitative data identified in the primary studies and relevant to the review question are extracted, regardless of whether or not they are illustrated directly by a direct quotation. This approach allows data extraction to be more inclusive. However it also makes it more difficult to judge the validity of the themes presented, including how these have emerged from the data. Review authors need to consider which approach will best facilitate the synthesis that they are undertaking.

	Box 1: Examples from published syntheses of definitions of qualitative evidence 

	· Any study that utilized both qualitative data collection and analysis methods (Munro et al. 2007, Noyes & Popay 2007)
· Studies in which qualitative methods were used to describe people’s experiences (Briggs & Flemming 2007)
· Any study reporting empirical, non-numerical data (Marston & King 2006)
· “Papers had to report results of qualitative (i.e., textbased and interpretive) analysis based on qualitative methods of data collection.” (Smith et al. 2005, p826)
· “Qualitative methods were used to describe people’s experience of living with a leg ulcer e.g. phenomenological studies; grounded theory; descriptive; focus groups or interview studies.” (Briggs and Flemming 2007, p320)


Approaches to extracting qualitative data

Several different approaches to extracting qualitative data from included studies are discussed below.
1. Inclusive or selective extraction of qualitative findings
In inclusive approaches to data extraction all eligible data are included to avoid omitting findings of potential value to the synthesis. Meta-ethnography, for example, takes this approach, extracting all relevant data presented in a paper, including author interpretations (Noblit & Hare 1988). For example, the full text of each included primary study can be scanned, uploaded into a qualitative analysis software package and treated as a primary textual data source for analysis. Thomas and Harden (2008) describe this process in relation to a review on healthy eating in children:

“In our example review, while it was relatively easy to identify 'data' in the studies – usually in the form of quotations from the children themselves – it was often difficult to identify key concepts or succinct summaries of findings, especially for studies that had undertaken relatively simple analyses and had not gone much further than describing and summarising what the children had said. To resolve this problem we took study findings to be all of the text labelled as 'results' or 'findings' in study reports – though we also found 'findings' in the abstracts which were not always reported in the same way in the text. Study reports ranged in size from a few pages to full final project reports. We entered all the results of the studies verbatim into QSR's NVivo software for qualitative data analysis.”

While this approach is more comprehensive, it is also more resource intensive. However, the use of a more inclusive approach may have advantages with regard to undertaking further syntheses. For example, the approach used by the EPPI Centre seeks to extract data from all included studies using a universal template. This data is subsequently stored in a database for use in subsequent syntheses (Harden et al. 2004). Harden et al. (2004) attest to the value of using a data extraction tool in helping to ‘‘deconstruct’’ each study and then being able to ‘‘reconstruct’’ the studies in a standardized format, using ‘‘evidence’’ tables and structured summaries, to facilitate comparison between them.
In more selective approaches to extraction only particular types of data are extracted, for example data meeting pre-specified quality standards; data that are supported by direct extracts from interviews or observations; or data related to a specific issue or question. For example, reviews using the meta-aggregation approach extract only the findings substantiated by direct data extracts or quotations (Pearson 2004). This approach may be useful where very large volumes of data or studies have been included in the review. However, more selective approaches to data extraction may be difficult to explain or justify during write-up of the review findings. Furthermore, selective approaches may result in the under-representation of findings from papers, or sections of papers, in which the authors did not illustrate their findings with direct quotations from interviews or other primary sources (Briggs and Fleming 2007).
The choice between these two approaches is largely methodological, based on the review authors’ understandings of what constitutes qualitative evidence and of how to ensure quality. It may also be influenced by the degree of transparency or “auditability” of findings required by those commissioning the review.
2. Extracting only a limited core set of items or extracting a wider set of items 

The approach to data extraction will be influenced by the purpose of the review. This is highlighted by the contrast between the forms of data extraction used for mapping reviews or knowledge maps and those used for in-depth syntheses. By ‘mapping reviews’ we mean reviews that attempt to systematically identify and describe studies addressing a particular question, rather than attempting to extract and synthesise the findings of these studies. For example, mapping could be used to describe systematically the available qualitative studies on parents’ views of childhood vaccination. Mapping reviews can inform Cochrane reviews by setting out the full range of research in a field; identifying gaps in evidence; and helping to define the question for the Cochrane review. For such reviews, it may be sufficient to code or extract only a limited core set of items from each study. This may include items such as research questions, study design, country and setting, respondent groups and, where relevant, intervention types and how these interventions were delivered (Woodman et al. 2008; Bates and Coren 2006). An assessment of the quality of the studies may not be undertaken. A recent systematic map used this approach to describe the existing literature on the extent and impact of parental mental health problems on families and the acceptability, accessibility and effectiveness of interventions (Bates and Coren 2006). 
For more in-depth syntheses to enhance, extend or supplement a Cochrane review, it may be necessary to extract a wider set of items. In addition to the core items listed above, these may include the data collection and analysis approaches used; how consent was obtained; the key themes emerging from the analysis; the authors’ interpretations of their data; and any explanatory models developed (for example, Marston & King 2006; Noyes & Popay 2007; Taylor et al. 2010). As noted above, this form of data extraction may take a more iterative approach and is also more resource intensive than extracting a very limited set of core items.

