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ABSTRACT

Qualitative longitudinal design has a long tradition in a
variety of social science disciplines and is increasingly
used in applied healthcare research, including

family medicine. While there are many definitions of
longitudinal qualitative research (LQR), its most common
characteristics are multiple data collection points and

its focus on temporality, which prioritise the study of
change and continuity. Thus, LQR can provide insights
into the nature, causes and consequences of change (or
its absence). In this paper, we discuss the key steps and
considerations related to designing and conducting LQR in
family medicine and community health. These include (1)
deciding on the length of data collection and timing and
number of interviews, (2) planning recruitment: attrition
versus oversampling, (3) approaching data collection:
asking the same or different questions, (4) planning and
conducting the analysis and writing up findings, and (5)
conducting ethical LQR. We also highlight what LQR can
offer family medicine and community health, including

(1) allowing exploration of views and experiences of a
variety of participants over time; (2) following participants
through important transitions; (3) studying implementation
of new practices, processes or interventions; (4) exploring
the importance of historical change and/or macro

context on individuals’ lives; and (5) developing a deeper
understanding of phenomena under study. While a lot

of attention has been paid to using LQR when studying
patients’ and/or carers’ experiences, we highlight its
value when studying a variety of actors relevant to family
medicine, including healthcare professionals and policy
makers.

INTRODUCTION: WHAT IS LONGITUDINAL
QUALITATIVE RESEARCH (LQR)?

The value of qualitative research in applied
healthcare research, including primary care,
is now widely recognised and well described.'*
In recent decades, as the qualitative research
field has matured, we have also seen exciting
innovations, including the use of more
complex designs, such as longitudinal quali-
tative design. While LQR has a long tradition
in a variety of social science disciplines,” it is
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also increasingly used in applied healthcare
research,4 including family medicine.

There are many definitions of LQR in the
literature, partially depending on the field in
which they are used. Some definitions specify
the frequency of data collection5; others focus
on duration of data collection,” while some
promote a more flexible approach, noting
that each study is different and may also need
a different approach.7 However, what they all
highlight is that the key characteristic of LQR
is both multiple data collection points and a
focus on temporality, allowing the study of not
only change but also continuity to become a
priority.” ¥ Focusing on change and continuity
can provide insights into the nature, causes
and consequences of change.! Like quant-
tative research, LQR can also give us indica-
tions of increases, decreases, constancy and
idiosyncrasy."

There are different ways in which one can
conduct LQR. First, LOR can be used as
either a stand-alone study or alongside other
methods.! ® Second, longitudinal design may
be planned from the outset of the study when
researchers plan in advance to conduct a
number of interviews over time, or it may be
added in after the first data collection point if
the topic or the data seem likely to benefit from
subsequent data collection."! Finally, unlike in
a narrative study where one invites participants
to describe their life events in a single inter-
view, one can conduct LQR using a prospective
longitudinal design, which involves following
the same individuals over a period of time or
employing a recurrent cross-sectional design,
which involves recruiting different participants
at different time points.'

LQR AND PRIMARY CARE
LQR has been developed and extensively used
in social sciences, including anthropology,
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education and psychology, but it is also a useful, yet so far
underused, approach in primary care and family medi-
cine research. While some of the overarching principles
and steps of designing the LQR are similar across disci-
plines, what they mean for each discipline or setting may
differ. LQR’s focus on change and continuity lends itself
very well to the healthcare context and primary care for
numerous reasons. First, as patients often experience
both health and primary care services over time, prospec-
tive LQR can enable us to follow these experiences,'
shed more light on why they may change or not,* and
help identify patients’ changing needs.” Second, LQR
may be useful when following both individuals (including
primary care patients and healthcare professionals
(HCPs) and relevant primary care organisations through
important transitions to explore how they adjust, make
sense of and deal with these transitions.” * Third, LQR can
also be used to study the process of implementing new
practices in primary care in the context of both clinical
trials and routine clinical care,’ thus highlighting barriers
and facilitators to embedding new processes, practices or
interventions at different stages. Finally, the individual
experiences of change and continuity in family medicine
can occur within the broader, historical context, which
can also shape these experiences. LQR can help us to
understand these relationships.'

STEPS FOR DESIGNING, CONDUCTING AND ANALYSING LQR

In this paper, we aimed to (1) introduce LQR to family
medicine researchers and clinicians; (2) highlight
important steps, considerations, challenges and opportu-
nities related to LQR; and (3) signpost to other literature
that may be helpful for those new to LQR. We discuss key
steps related to conducting LQR with particular emphasis
on applications in family medicine and primary health-
care research. The steps presented are structured around
key stages of any qualitative study, including planning and
design, recruitment and data collection, and data anal-
ysis. We also discuss ethical considerations as cross-cutting
these stages. As experienced qualitative researchers
in primary care, we draw on wider applied healthcare
research when discussing these steps as well as our expe-
rience of conducting qualitative research (including
longitudinal design) while highlighting papers that have
used longitudinal qualitative design in primary care in
order to showcase the different approaches and the value
of LQR in this particular setting. Table 1 provides more
information on selected examples of longitudinal quali-
tative studies in family medicine and community health
research. This is not an exhaustive list; rather, these were
chosen by the authors to illustrate the diversity of LQR
in primary care, including methodological approaches,
aims and samples.

Itis important to highlight that the steps and consider-
ations presented in this paper are applicable to ‘experien-
tial’ methodological approaches'* (such as interpretative
phenomenological analysis (IPA), narrative analysis or

thematic analysis) which focus on understanding people’s
views and experiences rather than discursive approaches
(such as discourse analysis and conversation analysis)
which are concerned with how language is used to
construct a particular version of a reality. In relation to
methods of data collection, we focus here on steps rele-
vant to interviews and focus groups as these are one of
the most common methods in LQR'” and in primary care
research as they allow exploration of people’s views and
experiences.

Step 1: deciding on the length of data collection and timing
and number of interviews

When employing LQR, researchers need to decide on
three key interrelated aspects: (1) the length of the
time needed for data collection, (2) timing and spacing
of the interviews, and (3) number of interviews. Neale'
suggested thinking of the overall length of data collection
as the tume frame of a qualitative longitudinal study, and of
the number, timing and spacing of the interviews as the
study tempo. Together, time frame and tempo can be seen
as a framework for designing and conducting LOR.

