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Objective: Qualitative research is being increasingly ingrained within dentistry. The aim of the study was to
assess whether recent qualitative studies involving interviews and focus groups in the dental literature comply
with the consolidated criteria for reporting qualitative research (COREQ) checklist.

Methods: Qualitative studies in dentistry, involving interviews and focus groups with patients, parents or
caregivers published between January 2017 and June 2018 were identified through electronic and hand
searching with no language restrictions. The characteristics of the included studies and adherence to the COREQ
checklist were assessed.

Results: A total of 7137 studies were identified. Following initial screening, 244 full-text articles were obtained;
of these, 100 met the inclusion criteria. The majority of the identified studies were in the field of dental public
health (30%) with just half published in dental journals. The median sample size was 20 participants (IQR 38.5).
Data analysis was most commonly undertaken using thematic analysis or the framework approach 59% (53/90),
with purposive sampling used in 54% (36/67) of those describing sampling methods. On average, 17 ( + 5.3) of
32 of the COREQ checklist items were presented within the individual studies. Overall, the quality of reporting of
individual studies was typically categorised as either moderate (51%) or poor (34%).

Conclusion: As qualitative research in dentistry becomes more established, improved adherence to the COREQ
checklist should be encouraged to ensure transparent reporting, in order to maximally influence the delivery of
care, policy and clinical practice.

1. Introduction complimentary to quantitative studies to help explain unexpected

findings providing more holistic assessment of experiences and impact

Qualitative research endeavours to explore concepts that are diffi-
cult to measure numerically, illuminating meanings and understanding
of complex phenomena and processes underlying behavioural patterns
in their natural setting [1]. Valuable information related to the effec-
tiveness of interventions is commonly elucidated using quantitative
methods [2,3]. However, detailed understanding of patient values, ex-
periences and preferences, in addition to clinical decision making, both
of which are vital cogs in evidence-based practice, are better suited to
qualitative methods [2,3]. Therefore, qualitative research is becoming
more established in dentistry, especially with the increased recognition
of the importance of patient-reported outcomes [4,5].

Qualitative studies can be conducted as standalone research or

of treatment [6,7]. Furthermore, qualitative studies can be employed in
development of tools such as questionnaires, and in preliminary as-
sessment of the impact of interventions prior to testing effectiveness in
clinical trials [6,7]. In mixed-methods research, qualitative data can
also assist in providing detailed information concerning reasons for
drop-outs and refusal to participate [7].

Qualitative research has been viewed with scepticism and criticised
on the basis of being subjective, anecdotal, unscientific, and not re-
producible or generalisable [8-10]. This has culminated in lower
priority for publication, a lack of appreciation and a dearth of quali-
tative research within the biomedical literature in view of a perception
of limited applicability to clinical practice and limited citation counts
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[9]. However, while interaction with participants during research
might provide some information about perspectives and experiences, it
invariably does not provide the depth and detail associated with rig-
orous qualitative research [7]. Moreover, the former does not follow a
systematic method and is prone to bias; it therefore often contributes
little to our scientific knowledge [7,11].

There is a common misconception that sample sizes in qualitative
research are often too low [12]. Unlike quantitative studies, sample
sizes are not based on power calculations but rather on the adequacy of
the sample in attaining sufficient depth and saturation of the data,
defined as lack of new and discernible emergent themes [12]. Achieving
saturation is rather facilitated by selecting participants who can provide
diverse and relevant data, the experience of the researcher in asking
probing questions, allowing sufficient duration of data collection, and
conducting repeat interviews where necessary [13-15]. Notwith-
standing these obstacles, qualitative research is beginning to assume
greater traction within the dental literature both in isolation and in
mixed-methods designs complementing quantitative data [4,16].

This increased prominence of qualitative research places an onus on
completeness of reporting to ensure that research is explicit and
transparent in terms of the study context, methods and analysis. Lack of
adherence to reporting guidelines contributes to research waste, pos-
sibly limiting the applicability and transferability of research findings
to other settings [17,18]. A bespoke guideline, the 32-item consolidated
criteria for reporting qualitative research (COREQ) checklist, was
published in 2007 to provide a framework for reporting qualitative
studies involving interviews and focus groups [19]. The itemised
checklist includes three key domains: research team and reflexivity,
study design, data analysis and reporting of findings.