3. Using a theoretical framework to guide data extraction
The choice of data extraction framework needs to be made based on the approach to synthesis chosen for the review (see chapter 8). Some syntheses develop an interpretive or theoretical framework early on in the review process, based on an initial reading of the included studies. Alternatively, a theoretical or conceptual framework for the phenomenon or process may already be available in the literature. Such frameworks can, in turn, can be used to guide the data extraction process (Ritchie & Spencer 1994). In this approach, data on findings from each study are extracted into the categories or domains identified by the pre-specified framework. Additional domains may be added as data extraction continues and the framework is developed further (for examples, see Noyes and Popay 2007, which developed a thematic framework as the review progressed, and Lloyd Jones et al. 2005, which used the Framework Approach). A strength of this approach is that it helps to focus data extraction on findings relevant to the review question (Thomas and Harden 2008). It is also particularly useful for areas in which well accepted theoretical frameworks already exist. In form, it is congruent with approaches used in primary qualitative research, in which a coding frame developed through analysis of initial data is then applied to data collected subsequently. 

Potential disadvantages of this approach are that, unless it is applied in a flexible/developmental way, it may restrict the development of new models or the refinement of an existing model through establishing a synthesis framework very early in the review process, or neglecting qualitative data that do not fit into the chosen framework. 

Some review authors, rather than using a formal data extraction form for the study findings, use a more inductive, flexible approach in which the primary studies are read and re-read to establish familiarity with the findings. Relevant themes and concepts are noted down as this reading progresses and a model to explain the data is then developed later (Smith et al. 2005; Munro et al. 2007).  

Any of these approaches can be used to extract qualitative data from mixed method papers that include a qualitative component (also see below). Again, the approach used should be informed by the purpose of the synthesis as well as the nature of the available data. 
Whatever approach is chosen, review authors need to demonstrate a transparent and systematic process to selecting data for extraction. To facilitate this, most review teams develop a standard data extraction form or template for application to all included studies. The common features of such standardized forms are:

· A systematic approach: the same data extraction approach is applied across all studies but with flexibility for different study methodologies and designs (see below). 

· The inclusion of data covering the areas highlighted in Table 1.

Table 1: Common features of standardized data extraction forms

	Data extraction field
	Information extracted

	Context and participants
	Detailed information is extracted on the study setting, participants, the intervention delivered etc. This may aid later interpretation and synthesis by helping to retain the context in which the data are embedded. For example, it may be important to know whether a particular issue emerged from data collection with nurses or doctors or whether there was variation in views across settings, such as respondents interviewed in care homes and those interviewed at home. If context is lost during the synthesis process, the findings of the primary studies may be misinterpreted. To avoid this, referral back to the original papers may be used alongside extracted data during the analysis process.

	Study design and methods used
	This includes the methodological approach taken by the study; the specific data collection and analysis methods utilized; and any theoretical models used to interpret or contextualize the findings. The data extraction approach, and therefore the data extraction template, may need to be flexible so as to accommodate data collected within different qualitative methodologies (ethnography, phenomenology etc.) and using different methods (interview, focus groups, observations, document analysis etc.).

	Findings
	This covers the key themes or concepts identified in the primary studies. In extracting these findings, some review authors attempt to distinguish between first and second order interpretations
.

	Quality of the study
	Different approaches to appraising study quality have been used, as discussed in Chapter 6.


Additional Box 1 includes several examples of the items included in data extraction forms for qualitative syntheses. Templates designed by other review organizations may also be helpful. For example, see:

· the UK National Institute for Health and Clinical Excellence (NICE) universal template (NICE 2006; British Psychological Association & Gaskell 2007) – see Additional Box 1.4
· the guidance regarding intervention description included in the data extraction templates developed by the Cochrane Effective Practice and Organisation of Care (EPOC 2006) and Consumers and Communication Review Groups (Cochrane Consumers and Communication Review Group 2009),
Additional considerations

Review authors may choose to involve more than one reviewer in data extraction for each included study and then compare these extractions and resolve any differences through discussion and reference to the original studies. This may help to ensure consistency of data extraction and congruence between the data extracted and the material in the original study. Even where only one review author undertakes most of the data extraction for a synthesis, it may be useful for a second author to validate at least a sample of these data extractions.