Length of data collection

One of the key considerations when designing LOR is to
decide on the overall length of the data collection period.
The time frames of published longitudinal studies in
primary care vary, as they are (rightly) guided by the
study focus and research question. For example, a recent
study on experiences of primary care HCPs on imple-
menting remote consultations during the COVID-19
pandemic focused on the first wave of the pandemic and
thus collected data over a period of 4months (April-July
2020)20 (see also table 1). However, some topics may not
lend themselves to such clear cut-off points. For example,
when studying patients’ recovery from a particular treat-
ment or adjustment to a new diagnosis, for example,
asthma, it may be difficult for researchers to decide for
how long they should follow the participants. Being
guided by clinical information (eg, the ‘usual’ recovery
time) might be useful for researchers while being mindful
that individual trajectories may differ. Also, stopping data
collection sooner may not capture some of the aspects of
recovery. Finally, researchers may want to consider other
factors such as availability of resources and staff.

Timing and spacing of interviews
The timing of the interviews is also crucial, and researchers
may want to consider three approaches.

Approach 1: data collection around researcher-led events

One approach to deciding the timing of the interviews
may involve researchers trying to define ‘events’ which
may act as important time points for data collection.
These time points need to be decided in relation to
the population and topic under study. When exploring
patient experiences of the illness trajectory, the timing
of the interviews may be based on the events linked to
their journey, which, for example, may involve talking
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to patients shortly after being diagnosed or after they
complete their treatment.'® ' One may also conduct
interviews before and after the event, with the aim of
understanding and comparing one’s expectations and
experiences.18 9 For example, Gordon et al studied the
process of transition from trainee to trained doctor and
conducted interviews with participants before they grad-
uated from their degree (thus studying their expecta-
tions of what it means to become a doctor) and after they
obtained their degree.” Similarly, Lester et al interviewed
patients within 6 months of inception into the early inter-
vention service and after being discharged to primary
care." Neale' suggested that having such clear events can
be very helpful for establishing a clear baseline as well as
a closure point for a qualitative longitudinal study and
urged researchers to think carefully how the beginning
and the end of the study will be defined.

Approach 2: data collection around participant-led events
Defining such events may not always be beneficial, and
some highlighted the benefits of flexibility in deciding the
timing of data collection' ” and allowing for conducting
interviews around, for example, unexpected events. This
may mean that researchers would be guided by the partic-
ipants, who would advise when they experience any signif-
icant events in relation to the phenomena of interest. This
approach is known as the mirroring process,' where data
collection mirrors the events in participants’ lives. Conse-
quently, researchers may be collecting data around events
defined in the same way but which may not occur at the
same intervals for all participants.21 However, others also
highlighted the drawbacks of this approach, noting that
in larger samples, it may be difficult to keep track of all
the participants and conduct interviews around the key
events.

Approach 3: data collection based on pre-established, regular
intervals

Deciding on the events may not always be possible.
For example, Murray et al’® highlighted that defining
key events in relation to patient experience requires a
researcher to have an understanding of a ‘typical’ illness
trajectory of a given condition. For certain conditions,
these may be less well defined. In such situations, it may
be useful to conduct interviews at regular intervals over
a period of time to facilitate an in-depth understanding
of issues during a particular period rather than around
key events. Nissim et al, who studied the experiences
of patients with advanced cancer with the focus on the
desire for hastened death, largely adopted this approach
by interviewing their participants at 2—4 month intervals.*”
However, they also shortened these intervals in a number
of scenarios including when participants started new
treatments; self-reported measures indicated a change in
their physical or psychosocial distress or patients’ condi-
tion began deteriorating. The study thus highlights the
benefits of a flexible approach, combining data collection
at regular intervals with participant-led events.

Number of interviews

The third aspect, the number of the interviews, will be
partially framed by the two aspects discussed previously:
the length of data collection and timing of the interviews.
For example, if a researcher decides to collect data over
a l-year period, the significant events participants expe-
rience in their lives will somewhat indicate the number
of interviews as well. However, it still leaves researchers
scope to decide on the number of interviews. Neale et
al'? suggested that one way of viewing LOQR may be to
see it on a spectrum from intensive to extensive. The most
intensive approach may mean that the numerous data
collection points can lead to almost blurred boundaries
between time points, which have been referred to as a
‘description through time’.' *

Regardless of the approach, it is crucial to plan the
length of data collection, timing and frequency of the
interviews to facilitate the primary aim of the LQR, which
is to study change and continuity.'' Also, these three
aspects will need to be guided not only by the research
question but also by resources and (existing) expertise
within the team. Having multidisciplinary teams can be
beneficial as advice from both clinicians and patients®*
on, for example, a typical clinical pathway or illness trajec-
tory can be crucial in deciding on the timing and number
of interviews and, ultimately, the success of the study.

Step 2: planning recruitment: attrition versus oversampling
Recruitment and sampling are important aspects of all
qualitative research but can be particularly challenging in
LQR. One of the key aspects is to decide on sample size,
which may have numerous implications.

First, researchers need to strike a fine balance between
sampling a sufficient number of participants and over-
sampling. While it is often recommended that researchers
allow for sample attrition by recruiting more participants
for the initial interviews than needed, in the studies
where retention is high, this may lead to an excessively
large sample and dataset. In this case, researchers may
have to decide whether they want to follow up all the
participants or a subset, taking the implications of that
into account. For example, Calman et al described how
initial oversampling of their participants (caregivers of
cancer patients) led to a decision not to interview some
participants at subsequent time points, which created
tensions between researchers and participants.* Equally,
high levels of attrition may lead to bias in the sample and
the subsequent study results.”” For example, Lester et al
highlighted that they faced problems in accessing contact
details of participants for the follow-up interview 3 years
later and thus had relatively high attrition rate (33% of
participants took part in the follow-up interview)."?

Second, as in all qualitative research, sample size will
influence the depth of the analysis. Smaller samples may
allow a more in-depth understanding of individual expe-
riences and lend themselves well to methodologies that
value an idiographic approach (eg, phenomenology). For
example, Smith conducted interviews with four women as

Wanat M, et al. Fam Med Com Health 2021;9:001283. doi:10.1136/fmch-2021-001283

5



case studies to develop an initial theory of transitions to
motherhood. In contrast, larger sample sizes may allow,
through their breadth, the identification of patterns and
the influence of external factors shaping individuals’
experiences to be recognised.’ Neale' also pointed out
that a small number of participants do not necessarily
mean a small dataset, given the number of times partici-
pants might be interviewed.