Since the introduction of the COREQ checklist over a decade ago
[19], there has been no previous assessment of compliance with re-
porting of qualitative studies within the dental literature. The aim of
the study was to assess whether recent qualitative studies involving
interviews and focus groups in the dental literature comply with the
COREQ guidelines. The objective was to describe the characteristics of
qualitative research involving interviews and focus groups in dentistry.

2. Methods

The following electronic databases were searched over an 18-month
period between 1% of January 2017 and 30™ of June 2018: PubMed,
Embase®, psycINFO via EBSCO and Web of Science Core Collection
with no language restrictions using specific search terms (Table 1).
Furthermore, a supplementary hand searching of relevant journals was
undertaken.

All qualitative studies eliciting data related to dentistry involving
patients, parents or caregivers were included. No restriction on age
group, intervention, comparison or study outcomes was applied. Only
studies which involved interviews and focus groups as data collection
method were selected. Questionnaire-based studies and studies invol-
ving analysis of social media or online posts were excluded. Where

Table 1
Search strategy.

((((qualitative OR interview* OR “focus group*” OR “thematic analysis” OR
“grounded theory” OR “discourse analysis” OR “conversation analysis” OR
narrative OR ethnograph* OR phenomenolog* OR case study OR observation*
OR “framework analysis” OR “verbatim quotation*” OR “topic guide”)))

AND

(*dent*[Title/Abstract] OR *dont*[Title/Abstract] OR oral[Title/Abstract] OR
cleft[Title/Abstract] OR orthognathic[Title/Abstract]))

NOT

("qualitative assessment"[Title] OR “case report*”[Title] OR "literature
review"[Title] OR "systematic review"[Title] OR "In vitro"[Title] OR meta-
analysis[Title] OR critical review[Title])

Filters activated: Publication date from Publication date from 01/01/2017 to 30/
06/2018, Humans.
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multiple publications were derived from the same sample, the most
recent publication was selected.

The abstracts of identified studies were assessed by three authors
(DA, SA, AT) and the full-texts of those meeting the selection criteria
were subsequently retrieved. Data were extracted using pre-piloted data
collection forms by three authors (DA, SA, AT). The following details
were extracted from each study: journal of publication, field and scope
of the study, sampling method, data collection method, participant
characteristics, sample size, study setting, data recording type, duration
of interviews or focus groups, and method of data analysis.

The quality of reporting of the included studies was assessed by two
authors (DA, AT), based on a binary (Yes/No) evaluation using the
consolidated criteria for reporting qualitative research (COREQ)
checklist [19]. Scoring was pre-piloted on 10 studies (DA, AT). The
percentage of studies reporting each of the 32 criteria within the
checklist was identified. Any disagreement in study selection, data ex-
traction or assessment of reporting criteria was discussed with a fourth
author (PSF). Studies were categorised as having good (=25 items);
moderate (17-24 items); poor (9-16 items); or very poor (<8 items)
reporting based on the number of items described.

3. Results

Electronic database searches yielded a total of 7137 studies. Of
these, 244 were deemed to be relevant and the full-texts were retrieved.
Following analysis of the full-text, 100 studies met the inclusion criteria
(Fig. 1; Appendix).

3.1. Characteristics of the included studies

The majority of identified qualitative studies were conducted in
Europe (40%), followed by North America (23%) and Asia (20%)
(Table 2). Only half of the studies were published in dental journals
with BMC Oral Health (n = 6) and Community Dentistry and Oral
Epidemiology (n = 6) being most popular. The majority of published
qualitative studies identified were in the field of dental public health
(30%), followed by medical problems associated with dentistry (20%)
and cleft lip and/or palate (12%) (Table 2). The scope of qualitative
methods was mainly to evaluate patients’, parents’ or carers’ views and
experiences, and the impact of condition or treatment (43%), followed
by service evaluation and utilisation including access to dental care
(32%), tool- or programme- development (20%) and risk factor ex-
ploration (5%).

The median sample size calculated from 99 studies was 20 partici-
pants (IQR 38.5). Sixty per cent of the studies involved patients only,
25% involved parents and/or carers, and 15% included both with the
majority (65 * 24.2%) of participants being female. The age of the
sample was reported in only 66 studies with the majority of the studies
including adults (> 18 years; n = 50), followed by elderly (=60 years;
n = 10), adolescents (<18 years; n = 4) and children (< 10 years;
n = 4).