Appraisal of the quality of included studies is an important component of the review process (see Chapter 6). Some argue that quality appraisal may be performed at the same time as the data extraction as part of the process of familiarizing oneself with the studies. Others suggest, however, that such assessments are best done separately (either before or after data extraction) as they require examining studies with a different lens. To some extent a decision on when to perform quality appraisal will depend on the tool that is being used. For example, if the tool is focused on technical markers of quality (e.g. the CASP  tool – CASP 2006), it may be straightforward to conduct the appraisal at the same time as data extraction. If the tool is focused on theoretical markers on quality (e.g. in Noyes & Popay 2007), it may be easier to conduct the appraisal separately as an understanding of the study as a whole is needed. Chapter 6 discusses quality appraisal in more detail.

Qualitative analysis software packages, such as Nvivo and Atlas, may facilitate data extraction and support subsequent analysis. Dixon-Woods and colleagues (2005) describe systematically identifying the participant demographics, methods of data collection, methods of data analysis and major findings of each paper and assembling these onto a matrix using Access software. However, such specialist software is not essential.

Choosing an appropriate method of data extraction

Table 2 reflects how the type of review (informing, enhancing, extending, supplementing), as well as the synthesis approach (aggregative, interpretive etc.), might influence the approach to data extraction. 
Table 2: Choosing the most appropriate approach to data extraction*
	Use of qualitative evidence 
	Informing reviews by using evidence from qualitative research to help define and refine the question, and to ensure the review includes appropriate studies and addresses important outcomes
	Enhancing reviews by synthesising evidence from qualitative research identified whilst looking for evidence of effectiveness from trials 
	Extending reviews by undertaking a search to specifically seek out evidence from qualitative studies to address questions directly related to the effectiveness review
	Supplementing reviews by synthesising qualitative evidence within a stand-alone, but complementary, qualitative review to address questions on aspects other than effectiveness+

	Examples of reviews
	- Bates and Coren 2006: parental mental health
- Rees et al. 2006: young people and physical activity
- Oliver et al. 2008: young people and mental health
	Reviews of process evaluations and implementation studies, e.g.:

-  Greenhalgh et al. 2007: school feeding interventions

- Roen et al. 2006: injury prevention
- Glenton et al. 2010: lay health worker interventions
	Reviews focusing on what works for whom and in what circumstances, e.g.: 
- Thomas et al. 2003: healthy eating in children 
	- Pound et al. 2005: treatment taking

- Noyes & Popay 2007: TB treatment adherence 
- Carlsen et al. 2007: attitudes to guidelines

	Type of synthesis
	Descriptive / mapping with limited synthesis
	Aggregative or Interpretative
	Interpretative
	Interpretative

	Data extraction approach used
	- Bates and Coren 2006: Each study was keyworded for generic issues such as study design, language, country, focus, population etc. and for topic specific issues such as intervention types, intervention sites and people providing the interventions.

- Rees et al. 2006 and Oliver et al. 2008: Data were extracted from each ‘view’ study on study aims, context, methods, sample and findings. Quality assessment criteria were also applied.
	- Roen et al. 2006: “individual members of the team reading and re-reading texts and identifying ways in which evidence of implementation processes could be identified.” (p1062)
- Glenton et al. 2010: “For those studies that were included, we extracted information regarding the objective of the qualitative study; the methods of data collection and analysis used; and the key themes and categories identified.”
	Thomas et al. 2003: reports of relevant studies were first classified broadly using keywording system. For the views studies, a standardised data extraction and quality assessment framework, piloted previously and combined with an additional framework developed for the review specifically, was used. These tools enabled reviewers to extract data on the methodological and substantive details of the studies.
	- Pound et al. 2005: data extraction not well described 
- Noyes & Popay 2007: “Our framework for data extraction consisted of two main

domains: information about the study focus and methods, and findings illuminating the factors that shape decision making about treatment for TB. Data extraction and synthesis was thematic – akin to the approach to analysis in much qualitative research.” (p231)

- Carlsen et al 2007: “The selected studies were read and reread. Key themes and categories were identified, much as they would be in primary qualitative research. Searching for themes continued until all the studies were accounted for and no new themes were discerned.” (p972)

	Key issues
	For scoping or mapping reviews, which often include a large number of studies, the number of items extracted for each study may need to be kept small so as to ensure that the review is manageable. Where the focus is on mapping the range of studies in an area, it may not be necessary to extract data on study findings.
Reviews are more likely to be descriptive or aggregative than interpretive, and so the extent of immersion in the data may be less.
	In this form of qualitative synthesis, both aggregative and interpretive approaches may be used. For the former, the extent of immersion in the data may be less.
Data extraction may be done concurrently for quantitative and qualitative data, particularly when the latter is embedded in RCT reports or other mixed method process evaluations.
	Reviews are more likely to be interpretive and require substantial immersion in the data.
	Reviews are more likely to be interpretive and require substantial immersion in the data.