Step 3: approaching data collection: asking the same or
different questions

One of the key considerations when conducting subse-
quent interviews in LQR is deciding on what questions
will be asked at each time point. Holland et af’ suggested
two approaches: one involves researchers asking the
same set of questions at each time point, thus facilitating
close mapping of the data at all time points. The second
involves anchoring data collection on specific topics of
interest which in turn may mean asking the same and/
or different questions related to these topics. The reason
for this is that some questions will only be relevant at
particular time points. This will be especially relevant for
researchers conducting interviews around key events, as
described earlier. For example, in interviews with patients
with limiting illness over 18 months, Worth et al covered
the majority of the same topics at all time points (eg,
patients’ needs) while also asking some questions only at
particular time points (eg, about illness history at inter-
view one only).* In contrast, Lester et alused two different
topic guides and asked different questions at each time
point."” Researchers need to consider whether and how
participants may be encouraged to discuss change in
their lives. Here, we outline three approaches for doing
this. One approach may involve providing a participant
with a summary of a previous interview at the beginning
of each interview.?” This may be useful in providing a
starting point for the subsequent interview and can be
an example of member checking, an approach used to
enhance trustworthiness of qualitative data.”® However,
care must be taken when preparing such a summary
as researchers could inadvertently impose their inter-
pretations of the previous interview, thus distorting the
participant’s story and affecting how they approach the
subsequent interview. An approach facilitating a dialogue
where a researcher summarises the previous interview(s)
while inviting participants’ views on it might be more
constructive. Such an approach can provide an oppor-
tunity for participant reflection and enhance analysis
(see step 4). A second approach may involve focusing
the summary on more factual events, thus acting as a
reminder of when the last interview took place. A third
approach may be to encourage participants to reflect on
any changes they have witnessed in their lives. Researchers
may want to ask participants directly whether they have
experienced any changes in their lives, as well as what
remained the same, and more importantly, how they feel
about it. For example, Lawton et al used this approach
when studying the experiences of patients with diabetes

transitioning from specialist care to primary care. They
encouraged participants to reflect on any changes related
to their contact with diabetes services and HCPs since
their last interview, as well as their understandings of why
their service contact had changed over time.*’

Step 4: planning and conducting the analysis, and writing-up
findings

When planning and conducting analysis in LQR, the
researchers should consider (1) aims and questions that
guide the analysis, (2) which approach to the analysis and
writing up is appropriate for the research questions and
objectives, and (3) practicalities involved in the analysis.

Aims and questions guiding LQR analysis

As the main aim of LQR s to identify change and continuity
over time in phenomena of interest, the analysis needs to
focus on exploring and identifying sow and why change
occurs or not over the study period. The analysis may also
aim to identify different types of change. Researchers
may want to explore the types of change proposed by
Lewis’: individual, service, policy and structural; narrative
(ie, ‘unfolding of individual stories’); participant’s rein-
terpretations (ie, ‘rethinking or retelling of experiences
described earlier’); and researcher’s reinterpretations
(eg, of what the participant described earlier). It is also
important to identify when and why change is absent, and
what remains stable and consistent and why.

Asking different types of questions of the data can
help guide the analysis. Researchers need to relate to the
research aims and questions, explore the different types
of change and strive for a comprehensive understanding
of the dataset, including how the analytical categories and
codes relate to each other. For example, Saldana’ suggests
using three types of questions to facilitate the analytical
process: framing questions to capture the context and
influences (eg, what contextual and intervening condi-
tions appear to influence and affect participant changes
through time?); descriptive questions to capture infor-
mation to help answer questions (eg, what happens,
increases or emerges through time?); and analytical
and interpretive questions to integrate the descriptive
and framing information (eg, which changes interrelate
through time?).

Approaches to analysis

After deciding on research question/aims and the data
collection methods, researchers need to select an appro-
priate analytical approach. They may want to consider
two common approaches (or a combination of both)
commonly described: (1) recurrent cross-sectional (ie,
comparing multiple time points) and (2) trajectory or
longitudinal (ie, identifying development or narratives
over time).'? 12 Using a theoretical approach/frame-
work may help decide on the approach to analysis and
presentation of findings*; for example, Murphy et al used
the normalisation process theory constructs to structure
the coding framework in their longitudinal study of the
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implementation of remote consultations in primary care
during the COVID-19 pandemic.

Recurrent cross-sectional analysis focuses on changes and
themes at different time points at the level of the whole
sample.*? ' In this approach, each round of data analysis
explores a particular moment in time, but it should also
aim to capture the temporal aspect and change between
time points. Helpful approaches include thematic anal-
ysis (especially when the codes used capture aspects of
change/stability) and framework-based analysis (eg,
charting themes per time points). The strength of the
recurrent cross-sectional approach is in that it enables
a comparison and identification of patterns across the
whole sample and that it often remains grounded in the
data. The drawback may be difficulty in capturing indi-
vidual narratives over time,” which in turn may result in
a description of each time point rather than an under-
standing of change.*

Trajectory or longitudinal analysis focuses on change of
individuals or groups to identify trajectories of change
over time."? It needs to include the same participants
at different time points and can be facilitated by devel-
oping ‘case’ summaries or narratives that capture the
changes and key themes across time for each participant.
IPA might be particularly suitable to this approach, and
a framework analysis may also be useful to identify the
types of trajectories for subgroups of participants. The
trajectory approach enables capturing and presenting the
temporality of data, but it can be more difficult to capture
and present patterns across the sample. With complex
LQR datasets, combining cross-sectional and trajectory
approaches and multiple types of analysis may be needed
to capture the various aspects of the data.”

Writing up the findings

As writing up the findings can form a part of, or refine,
the analysis in qualitative research, it may be helpful
to consider the analytical approach together with an
approach to presenting the findings. Farr and Nizza'®
identified two common approaches to presenting the
findings in longitudinal IPA papers, which may be rele-
vant to other methodologies as well.