Of the 67 studies reporting sampling method, the most commonly
used was purposive (n = 36) followed by convenience sampling
(n = 19) (Table 2). Data collection method mainly involved using in-
terviews alone (66%), followed by focus groups only (21%) and both
methods (13%). Interviews were mainly conducted face-to-face, while a
number of these were conducted over the phone (n = 17). Interviews
and focus groups were commonly audio-recorded (71%); however,
video-recording was used in 7 studies. Interviews and focus groups
were mainly conducted in professional settings e.g. hospitals and
community centres (40%), participants’ homes (4%) or both (10%),
with this information missing in 41%.

Data was mostly analysed using thematic analysis or the framework
approach (n = 53) followed by content analysis (n = 18), grounded
theory (n = 10) and descriptive or interpretative phenomenological
analysis (n =5). Only 66 studies reported the duration of the
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Records identified through
electronic database searching

(n=7123)

[ Included } [ Eligibility ’ ‘ Screening ] [Identification}

Table 2

Characteristics of the included studies.

l
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Records identified through hand
searching
(n=14)

J

l

Total number of identified records (n= 7137)

Duplicates (n= 1560)

J—

l

Records screened (n=5577)

Records excluded (n=5333)

J—

|

Full-text articles assessed for eligibility

(n=244)

ull-text articles excluded, with reasons
(n=144)

 questionnaire-based study (n=93)
o abstract only (n=18)
» does not involve patients, parents or carers {n=12)

l

» does not involve interviews or focus groups (n=6)
« duplicates (n=6)

 not dental (= 6)

o questionnaire testing (n=2)

“,_ e protocol (n=1)

Records included in the qualitative

synthesis
(n=100)

Fig. 1. Flowchart of the included studies.

Number of studies per region
Europe

North America

Asia

Australia

South America

Africa

More than one region

Number of studies per discipline

Dental public health

Medical problems including
sleep apnea

Cleft lip and/or palate

Geriatric dentistry

Oral medicine

Paediatric Dentistry

Multidisciplinary

Orthodontics

Prosthodontics

Implantology

Maxillo-facial surgery

Oral surgery

Periodontics

Temporomandibular disorders

n =40
n=23
n=20
n=9
n=4
n=3
n=1
n =30
n=20
n=12
n=38
n=7
n=>5
n=4
n=4
n=

=2
n=

n=1
n=

n=1

Number of studies per sampling method

Purposive sampling
Convenience sampling
Consecutive sampling
Snowball sampling
Combination of two methods

No information provided

n =36
n=19
n=3
n=3

Purposive and snowball sampling (n = 2);
Purposive and convenience (n = 2);

convenience and snowball (n = 2)

n=33

Duration of the interviews/focus groups
n = 6 interviews
n = 10 interviews and n = 1 focus groups
n = 29 interviews and n = 3 focus groups
n = 11 interviews and n = 16 focus groups
n = 34 studies

Very short (<15 min)

Short (> 15min, < 30 min)
Medium (=30min, < 1h)
Long (=60 min)

No information provided
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interviews or the focus groups with the latter exceeding 60 min in most
studies (n = 16) (Table 2). Interviews typically lasted 30 min to less
than 1 h, although very short interviews (<15 min) were used in some
studies (n = 6).

3.2. Completeness of reporting of the included studies

On average, 17 ( = 5.3) of 32 of the COREQ checklist items were
presented within the individual studies (Table 3). However, the range
varied between 2 and 27. The quality of reporting in the majority of the
included studies was categorised as moderate (51%) or poor (34%),
based on the number of COREQ checklist items reported within in-
dividual studies (Table 4). When comparing reporting scores across
domains, sufficient information about the research team and reflexivity
was presented in only one-third of included studies (Table 3). However,
study design domain was reported on in approximately half of the in-
cluded studies with adequate information on analysis and findings
outlined in two-thirds (Table 3).