* At present, there are few published Cochrane syntheses of qualitative studies but these will be added as they become available.
+ Reviews of qualitative studies to supplement Cochrane reviews of effects are not standard Cochrane policy at present.
Challenges within the data extraction process

Within a Cochrane context, several challenges arise commonly within the data extraction process. Firstly, it may be difficult to distinguish qualitative and quantitative data in mixed method papers because of inadequate description of methods and active (and often useful) attempts to integrate these data in both the results and discussion sections. Consequently, review authors may disagree on which data should be extracted for a synthesis of qualitative studies. 

A second challenge concerns distinguishing first from second order interpretations. Some methodologists suggest that it is important to distinguish, and extract separately, first and second order interpretations so that these can be considered separately in the synthesis (Britten et al. 2002).  For example, second order interpretations, which are usually more theorized, may make an important contribution to developing a conceptual framework for syntheses using the meta-ethnographic approach (Britten et al. 2002). However, the usefulness of this distinction between first and second order interpretations is questionable, given that all reported data are the product of author interpretation. Methodologists have also questioned the distinction between second and third order interpretations (Dixon-Woods et al. 2006), instead proposing that a synthesis produces new ‘synthetic constructs’ which are a consequence of the reshaping, or interpretation, of data from individual studies to create a new model or framework.
Another important challenge is how to distinguish first and second order interpretations from conjecture that is not rooted in data. Review authors need to consider how to ensure that the themes extracted from primary studies emerge from data and its analysis rather than from ‘armchair theorizing’ by researchers.

Another key consideration in the data extraction process is ensuring that the data extracted address the key questions of the stakeholders: Most reviews, but particularly those that have been commissioned, report to a range of stakeholders (consumers, health care providers, health care managers etc.), each of whom may have specific questions that they hope that the review will address. Once a decision is reached with stakeholders on the review objectives, the data extraction form needs to be developed to identify and include data that will address these objectives.

Finally, the data extraction process is very much dependent on reporting quality in published studies. Concerns have been expressed about the quality of reporting and interpretation (or lack of it) in published reports of qualitative studies (Sandelowski and Barroso 2002; Munro et al 2008; Harden et al. 2004). For example, a synthesis of studies of children’s views on healthy eating identified a number of weaknesses, including poor reporting of the study sample and data analysis methods; and insufficient use of strategies for enhancing the reliability of data collection and analysis, including ensuring that this analysis was grounded in the views of children (Thomas et al. 2004). Poor reporting quality may limit the contribution of data from individual studies to the overall synthesis and may also be difficult to distinguish from poor study quality. 
Conclusions

· It is important to choose a data extraction approach that is appropriate to the review question, the type of review (whether it is focused on informing, enhancing, extending or supplementing a Cochrane review) and the available evidence.

· Regardless of the data extraction approach used, the process needs to be systematic and transparent and needs to be described in detail in the final review document. This allows the reader to establish an ‘audit trail’ between the primary studies, data extraction and the synthesis findings. 

· The formal, technical process of data extraction is a necessary, but clearly not sufficient, element of a synthesis. It provides the substrate for the subsequent interpretive and creative element of giving meaning to the data.
· Close attention to the data extraction process will facilitate an initial understanding and description of the shared characteristics of the body of the evidence and will pave the way for the more analytic and interpretive process of synthesis to follow.  
Additional boxes

	Additional Box 1: Examples of items included in data extraction forms

	1.1: Standard data extraction form (Munro et al. 2007 )

	Country

Aims of study

Ethics – how ethical issues were addressed

Study setting

Theoretical background of study

Sampling approach

Participant characteristics

Data collection methods

Data analysis approach

Key themes identified in the study (1st order interpretations)

Data extracts related to the key themes 

Author explanations of the key themes (2nd order interpretations)

Recommendations made by authors

Assessment of study quality


	1.2: Data extraction form based on a theoretical framework (Noyes & Popay 2007) 

	Study focus and methods: 