In the ‘themes tied to time points’ approach, each
theme captures a time point or stage and includes a
description of all aspects of the participants’ experiences
relevant to that time point. In other words, each theme
illustrates the different experiences apparent at each time
point that contribute to the overall process of change/
transition over time (eg, pre-event and postevent). There-
fore, different themes could be identified at different
time points. This approach may help present findings
from the recurrent cross-sectional analysis. For example,
Smith described women’s transitions to motherhood at
different time points during pregnancy and after giving
birth, with themes such as ‘Early pregnancy: adjustment
and uncertainty’.'®

In the ‘themes spanning time’ approach, the findings
are presented in one set of themes with each theme

describing change over time. It may be that the focus is on
a subset of themes to allow for including a more nuanced
and in-depth account of change and commonalities and
differences between participants. This approach may
help present findings from the trajectory/longitudinal anal-
ysis and include descriptions of ‘cases’ or groups/types
of trajectories. Most studies in primary care presented
in table 1 used this approach; for example, Lawton et al
captured the changes over time in patients’ perceptions
and experiences of transitions from secondary to primary
diabetes care within themes, such as ‘Practice-based care:
a mixed blessing’.*’

A combined approach is also possible, such as with
one theme that is divided into time points and other
themes which span time. For example, Murphy et af”’ first
summarised the changes over time during the transition
to remote consulting and then used theoretical concepts
to describe different types of changes. In all approaches
it can help to present a single case and then highlight
similarities and differences with other participants, label
the quotes to indicate the participant and time point, and
use paired quotes from the same participant that show
change/progression (eg, before and after)”” (eg, see
Lester et al').

Practical considerations

With LQR analysis, researchers need to carefully think
through and plan how to best manage the practical
aspects of the analysis. First, this involves data manage-
ment—LQR often generates large amounts of data over
a prolonged period, so thoughtful, consistent and secure
data management is critical. Researchers should plan
consistent record-keeping (eg, labelling the interviews,
researchers involved, recording summaries and reflec-
tions) and data anonymisation processes (eg, when and
how it should occur) to allow engagement with partici-
pants over longer time while protecting their identities.
It may help to record other relevant details to inform the
analysis and interpretation, especially at later stages and
in longer studies. These may include contextual details,
such as records of events, changing policies, media stories,
etc, which are relevant to the research topic. Agreeing a
consistent approach to note-taking and researcher reflex-
ivity can help capture, access and use the researchers’
reflections and reinterpretations over time.

Second, it is important to plan when the analysis takes
place (eg, after each interview, sets of interviews, time
points, at the end), what tools and strategies are used to
manage the process and the amount of data, and who is
involved. For example, Lewis’ describes using different
types of analysis at different points: summarising each
interview after the interview within a framework organ-
ised by key themes (cross-sectional analysis) and devel-
oping ‘whole case’ summaries (a narrative analysis)
after a number of interviews. Similarly, Thompson and
Holland” describe a provisional analysis after each
interview focused on processual features (eg, structure
and absences), substantive content and researcher’s
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reflections; then after a few interviews writing a ‘summary
narrative’ for each location, identifying local themes and
‘case profiles’, and tracing changes and continuities in
the individual narratives over time. Summarising and
conducting a provisional analysis after each interview can
help inform future data collection and make incremental
progress with the analysis. Analysing the whole dataset at
alater or the end stage of the study may be overwhelming
when faced with a large dataset but may also enable more
global, holistic meaning-making through an immersive
and intense analysis of the whole dataset (rather than
small ‘chunks’ of the data). Working with bigger datasets
or longer studies often requires a team-based approach
with different researchers contributing to different parts
of the study and analytical process, which highlights
the need for planning and consistency of the aspects
discussed previously.

Finally, researchers need to consider the implications
of the sampling on analysis and data management. Overly
heterogeneous samples add complexity as compari-
sons could be made not only between participants and
time points but also between groups of participants.
For example, Calman et al* describe the challenges of
analysing data from patients with different types of cancer
and trying to identify common trajectories. Analysing data
from multiple types of health professionals or patients
can make it more difficult to identify common trajectories
than when focusing the data collection and analysis on a
more homogeneous group from the outset. However, the
differences between subgroups of participants may only
become apparent during data collection and analysis. In
this case, the use of frameworks can help with analysing
and comparing data between groups of participants.

CONDUCTING ETHICAL LQR IN PRIMARY CARE

LQR is subject to the same ethical concerns and consid-
erations as qualitative research. However, given the
immersive and prolonged nature of the approach, there
may be more opportunities for ethical complications to
arise. LQR has the potential to affect participants and
researchers in particular ways that warrant special consid-
eration. Care must be taken to avoid undue intrusion
into people’s lives and to minimise the distortion of the
experience being researched.”” Some ethical issues may
take on a particular salience when LQR is conducted by
clinicians-as-researchers in primary care, so it is vital that
they understand and plan for how to mitigate these issues.

Issues of confidentiality and consent

Collecting data at multiple time points generates more
data, and the amount and depth of data generated
means that participants may be more readily identifi-
able, particularly in research within organisations or
with discrete populations such as primary care, where
patients may be more identifiable to clinicians than in
other settings. Participants must be made aware of this
and informed about how researchers will protect their

privacy and confidentiality. As such, consent must be
seen as an ongoing iterative process,” * with researchers
informing participants of changes to the study or new
developments as the research progresses to ensure their
consent is always informed. Study materials should be
clear, easy to follow, and prepared or reviewed by stake-
holders, including patient and public involvement (PPI)
contributors to ensure that they are sufficiently informa-
tive and acceptable to potential participants. They should
provide comprehensive information about how the large
volume of data will be securely stored and used in the
research. Each time data is collected; participants must
be informed of their right to withdraw from the study
without their healthcare or rights being affected. In some
instances, they may also need to be informed that data
that have already been published cannot be withdrawn.

Establishing, maintaining and ending research relationships
Rapport building is an important part of any relation-
ship between researchers and participants. Deepening
relationships based on trust and familiarity invariably
enrich the data and offer opportunities for producing
a more complete analysis.'”” In LQR, researchers need
to take care to ensure that relationships with partici-
pants do not become exploitative® and that appropriate
boundaries are maintained. Clinician-researchers may
find that disclosing their clinical status facilitates rapport-
building and interviewing their own patients, with whom
they have already established a rapport, may increase
research participation, particularly among ‘seldom
heard’ groups.”’ However, as patients may feel obliged to
take part in research conducted by their clinician, it is
important that invitations are made through a third party
rather than by the clinician themselves.