4. Discussion

The reporting quality of recent qualitative studies involving inter-
views and focus groups in dentistry is suboptimal, highlighting the need
to improve transparency of study conduct and analysis. In line with
previous research, the findings of this study underline the limited
number of published qualitative studies involving interviews and focus
groups with patients, parents or carers within dental disciplines other
than dental public health [20,21]. The lack of publication of qualitative
research was exposed in a previous study in the field of orthodontics
which only identified 27 studies published over a 10-year period [22].
The limited number of qualitative studies might be due to the low
priority of publication given by editors [9]. This may be reflected in the
finding that a significant proportion of studies (50%) in the present
article, as well as in previous research (42%) [21] were published in
non-dental and open access journals. Moreover, the relatively low
numbers might also highlight disinclination of researchers to undertake
qualitative studies due to the associated challenges and the required
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Table 3
Percentage of studies reporting each item in the COREQ checklist.

Reporting criteria Number of studies fulfilling the

criteria
Domain 1: Research team and reflexivity
Personal Characteristics of the interviewer
1. Interviewer/facilitator identified 48%
2. Credentials (E.g. PhD) 18%
3. Occupation at the time of the study 38%
4. Gender of the interviewer 50%
5. Experience and training in qualitative 30%
research
Relationship with participants
6. Relationship established 17%
7. Participant knowledge of the interviewer 49%
8. Interviewer characteristics 28%
Mean overall score for domain 1 34.8%
Domain 2: Study design
Theoretical framework
9. Methodological orientation and Theory 90%
Participant selection
10. Sampling 67%
11. Method of approach 55%
12. Sample size 99%
13. Non-participation 35% (reasons for drop-out:
16%)
Setting
14. Setting of data collection 54%"
15. Presence of non-participants 25%"
16. Description of sample 77%

Data collection

17. Interview guide 68% (pilot-tested: 18%)

18. Repeat interviews 2%
19. Audio/visual recording 80%
20. Field notes 27%
21. Duration 66%
22. Data saturation 60%
23. Transcripts returned 3%

Mean overall score for domain 2 53.9%

Domain 3: Analysis andfindings

Data analysis
24. Number of data coders 61%
25. Description of the coding tree 59%
26. Derivation of themes 76%
27. Software 48%
28. Participant checking 14%

Reporting

29. Quotations presented 90% (quotation identified:

60%)
30. Data and findings consistent 90%"
31. Clarity of major themes 94%
32. Clarity of minor themes 86%
Mean overall score for domain 3 68.7%

@ Scored as “not applicable” in studies involving telephone interviews only
(5%).

b Scored as “not applicable” if participants’ quotations were not presented
(10%).

Table 4
Percentage of studies categorised as having good, moderate, poor or very poor
levels of reporting.

Scoring system based on the number of the COREQ
checklist items reported

Percentage of studies

8%
51%
34%
7%

Good reporting (25-32 items)
Moderate reporting (17-24 items)
Poor reporting (9-16 items)

Very poor reporting (<8 items)

investments in time, bespoke training and experience [23].

In the present analysis, only studies involving interviews and focus
groups were included, as these are two of the most common methods
for data collection in healthcare and dental research [20,21,24]. As
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such, there is a dearth of other qualitative designs such as observational
studies and studies related to action rather than perceptions [10,21].
Although interviews were mainly conducted face-to-face, 17% of the
included studies involved telephone interviews. The sufficiency and
depth of participants’ responses have been shown to be similar in tel-
ephone and face-to-face interviews [25]. Telephone interviews can be
convenient, cost-effective, and allow easier access to less accessible
patients as well as aiding in preserving participants’ anonymity [25,26].
However non-verbal cues may be missed in this manner, and these can
also contribute to the interpretation of the findings [27]. A possible
option to overcome this problem is the use of technology in the form of
online video calls through Skype™ or other social virtual worlds [16].
However, use of technology is reliant on access to computers along with
internet connectivity; the use of such digital methods was not observed
in the present study. An alternative to overcome the issue of difficult-to-
reach participants such as elderly people, is to conduct interviews in
participants’ homes; this was undertaken in 14% of the studies eval-
uated. Home interviews may encourage broader participation by
overcoming pragmatic issues and might stimulate more open discus-
sions resulting in more forthright opinion and unvarnished responses
[28]. Furthermore, home interviews positively alter the perceived clo-
seness of the researcher and the power relationship between the in-
terviewer and interviewee [28]. Notwithstanding this, home interviews
may be more time-consuming and difficult to arrange, and may ne-
cessitate specific ethical clearance (e.g. lone working policies) poten-
tially reducing the attractiveness of this approach to research teams.