Aim

Research Questions

Data collection methods 

Sample characteristics 

Context and setting

Approaches to data analysis and interpretation
Factors shaping individual decision making in relation to TB diagnosis and treatment: 

Social action, persistence and creativity

Material circumstances and resources

Lay and professional knowledge systems about the causes and consequences of TB and its treatment

Public discourse around TB and social stigma attaching to it

Sanctions and incentives in relation to diagnosis and treatment

Social relationship of care and professional attitudes and behaviour

System/Service organisation and delivery and the inverse care law


	1.3: Data extraction form based on the Framework Approach (Lloyd Jones et al. 2005)

	Major construct/theory investigated (if applicable):

Research method:

· There is a stated or implied method  Yes / No

· If yes, that method is: 

· If yes, that method fits the research purpose  Yes / No

· If yes, that method is accurately rendered  Yes / No

· The use of method-linked techniques for other than method-linked purposes is explained (e.g. the use of theoretical sampling in a descriptive study)  Yes / No / Not applicable

Nature of sample:

General description of research approach:

Major findings:

Research design:

a) Problem statement: 

· There is a discernible problem which led to the study (whether explicitly stated or implicit in the research purpose and/or literature review)  Yes / No

If yes, what?

· The problem is accurately depicted  Yes / No / Not applicable

· The problem is related to the research purpose and/or the literature review Yes / No / Not applicable

· The problem establishes the significance of the research purpose, or why the researcher wanted to conduct the study (beyond simply stating that “no-one has studied this before”)  Yes / No / Not applicable

b)  Research questions:

· there is a discernible set of research purposes and/or questions which are either explicitly expressed or implicitly stated (e.g. in statements such as “I hope to show that…”  or “I will argue that”)  Yes / No

If yes, what?

· The research purposes or questions are linked to the problem and/or the literature review  Yes / No

· The research questions are amenable to qualitative study  Yes / No

c) Literature review:

· The literature review is related to the research problem  Yes / No

· It is clearly stated whether the literature review reflects what the researchers knew and believed before data collection, during data collection, during data analysis or after data analysis  Yes / No. If yes, state which

· The review shows a critical attitude, rather than simply and/or indiscriminately summarising studies  Yes / No

· The review shows a discernible logic that points towards the research purpose  Yes / No

d) Theoretical framework

· There is an explicitly stated or implicitly identified theoretical framework or frame of reference  Yes / No

· If yes, name or describe framework

· Whether stated or implied, the framework fits the target phenomenon   Yes / No / Not applicable

· If explicitly stated as the guiding framework for the study, it plays a discernible role in the way in which the study was conducted and/or the findings were treated (in contrast to a frame of reference which is clearly operating in a study, but which is not demonstrably recognised by the researcher)  Yes / No / Not applicable

· The presentation of the theoretical framework clarifies whether it influenced researchers going into the field of study (i.e. before any data were collected), or while in the field, or during data analysis or after data analysis  Yes / No / Not applicable

e) Identification of other assumptions:

· Other assumptions, preconceptions, presuppositions of researcher are identified?  Yes / No

f) Researcher credentials:

· Documentation of researcher’s discipline?  Yes / No

If yes, what?

· Institution to which researcher affiliated: 

· Any other pertinent information about researcher (e.g. methodological preference, conceptual preference)?

g) Sampling and participants:

· Description of type of sampling procedure?  Yes / No

· The sample size and configuration fit the purpose and sampling strategy  Yes / No / Not applicable

· The sample size and configuration can support claims to informational redundancy, or theoretical or scene saturation  Yes / No

· The sample size and configuration can support the findings  Yes / No

· Features of the sample critical to the understanding of the findings are described  Yes / No

· Sites of recruitment fit the evolving needs of the study  Yes / No / Not applicable

· Identification of inclusion criteria?  Yes / No

· Discussion of attrition in longitudinal studies?  Yes / No / Not applicable

h) Data gathering strategy(ies):

· Clear description of data gathering procedures?  Yes / No

If no, how could the description be improved?

· Data collection techniques and sources fit the purpose and mindsets of the study  Yes / No

· Specific data collection techniques are tailored to the reported study     Yes / No

· Data collection techniques are accurately rendered (e.g. participant observation is not confused with the observation that develops during interviews and focus groups)  Yes / No

· The findings are demonstrably based on the sources of data presented (as opposed to when e.g. document study is presented as a data collection strategy but there is no evidence of its use)  Yes / No

· Data collection techniques are correctly used (e.g. focus groups are used to stimulate group interaction rather than as opportunities to ask each participant the same question) Yes / No

· The sequence and timing of data collection strategies vis-à-vis each other fit the purpose and mindsets of the study  Yes / No / Not applicable

· The data collection sites (e.g. interview rooms) are conducive to data collection  Yes / No

· Any alterations in technique fit the evolving needs of the study  Yes / No / Not applicable

· Description of gaining access?  Yes / No

· Recruitment and consent techniques were tailored to fit the sensitivity of the subject matter and/or vulnerability of subjects  Yes / No

· Data collection and management techniques were tailored to fit the sensitivity of the subject matter and/or vulnerability of subjects  Yes / No

· The time period for data collection is explicitly stated  Yes / No

i) Data management and analysis strategies

· The method(s) used are described  Yes / No

If yes, what are they?