There is potential for ‘blurred lines’ between partici-
pants and researchers to occur due to increasing famil-
iarity and the repeated interactions that characterise
LQR. For instance, Calman et al* found that the partic-
ipants in their LQR study turned to researchers for
information or advice about their diagnoses. This may
particularly apply in LQR in primary care with clini-
cians as researchers and highlights the need to have a
plan in place to deal with such occurrences. We suggest
that primary care researchers can develop and maintain
appropriate boundaries with clear information, discus-
sions and reminders of the researchers’ role, and clarity
over what they can and cannot offer participants. It is the
researcher’s responsibility to ensure that they maintain
appropriate professional boundaries and that partici-
pants remain safe. They might do this by acknowledging
their dual role as clinician and researcher upfront, then
explaining that offering medical advice in a research
context is inappropriate, so patients should seek advice
from their own clinician for any medical issues they face.
Conversely, Hoddinott, a general practitioner (GP),
suggests clinicians can offer advice, but that they should
tell participants to raise their questions at the end of the
interview.”'
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A common ethical concern for qualitative research rela-
tionships is the disparity of power between researchers
and participants, with power being presumed to sit with
researchers and particularly clinicians-as-researchers.
However, Christensen® argues that power does not reside
with the people but is embedded in the research process
and can be negotiated. By its nature, LQR offers multiple
opportunities to negotiate power and to minimise its
impact on the research participants and process. To that
end, researchers should carefully document the impact of
relationships on the research and participants.” This will
provide opportunities to reflect on and address power
imbalances, in addition to providing helpful context for
understanding the data. Issues of power may not always
be a concern—for example, in the case of a GP inter-
viewing GPs. Literature on this suggests that being a GP
and having insider knowledge facilitates the research
process and enrichens the data.”® It has been suggested
that this is because of a shared knowledge and shared
common experience. However, we would caution against
presuming that sharing an experience is synonymous with
sharing the same perspective. Researchers must set aside
their prior assumptions and ask participants to explain
what they assume to be shared assumptions. This may also
help to overcome subsequent potential biases that might
arise in analysis.

Participant attrition in LQR can be associated with
power disparities, lack of rapport between researchers
and participants, participant characteristics (eg, cogni-
tive decline) or participation fatigue (including because
of repetitious questions). As discussed in step 2, attrition
needs to be considered when designing the research, and
attempts to mitigate its impact should be implemented."”
Establishing good rapport between researchers and
participants may decrease the likelihood of participant
attrition.”® Efforts to do this need also to be considered in
the design stage and decisions over whether participants
interact with the same or various researchers need to be
made. This is particularly important as there is also more
chance of researcher attrition, given the length of LOR
projects,* so teams should consider how to manage rela-
tionships with participants in the event of a researcher
leaving midway through a project.

Equally, thought needs to be given to ending research
relationships in LQR in a way that is satisfying for the
participants. This needs to be managed from the outset
by giving participants clear information about how many
interactions they can expect to have with the research
team. It may be appropriate to offer participants an
opportunity to debrief at the end of the study to discuss
their experience of the research and provide a defined
endpoint.* This opportunity to debrief may be partic-
ularly important if the research has been conducted
by a clinician based in the patients’ general practice,
where there is potential for them to see each other
outside of the research context. In this case, clinician—
researchers should discuss the participants’ feelings
about seeing them in their general practice and whether

it is appropriate to make an appointment with them in
future.

Emotional implications for participants and researchers
Consideration about the emotional implications of taking
part in LQR is particularly important as the nature of
the study design means that participants may be invited
to discuss stressful, distressing or sensitive topics repeat-
edly over a period of time. Ethics committees may be
concerned about the impact of asking people to discuss
sensitive issues,” when discussing their experiences with
a researcher may actually be cathartic.”® In fact, LQR may
offer more opportunities for catharsis than those found
in other types of qualitative design. Murray et al*® found
that participants wanted to talk about sensitive issues, like
death and dying, that they sometimes found it easier to
talk to a researcher, and that talking in research settings
made it easier for them to discuss these issues with friends
and family.

LQR also has emotional implications for researchers® —
even reading transcripts can provoke an emotional reac-
tion.” Prolonged interactions with participants and data,
particularly on sensitive or distressing topics, may exacer-
bate emotional reactions. Equally, researchers working with
participants who might die during the course of the study
(eg, Nissim et al's study on desire for hastened death®)
need to have a plan in place to deal with potential feelings
of grief and loss. With all these risk factors, researchers may
be at increased risk of burnout or ‘researcher saturation””
in LQR, given the sustained nature of their involvement
in the research. Researcher saturation may manifest as
headaches, anxiety and distress™ and may be the result of
inappropriate management of emotional tension. Those
involved in longitudinal studies on sensitive or distressing
topics, in which they are repeatedly exposed to traumatic
stories, may be most at risk. It is worth remembering that
distressing data can affect anyone who interacts with
it, including researchers, but also transcriptionists. In
designing LOR, researchers have a responsibility to miti-
gate risk for everyone involved in the study, from partici-
pants to junior research assistants to typists.

Parker and O’Reilly” propose a framework for
managing ethical risk. It involves raising awareness
among the research community about the impact of qual-
itative research on researchers. Although it is not specific
to LOR, it certainly is applicable, particularly in primary
care, where it may be assumed that the skills associated
with qualitative interviewing are similar to clinical inter-
viewing in consultations.” It calls for specialist training for
researchers to help them appraise, identify and manage
risk. It also highlights the importance of transparent risk
assessment by institutions and calls for teams to adopt
a collaborative approach, ensuring researchers have an
established support network and access to confidential
spaces for debriefing.

Ethical conduct must be iterative and reflexive
Like all qualitative research, the emergent and itera-
tive nature of LQR studies in primary care means that
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ethical issues cannot be entirely predicted. Therefore,
it is important that researchers approach ethical risk
assessment in qualitative research as a reflexive and iter-
ative process.*' This applies equally to LQR. Teams must
have explicit processes in place to increase the chances
of ethical concerns being addressed before they have
an adverse effect on participants. PPI can ensure that
researchers are aware of the scope and range of possible
ethical issues that may arise in their research.* Reflex-
ivity, the consideration of the impact of the researcher on
the researched,” is an important practice in all aspects
of LOQR. Self-awareness and reflection throughout can
prevent ethical quandaries from arising and can mini-
mise the researcher’s impact on the research process.

CONTRIBUTION TO FAMILY MEDICINE AND COMMUNITY

HEALTH RESEARCH

Throughout the previous sections, we have described
how LOR could be used to study change and continuity
in healthcare, drawing on examples from primary and
community care. In this section, we make a further case
for how LQR can be a valuable approach in family medi-
cine and community health research. We summarise five
potential contributions of LQR and its relevance to these
fields.

Exploring views and experiences of a variety of participants
over time

Exploring views and experiences of participants over time
is one of the most commonly used and suggested uses of
LOQR, which can be invaluable in family medicine. First,
following patients’ and/or carers’ experiences of health
and care in primary and community settings can aid in
identifying what matters to them over time and in recog-
nising their (changing) needs.'” Previous studies have
explored patients’ and/or carers’ changing experiences
of different conditions, including diabetes,44 chronic
obstructive pulmonary disease® or heart failure.*
Second, LQR can be used to study HCPs’ views and expe-
riences within their work context. It can be useful in iden-
tifying professionals’ (changing) views, experiences of
how they deliver care or the challenges they face. Third,
LOR can be used to study experiences of other key actors
in family medicine, such as policy makers responsible for
designing or commissioning primary care services."’