A comprehensive search strategy was used in the current study to
ensure inclusion of all relevant studies. The search was confined to a
period of 18 months, notwithstanding this, it resulted in a high number
of irrelevant studies (95.6%). Although this is common of systematic
review searches and reflects the sensitivity of the search strategies used,
the issue of suboptimal indexing of qualitative studies resulting in dif-
ficulty in identifying relevant studies was highlighted previously, with a
similar percentage of irrelevant studies (96%) identified in an analysis
of breast-feeding support literature [29]. The use of guidelines for ab-
stract reporting and title requirements were implemented in rando-
mised controlled trials to improve indexing in addition to ensuring
clarity of reporting [30]. Similar requirements do not exist within the
COREQ checklist. However, these issues were addressed in a more re-
cent checklist for qualitative studies which incorporates title and ab-
stract requirements [31]. The latter may allow for simpler identification
of qualitative studies in future.

Complete reporting of qualitative studies assists in ensuring clarity
and in making judgements concerning the transferability of research
findings [17]. Furthermore, it allows readers to assess the trust-
worthiness of the study [21,32]. Although a more recent reporting
checklist is available [31], the COREQ checklist remains the most
widely used and cited by a factor of 10. A number of relevant criteria
that could help readers in better understanding the study conduct and
analysis are not included in the COREQ checklist but are still worth
reporting. These include, clarity of the research question, ethical issues
and the use of vouchers or other incentives to encourage participation,
which were included in the more recent checklist [31]. The COREQ
checklist is only intended to guide reporting of studies employing in-
terviews or focus groups, and is therefore, not applicable universally to
qualitative research approaches [33]. An additional reporting criterion
has been advocated for qualitative studies undertaken within rando-
mised controlled trials [7,34]. This relates to reporting the treatment
group allocation included in the qualitative study as well as the timing
of qualitative data collection and analysis of findings in relation to the
quantitative element [7,34]. Furthermore, reporting quality is not ne-
cessarily tantamount to research quality and as such, while use of the
COREQ checklist aids in assessing methodological rigour, fulfilling the
checklist does not automatically translate into higher quality research
[35]. Other checklists and tools can be used for the assessment of
quality and trustworthiness of qualitative research studies [36-38].
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This is the first study to assess adherence to the COREQ checklist in
the dental literature, to our knowledge. Meaningful assessment of ad-
herence to the COREQ checklist was ensured by the inclusion of studies
published a decade following its introduction [19]. A 10-year period
was considered reasonable in order to allow implementation of the
checklist. Furthermore, as qualitative studies have only relatively re-
cently gained increased recognition in dentistry [16], we anticipated
that a sufficient number of studies would be published in recent years.
Following the COREQ checklist, the criteria were assessed as a binary
outcome (reported or not) for ease of quality assessment, tabulation of
the results and comparison of reporting across different domains. In the
present analysis, assessments were verified by a third author and high
levels of agreement between examiners were found. As is characteristic
of previous analysis [39,40], all items of the COREQ checklist were
given equal weight. Titration of weight based on the relative im-
portance for specific items is possible but is complicated by variations
in study design and focus, rendering consistency particularly proble-
matic. The quality of reporting in the majority of the included studies
was categorised based on an arbitrary measure, to display and under-
stand the data and provide a meaningful overview of the results. The
sufficiency and depth of information provided in individual studies was
not assessed in the present study. While depth and yield is likely to
reflect the quality of the qualitative studies, this is difficult to define in
a robust, objective manner. Word count limits imposed by different
peer-reviewed journals might explain the suboptimal reporting both in
qualitative and quantitative studies. However, it is particularly pro-
blematic in the former, especially if lengthy quotations typical of qua-
litative research contribute to word count. With the increasing use of
open access and electronic-only publications these constraints might
well reduce with time. Moreover, a significant proportion of papers
were published in open access, electronic journals in the present sample
with analogous levels of reporting identified.

5. Conclusion

The quality of reporting of dental qualitative studies involving in-
terviews and focus groups was typically either moderate or poor. In
view of the increased recognition of qualitative studies in dentistry,
compliance with the COREQ checklist should be encouraged.
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