· The data management techniques fit the purposes and the data  Yes / No

j) Findings:

· There is a discernible set of results distinguishable from the data (case descriptions, supportive quotes etc) collected by the researchers  Yes / No

· The results are distinguishable from the researcher’s discussion of results, or from the results of other studies to which the researcher refers  Yes / No

· Interpretations of data are demonstrably plausible and/or sufficiently substantiated with data  Yes / No

· Data are sufficiently analysed and interpreted  Yes / No

· Findings address the research purpose  Yes / No

· Variations in sample and/or data are addressed  Yes / No

· Concepts or ideas are well-developed and linked to each other  Yes / No

· Concepts are used precisely  Yes / No

· The analysis is well supported by representative quotes/findings?        Yes / No

· The analysis of data fits the data (as opposed to e.g. focus group data being analysed on an individual level and the analysis taking no account of group interaction)  Yes / No 

· Provision of evidence as to how representative in the sample the various findings were?  Yes / No

k) Conclusions, discussion, implications, suggestions for further study

· The discussion pertains to all significant findings?  Yes / No

· The interpretive statements correspond to the findings?  Yes / No

· The study findings are linked to the findings of other studies, or to other relevant literatures (whether previously discussed or newly introduced)  Yes / No

· The clinical, political, theoretical and/or other significance of the findings is thoughtfully considered when recommendations are made for changes in practice or for further research (as opposed to e.g. just recommending actions which are the opposite of the study findings)  Yes / No

· Details of recommendations made, if any:

· Details of suggestions for future research, if any: 

· The findings are relevant for contemporary use Yes / No

l) Validity

· Non-research relationship of researcher to participants:

· Evidence that researcher has considered the effect of his/her presence on the research findings?  Yes / No

· Evidence that researcher has considered possibility of researcher bias or misinterpretation?  Yes / No

· Identification of the distinctive limitations of the study, not just the so-called limitations of qualitative research (e.g. issues of generalisability in case study research)?  Yes / No

· Specific limitations identified:

· Validation techniques are used that fit the purpose, methods, sample, data and findings of the study:  Yes / No / Not applicable

· Validation techniques are correctly used:  Yes / No

m) Form of report:

· There is a coherent logic to the reporting of findings Yes / No

· Visual displays, quotes, cases and numbers clarify, summarise, substantiate or otherwise illuminate the findings (as opposed to being at odds with them e.g. when a quote contains more ideas than recognised by the researcher, or a path diagram shows a relationship between variables at odds with the relationship between them depicted in the text)  Yes / No

· The numerical value of terms such as ‘most’, ‘some’, ‘sometimes’ etc is clear  Yes / No

· The empirical referent for a theme or concept is clear (i.e. types of behaviour, strategies employed by the participants etc)

· The title and section headings are an accurate reflection of content Yes / No

· The form fits the audience for whom the report was produced  Yes / No

Other considerations/thoughts:

· Decision to include in meta-study:  Yes / No  /undecided (give details)




	1.4: NICE data extraction form  (British Psychological Society  & Gaskell 2007)

	Eligibility: Does the evidence fit within the scope of the review?

Type of study

Participants

Study aims

· Are the aims and purpose of the study clearly stated? 
Key findings

Evaluative summary: Draw together brief comments on the study as a whole and its strengths and weaknesses. Is further work required? What are its implications for policy, practice and theory, if any? 

Ethical standards: Was ethical committee approval obtained? Was informed consent obtained? Does the study address ethical issues adequately? Has confidentiality been maintained? 