Following participants through important transitions

LOR may also be useful when following participants
through important transitions and exploring how they
adjust, make sense of and manage them.”* For patients,
this may mean following them through transitions related
to their health and healthcare use, and identifying key
barriers and facilitators they face when transitioning
through services (eg, see Lester et al and Lawton et al
in table 1)."” * Transitions, such as changing jobs or
progressing through career pathways, can also be a useful

lens when studying HCPs’ experiences (eg, Gordon et

al’y.

Studying implementation of new practices, processes or
interventions

LQR can also be used to study the process of imple-
menting new practices, processes or interventions along-
side clinical trials, as well as in routine clinical care,5 thus
highlighting barriers and facilitators to embedding new
processes, practices or interventions at different stages.
Qualitative methods are now a well-recognised way of
studying implementation of interventions alongside eval-
uative studies (also known as process evaluation®®) and
in service evaluations; they can contribute to an under-
standing of what is implemented and how, how an inter-
vention produces change, and how context can affect
implementation and outcomes of an intervention.™
However, the longitudinal design is still not widely used,
including in family medicine. Studies which used it high-
lighted the benefits of doing so, including more dynamic
understandings of key barriers and facilitators to imple-
mentation of new processes,?’0 and whether and how
these barriers and facilitators may be specific to different
stages of the project.”’

Exploring the importance of historical change and/or the
macro context on individuals’ lives

As highlighted by Holland,” LQR can also contribute to
studying change at a historic level, and the relationship
between micro, meso and macro dimensions can be very
helpful when illuminating the relationship between indi-
vidual experiences and social change." The COVID-19
pandemic can be one example of such historical change,
which may be of relevance for studying both patients’
and HCPs’ experiences (eg, studies by Murphy et a’ or
Guzman et al"). These studies can highlight how external
events may affect both patients’ and HCPs’ experiences
of receiving and delivering care, and how LQR is able to
capture participants’ evolving experiences in relation to
historical change.

Developing a deeper understanding of phenomena under
study

Collection of data over time can also contribute to
building a theoretical model by gaining a more in-depth
understanding of phenomena of interest. For example,
Smith'® highlighted the value of longitudinal interviews
in gaining a detailed insight of women’s experiences
during and after pregnancy, which led to developing a
theoretical model of women'’s transition to motherhood.'®
Equally, doing numerous interviews not only can illumi-
nate the process of change but also, through building
better rapport with participants, can facilitate collection
of more detailed data."’

10

Wanat M, et al. Fam Med Com Health 2021;9:e001283. doi:10.1136/fmch-2021-001283



CONCLUSIONS

LOR has much to offer family medicine and community
health: allowing exploration of views and experiences of
a variety of participants over time; following participants
through important transitions; studying implementation
of new practices, processes or interventions; exploring
the importance of historical change and/or the macro
context on individuals’ lives; and developing a deeper
understanding of phenomena under study. While a lot
of attention has been paid to using LOR when studying
patients’ and/or carers’ experiences, we highlight its
value when studying a variety of actors relevant to family
medicine, including HCPs and policy makers. By intro-
ducing the readers to some of the key considerations
related to planning, conducting and analysing LQR in
family medicine and community health, we hope it will
help the primary care community to use this approach
and lead to the conduct of high-quality research and,
consequently, improved healthcare.

Contributors MW conceived the study and led the drafting the manuscript. A-MB
conceived the study and drafted the manuscript. AJB drafted the manuscript. All
authors critically revised the manuscript for important intellectual content. The
corresponding author attests that all listed authors meet authorship criteria and that
no others meeting the criteria have been omitted. MW is a guarantor of the study.

Funding MW received funding from EU Horizon 2020 Research and Innovation
programme (grant agreement number 101003589). A-MB is funded through her
post as director of the Postgraduate Certificate in Qualitative Health Research
Methods at the University of Oxford (no grant number). AJB’s post has been funded
by a research grant from the Economic and Social Research Council through the
Antimicrobial Resistance Cross Council Initiative (reference: ES/P008232/1).

Competing interests None declared.

Patient consent for publication Not applicable.

Provenance and peer review Not commissioned; externally peer reviewed.
Data availability statement No data are available.

Open access This is an open access article distributed in accordance with the
Creative Commons Attribution Non Commercial (CC BY-NC 4.0) license, which
permits others to distribute, remix, adapt, build upon this work non-commercially,
and license their derivative works on different terms, provided the original work is
properly cited, appropriate credit is given, any changes made indicated, and the use
is non-commercial. See: http://creativecommons.org/licenses/by-nc/4.0/.

ORCID iD
Marta Wanat http://orcid.org/0000-0002-0163-1547

REFERENCES

1 Neale B. The craft of qualitative longitudinal research: the craft of
researching lives through time. London: SAGE, 2021.

2 Pope C, Ziebland S, Mays N. Qualitative research in health care.
analysing qualitative data. BMJ 2000;320:114.

3 Holland J, Thomson R, Henderson S. Qualitative longitudinal
research: a discussion paper. London: London South Bank
University, 2006.

4 Calman L, Brunton L, Molassiotis A. Developing longitudinal
qualitative designs: lessons learned and recommendations for health
services research. BMC Med Res Methodol 2013;13:1-10.

5 Lewis J. Analysing qualitative longitudinal research in evaluations.
Social Policy and Society 2007;6:545-56.

6 Epstein TS. Mysore villages revisited Chronicling cultures: long-term
field research in anthropology. Walnut Creek, CA: AltaMira, 2002.

7 Saldafa J. Longitudinal qualitative research: analyzing change
through time. Rowman Altamira, 2003.

8 Timescapes: living a qualitative longitudinal study. Qualitative
Archives and Biographical Research Methods 2011;12.

9

22

23

24

26

27

28

29

30

31

32

33

34

Thomson R, Holland J. Hindsight, foresight and insight: the
challenges of longitudinal qualitative research. Int J Soc Res
Methodol 2003;6:233-44.

Saldana J. Analyzing longitudinal qualitative observational data.

In: Handbook of longitudinal research: Design, measurement, and
analysis, 2008: 297-311.

Hermanowicz JC. The longitudinal qualitative interview. Qual Sociol
2013;36:189-208.