Area and care setting: 

· What is the geographical and care setting for the study? 
· What is the rationale and appropriateness for this choice? 
· Is there sufficient detail about the setting? 
· Over what period did the data collection take place? 
Sample:

· Inclusion and exclusion criteria: Who was included in the study? Who was excluded from the study? 
· Selection: How was the sample selected? Were there any factors that influenced how the sample was selected (e.g. access, timescale issues)? 
· Size: What is the size of the sample and groups comprising the study? 
· Appropriateness: What is the size of the sample and groups comprising the study? 
Data collection:
· Methods: What data collection methods were used? Was the data collection adequately described and rigorously conducted? 
· Role of researcher: What is the role of the researcher within the setting? Are there any potential conflicts of interest? 
· Fieldwork: Is the process of fieldwork adequately described? 
Data analysis: 

· How are the data analysed? How adequate is the description of the data analysis? Is adequate evidence provided to support the analysis (e.g. use of original data, iterative analysis, efforts to establish validity and reliability)? Is the study set in context in terms of findings and relevant theory? 
· Researchers’ potential bias: Are the researcher’s /researchers’ own position, assumptions and possible biases outlined? Indicate how they could affect the study in terms of analysis and interpretation of the data 
· Reflexivity: Are the findings substantiated by the data and has consideration been given to any limitations of the methods or data that may have affected the results? 
Findings:

· Themes

· Conclusions

· Opinions: What this person argues

Policy and practice:

· Generalisability: To what extent are the study findings generalisable? What is the country of study? How applicable are the study findings to the system in the UK? Are the conclusions justified? 
· Implications for policy

· Implications for practice



Additional Box 2: Example of a completed data extraction form drawn from a review by Munro et al. (2007)

Synthesis aim for Munro et al. review: to understand the factors considered important by patients, caregivers and health care providers in contributing to TB medication adherence.
	Extraction item
	Details

	Citation
	Liefooghe R, Michiels N, Habib S, Moran MB, de Muynck A (1995) Perception and social consequences of tuberculosis: A focus group study of tuberculosis patients in Sialkot, Pakistan. Soc Sci Med 41: 1685–1692.

	Reviewer
	Reviewer 1 Note that cross-checking would be the next step, process of comparison, discrepancies clarified

	Country
	Pakistan

	Aims
	To explore the cultural factors influencing perceptions of tuberculosis (TB) and their effect upon treatment adherence

	Ethics – how ethical issues were addressed
	Not stated

	Urban/rural
	Urban

	Socio-demographics of the country / region
	mean age = 35 years. Females = 29 yrs, males = 40 yrs. 86% Muslim, 14% Christian. 72% new TB patients, 14% relapsed TB patients, 14% readmitted defaulters

	Recruitment context (e.g. where people were recruited from)
	Inpatients admitted to hospital TB wards

	Preventive/curative medicine
	Curative

	Data quality rating
	 Assessment not included

	Participants
	TB patients

	Theoretical background
	Health Belief Model (Becker and Maiman 1975), adapted by Barnhoorn and Adriaanse (1992) for TB compliance

	Sampling
	not discussed

	Sample (participant) characteristics
	See socio-demographic characteristics above

	Data collection
	Focus group discussions conducted by 'village animators' who were trained as moderators by a clinical psychologist. Discussions conducted in the hospital, in the language of participants and were fully audio-recorded. They were also observed by the clinical psychologist. Interview guide utilised. No health workers present. Recordings translated and transcribed into English

	Data analysis
	Three researchers "analysed the transcriptions independently. Relevant topics related to the research questions were identified and coded. The coded material was sorted according to topic. Each researcher analysed the content and separately formulated his / her conclusions. Their findings were compared and checked for consistency." (p1687)

	Themes
	(1) Perceptions of TB: most participants perceived TB as an important health problem and a dangerous disease. Some thought it was contagious while others did not. Seen as a 'family disease' rather than one of individuals. Not all patients thought that the disease could be cured. (2) TB diagnosis and treatment: Most families have difficulty in accepting the diagnosis, and this may negatively influence treatment adherence, although many families supportive of patient. Patients also find the disease hard to accept, fear the adverse responses of others and may resist the diagnosis. The diagnosis is associated with feeling of anxiety and isolation. (3) Social consequences of the disease: the attitudes of friends and neighbours to TB patients were seen as negative (the disease is socially stigmatising) and there is a widespread belief that the patient will always be contagious. The disease may affect the chances of marriage or result in divorce or other family problems. (4) Financial burden: Both direct and indirect costs seen as important, particularly for male patients who usually the main bread winners. (5) Pregnancy and TB treatment: pregnant women may not take their treatment because they believe that the drugs are not effective in pregnancy and intolerance to the drugs is increased.

	Data extracts
	Not included in this table

	Author explanation
	(1) Because it is widely believed that the disease cannot be cured, many patients are afraid to be labelled as having TB and may therefore reject both the diagnosis and the treatment. (2) Social stigma for both the individual and the family contribute to treatment defaulting. "Family pressure' is an important factor in accepting or denying the diagnosis and treatment. (3) The costs of treatment are also related to poor adherence and families may have to make large financial sacrifices to continue treatment. (4) Beliefs about TB and pregnancy may also contribute to poor adherence. (5) The findings of the study fit well with the Barnhoorn and Adriaanse model.