Grossoehme D, Lipstein E. Analyzing longitudinal qualitative data: the
application of trajectory and recurrent cross-sectional approaches.
BMC Res Notes 2016;9:1-5.

Murray SA, Kendall M, Carduff E, et al. Use of serial qualitative
interviews to understand patients’ evolving experiences and needs.
BMJ 2009;339:b3702.

Reicher S. Against methodolatry: some comments on Elliott, Fischer,
and Rennie. Br J Clin Psychol 2000;39:1-6.

Farr J, Nizza |E. Longitudinal interpretative phenomenological
analysis (LiPA): a review of studies and methodological
considerations. Qual Res Psychol 2019;16:199-217.

Elberg Dengse K, Tjernhej-Thomsen T, Oksbjerg Dalton S, et al. It's
all about the CA-19-9. a longitudinal qualitative study of patients'
experiences and perspectives on follow-up after curative surgery
for cancer in the pancreas, duodenum or bile-duct. Acta Oncol
2019;58:642-9.

Ellis J, Brearley SG, Craven O, et al. Understanding the symptom
experience of patients with gastrointestinal cancers in the first year
following diagnosis: findings from a qualitative longitudinal study. J
Gastrointest Cancer 2013;44:60-7.

Smith JA. Identity development during the transition to motherhood:
an interpretative phenomenological analysis. J Reprod Infant Psychol
1999;17:281-99.

Lester H, Khan N, Jones P, et al. Service users' views of moving

on from early intervention services for psychosis: a longitudinal
qualitative study in primary care. Br J Gen Pract 2012;62:e183-90.
Gordon L, Jindal-Snape D, Morrison J, et al. Multiple and
multidimensional transitions from trainee to trained doctor:

a qualitative longitudinal study in the UK. BMJ Open
2017;7:e018583.

Namukwaya E, Murray SA, Downing J, et al. 'l think my body

has become addicted to those tablets'. chronic heart failure
patients' understanding of and beliefs about their iliness and its
treatment: a qualitative longitudinal study from Uganda. PLoS One
2017;12:e0182876.

Nissim R, Gagliese L, Rodin G. The desire for hastened death in
individuals with advanced cancer: a longitudinal qualitative study.
Soc Sci Med 2009;69:165-71.

Neale B, Henwood K, Holland J. Researching lives through time:

an introduction to the timescapes approach. Qualitative Research
2012;12:4-15.

Blackburn S, McLachlan S, Jowett S, et al. The extent, quality and
impact of patient and public involvement in primary care research: a
mixed methods study. Res Involv Engagem 2018;4:1-18.

Sullivan CM, Rumptz MH, Campbell R, et al. Retaning participants in
longitudinal community research: a comprehensive protocol. J App/
Behav Sci 1996;32:262-76.

Worth A, Irshad T, Bhopal R, et al. Vulnerability and access to

care for South Asian Sikh and Muslim patients with life limiting
illness in Scotland: prospective longitudinal qualitative study. BMJ
2009;338:b183.

Hewett R. Recruiting and retaining participants in a longitudinal
qualitative study. SAGE Publications Ltd, 2017.

Harvey L. Beyond member-checking: a dialogic approach to the
research interview. Int J Res Method Educ 2015;38:23-38.

Lawton J, Rankin D, Peel E, et al. Patients' perceptions and
experiences of transitions in diabetes care: a longitudinal qualitative
study. Health Expect 2009;12:138-48.

Linmans JJ, van Rossem C, Knottnerus JA, et al. Exploring the
process when developing a lifestyle intervention in primary care for
type 2 diabetes: a longitudinal process evaluation. Public Health
2015;129:52-9.

Hoddinott P, Pill R. Qualitative research interviewing by general
practitioners. a personal view of the opportunities and pitfalls. Fam
Pract 1997;14:307-12.

Christensen PH. Children’s participation in ethnographic research:
Issues of power and representation. Child Soc 2004;18:165-76.
Chew-Graham CA, May CR, Perry MS. Qualitative research

and the problem of judgement: lessons from interviewing fellow
professionals. Fam Pract 2002;19:285-9.

Steinhauser KE, Clipp EC, Hays JC, et al. Identifying, recruiting, and
retaining seriously-ill patients and their caregivers in longitudinal
research. Palliat Med 2006;20:745-54.

Wanat M, et al. Fam Med Com Health 2021;9:001283. doi:10.1136/fmch-2021-001283

11


http://creativecommons.org/licenses/by-nc/4.0/
http://orcid.org/0000-0002-0163-1547
http://dx.doi.org/10.1136/bmj.320.7227.114
http://dx.doi.org/10.1186/1471-2288-13-14
http://dx.doi.org/10.1017/S1474746407003880
http://dx.doi.org/10.17169/fqs-12.3.1729
http://dx.doi.org/10.17169/fqs-12.3.1729
http://dx.doi.org/10.1080/1364557032000091833
http://dx.doi.org/10.1080/1364557032000091833
http://dx.doi.org/10.1007/s11133-013-9247-7
http://dx.doi.org/10.1186/s13104-016-1954-1
http://dx.doi.org/10.1136/bmj.b3702
http://dx.doi.org/10.1348/014466500163031
http://dx.doi.org/10.1080/14780887.2018.1540677
http://dx.doi.org/10.1080/0284186X.2018.1562212
http://dx.doi.org/10.1007/s12029-012-9443-9
http://dx.doi.org/10.1007/s12029-012-9443-9
http://dx.doi.org/10.1080/02646839908404595
http://dx.doi.org/10.3399/bjgp12X630070
http://dx.doi.org/10.1136/bmjopen-2017-018583
http://dx.doi.org/10.1371/journal.pone.0182876
http://dx.doi.org/10.1016/j.socscimed.2009.04.021
http://dx.doi.org/10.1177/1468794111426229
http://dx.doi.org/10.1186/s40900-018-0100-8
http://dx.doi.org/10.1177/0021886396323002
http://dx.doi.org/10.1177/0021886396323002
http://dx.doi.org/10.1136/bmj.b183
http://dx.doi.org/10.1080/1743727X.2014.914487
http://dx.doi.org/10.1111/j.1369-7625.2009.00537.x
http://dx.doi.org/10.1016/j.puhe.2014.11.004
http://dx.doi.org/10.1093/fampra/14.4.307
http://dx.doi.org/10.1093/fampra/14.4.307
http://dx.doi.org/10.1002/chi.823
http://dx.doi.org/10.1093/fampra/19.3.285
http://dx.doi.org/10.1177/0269216306073112

35

36

37

38

39

40

Mclintosh MJ, Morse JM. . institutional review boards and the ethics
of emotion. Qualitative inquiry and social justice 2009:81-107 https://
www.researchgate.net/publication/286439312_Institutional_Review_
Boards_and_the_Ethics_of_Emotion

Carter SM, Jordens CFC, McGrath C, et al. You have to make
something of all that rubbish, do you? an empirical investigation

of the social process of qualitative research. Qual Health Res
2008;18:1264-76.

Dickson-Swift V, James EL, Kippen S, et al. Doing sensitive research:
what challenges do qualitative researchers face? Qualitative
Research 2007;7:327-53.

Undertaking sensitive research: issues and strategies for meeting the
safety needs of all participants. forum qualitative Sozialforschung/
Forum: qualitative social research 2001.

Wray N, Markovic M, Manderson L. "Researcher saturation": the
impact of data triangulation and intensive-research practices on

the researcher and qualitative research process. Qual Health Res
2007;17:1392-402.

Parker N, O'Reilly M. “We are alone in the house”: a case

study addressing researcher safety and risk. Qual Res Psychol

44

45

46

47

48

49

Peel E, Douglas M, Lawton J. Self monitoring of blood glucose

in type 2 diabetes: longitudinal qualitative study of patients'
perspectives. BMJ 2007;335:493.

Pinnock H, Kendall M, Murray SA, et al. Living and dying with
severe chronic obstructive pulmonary disease: multi-perspective
longitudinal qualitative study. BMJ 2011;342:d142.

Boyd KJ, Worth A, Kendall M, et al. Making sure services deliver for
people with advanced heart failure: a longitudinal qualitative study
of patients, family carers, and health professionals. Palliat Med
2009;23:767-76.

Checkland K, McDermott I, Coleman A, et al. Complexity in the new
NHS: longitudinal case studies of CCGs in England. BMJ Open
2016;6:010199.

Moore GF, Audrey S, Barker M, et al. Process evaluation of
complex interventions: medical research council guidance. BMJ
2015;350:h1258.

Laing L, Salema N-E, Jeffries M, et al. Understanding the
implementation and medium-longer term sustainability of the primary
care prescribing safety intervention, pincer: preliminary results from
a longitudinal process evaluation. International Journal of Pharmacy
Practice 2021;29:i8-9.

10341 _ 50 Murphy M, Scott LJ, Salisbury C, et al. Implementation of remote
2013;10:341-54. consulting in UK primary care following the COVID-19 pandemic: a
41 Morse JM, Niehaus L, Varnhagen S, et al. Qualitative researchers’ NSUlting | primary car wing the p. : ic:
o . ) . e . mixed-methods longitudinal study. Br J Gen Pract 2021;71:e166-77.
conceptualizations of the risks inherent in qualitative interviews! 51 Guzman V, Foley R, Pertl M, et al. Well-Being, interventions
International Review of Qualitative Research 2008;1 :195—215. _ and support during epidemics (wise): protocol for a qualitative
42 Crocker JC, Rees S, Locock L, et al. Developing a patient and public longitudinal study of older adults' experiences during COVID-19.
involvement intervention to enhance recruitment and retention in UK HRB Open Res 2021;4:22.
surgical trials (PIRRIST). Int J Surg 2016;36:5140-1. 52 Murray SA, Boyd K, Kendall M, et al. Dying of lung cancer or cardiac
43 Finlay L. "Outing" the researcher: the provenance, process, and failure: prospective qualitative interview study of patients and their
practice of reflexivity. Qual Health Res 2002;12:531-45. carers in the community. BMJ 2002;325:929.
12 Wanat M, et al. Fam Med Com Health 2021;9:e001283. doi:10.1136/fmch-2021-001283


https://www.researchgate.net/publication/286439312_Institutional_Review_Boards_and_the_Ethics_of_Emotion
https://www.researchgate.net/publication/286439312_Institutional_Review_Boards_and_the_Ethics_of_Emotion
https://www.researchgate.net/publication/286439312_Institutional_Review_Boards_and_the_Ethics_of_Emotion
http://dx.doi.org/10.1177/1049732308321753
http://dx.doi.org/10.1177/1468794107078515
http://dx.doi.org/10.1177/1468794107078515
http://dx.doi.org/10.1177/1049732307308308
http://dx.doi.org/10.1080/14780887.2011.647261
http://dx.doi.org/10.1525/irqr.2008.1.2.195
http://dx.doi.org/10.1016/j.ijsu.2016.11.045
http://dx.doi.org/10.1177/104973202129120052
http://dx.doi.org/10.1136/bmj.39302.444572.DE
http://dx.doi.org/10.1136/bmj.d142
http://dx.doi.org/10.1177/0269216309346541
http://dx.doi.org/10.1136/bmjopen-2015-010199
http://dx.doi.org/10.1136/bmj.h1258
http://dx.doi.org/10.1093/ijpp/riab016.010
http://dx.doi.org/10.1093/ijpp/riab016.010
http://dx.doi.org/10.3399/BJGP.2020.0948
http://dx.doi.org/10.12688/hrbopenres.13231.2
http://dx.doi.org/10.1136/bmj.325.7370.929

	Value, challenges and practical considerations when designing, conducting and analysing a longitudinal qualitative study in family medicine
	Abstract
	Introduction: what is longitudinal qualitative research (LQR)?
	LQR and primary care
	Steps for designing, conducting and analysing LQR
	Step 1: deciding on the length of data collection and timing and number of interviews
	Length of data collection
	Timing and spacing of interviews
	Approach 1: data collection around researcher-led events
	Approach 2: data collection around participant-led events
	Approach 3: data collection based on pre-established, regular intervals

	Number of interviews

	Step 2: planning recruitment: attrition versus oversampling
	Step 3: approaching data collection: asking the same or different questions
	Step 4: planning and conducting the analysis, and writing-up findings
	Aims and questions guiding LQR analysis
	Approaches to analysis
	Writing up the findings
	Practical considerations


	Conducting ethical LQR in primary care
	Issues of confidentiality and consent
	Establishing, maintaining and ending research relationships
	Emotional implications for participants and researchers
	Ethical conduct must be iterative and reflexive

	Contribution to family medicine and community health research
	Exploring views and experiences of a variety of participants over time
	Following participants through important transitions
	Studying implementation of new practices, processes or interventions
	Exploring the importance of historical change and/or the macro context on individuals’ lives
	Developing a deeper understanding of phenomena under study

	Conclusions
	References