	Recommendations
	(1) Health education should become an integral part of the TB programme (2) The psychological and social implications of the disease need attention - patients and relative should receive regular counselling from specially trained health workers. (3) "Health professionals should anticipate critical moments in treatment adherence and assist the patient and his / her family to bridge them" (p1691) (4) Health professionals need to be careful not to stigmatise the disease through their attitudes and practices, and should also receive health education.


Additional Box 3: Example of a completed data extraction form drawn a review by Noyes and Popay (2007)
Synthesis questions for the Noyes and Popay review: 
1. What does qualitative research tell us about the facilitators and barriers to accessing and complying with TB treatment?  
2. What does qualitative research tell us about the diverse results and effect sizes of the RCT included in the Cochrane quantitative systematic review?
	Paper: Liefooghe et al. Perception and social consequences of TB: A focus group study of TB pts in Sialkot, Pakistan. Soc Sci Med 1995;41(12):1685-1692.

	Study focus and methods: 

Aim: To explore the cultural factors influencing perceptions of TB and their effect on treatment adherence.

Research Questions: Not stated.
Method: Focus groups with hospitalised patients with TB undergoing 8 weeks of supervised therapy (directly observed therapy).

Sample: 3 female and 3 male focus groups each with 8 pts (48pts in total). Mean age overall 35yrs (( 15.5yrs). Men 40yrs (( 15.7 yrs), Women 29yrs (( 13.2 yrs).  86% Muslim; 14% Christian. Women are much younger than men in the sample. 72% new pts. 14% relapsed, 14% readmitted defaulters.

Context: Participants in-patients in TB hospital in Pakistan.

Approaches to data analysis and interpretation:  Focus groups were tape recorded and transcribed. 3 researchers independently analysed transcripts thematically. Findings between the 3 researchers were then compared.


	Factors shaping individual decision making in relation to TB diagnosis and treatment: 

Social action, persistence and creativity:  Once recovered from the shock of diagnosis, families were generally supportive (although not all women received the same support as men).  Some women hid their diagnosis.

Material circumstances and resources: TXR is expensive (2 months salary for average worker). Pts (especially women) dependent on families for money for treatment. Not all willing to pay, others make large sacrifices. Some pts unable to work due to illness/hospitalisation. Because this form of directly observed therapy required being an in-patient for the first 8 weeks, the cost of hospitalisation was prohibitive for some families (in particular women who may have been reliant on their husband and in-laws for money).

Lay and professional knowledge systems about the causes and consequences of TB and its treatment: Lay: individual’s explanatory models did not always coincide with the medical model (especially concerning the curability of disease and pregnancy) and professionals saw this as a barrier to treatment Most pts said that TB is a major problem and contagious. Others did not perceive TB to be infectious and attributed it to other causes.  TB was perceived to be a family (not individual) disease.  Pts hoped for a cure but not all were convinced they would be cured.  Diagnosis causes deep distress in families. Some feel they have been punished by God.  Women stopped taking TB medication during pregnancy as they believed that intolerance to the drugs increased.  Pregnancy was also thought in one area to reactivate TB.

Public discourse around TB and social stigma attaching to it: Negative family attitudes impacted on treatment access and adherence. Pts very shocked by diagnosis- some rejected /denied diagnosis.  Treatment defaulting by patients is one of the major causes of failure in TB control programs.

Some pts treated negatively by friends/families. Others were not. Liefooghe et al aimed to look at the experiences of men and women separately and by doing so found that women suffered an increased burden of stigma than men and in particular a diagnosis of TB could effect their marriage prospects. Some women forced from the family home because of diagnosis. Although some women had supportive husbands. Stigmatising behaviours were also reinforced by health care professionals

Sanctions and incentives in relation to diagnosis and treatment: People had to undergo compulsory hospitalisation for the first 8 weeks of therapy (for which patients had to pay).  Women also were subjected to negative sanctions (see under stigma).
Social relationship of care and professional attitudes and behaviour: Outcomes of treatment were different depending on gender, age and position in family (with women facing most challenges). Some staff reinforced stigma of disease. Attitudes of staff at hospital perceived to reinforce erroneous ideas concerning infectivity and stigma.
System/Service organisation and delivery and the inverse care law: Compulsory hospitalisation and payment for care may have deterred patients from coming forward. This is not explored in the paper as only patients undergoing treatment in hospital were interviewed. 
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