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In order to design appropriate antimicrobial stewardship (AMS) programmes, it is crucial to understand chal-
lenges to tackling antibiotic resistance (AMR) specific to each healthcare setting. Antibiotic prescribing in primary
care accounts for most prescriptions with a significant proportion considered clinically inappropriate. Qualitative
research has a long history in social sciences, but its value and contribution are still contested inmedical journals
including in the AMR/AMS field. However, through its focus on understanding, meaning making and explaining,
qualitative research can offer insights in how to improve AMS efforts in primary care. This paper provides an over-
view of unique considerations, contributions and challenges related to using qualitative research in AMS to help
the AMS community new to qualitative research to utilize its potential most fully. First, we discuss specific con-
siderations for AMS in relation to the stages of conducting a qualitative study, including identifying a research
question and choosing a suitablemethodology; sampling appropriate participants; planning a recruitment strat-
egy; choosing amethod of data collection; and conducting data analysis. These are illustrated with examples of
qualitative AMS studies in primary care. Second, we highlight the importance of patient and public involvement
throughout all stages of the project and ensuring quality in qualitative AMS research. Finally, drawing on these
considerations, wemake a further case for the value and contribution of qualitative methodologies in AMS/AMR
research while outlining future directions for both AMS and qualitative research, including the need for studies
with diverse actors; interdisciplinary collaborations; and complex decisions on methodologies and timelines.

Introduction
AMS and primary care
Antimicrobial resistance (AMR) occurs naturally but has beenaccel-
erated by human factors, including poor infection control, global
travel andmisuse ofmedicines.1 The latter involves not using anti-
microbials as directed, using themwhen there is little or no benefit,
or taking thewrong kind and in inappropriate concentrations.1 AMR
has serious consequences; recent estimations show that 10million
lives a year are at threat due to the risk of drug-resistant infections
unless solutions are found to slow this process.2

While there is a need for a OneHealth approach by understand-
ing antibiotic use and preserving usefulness of antibiotics in all sec-
tors,3 it is also important to understand challenges specific to each
setting,4 including primary care. Antibiotic prescribing in primary
care accounts for most antibiotic prescribing. For example, in
England over 70% of antibiotics have been prescribed in primary
care,5 with at least 20% of all antibiotic prescriptions considered
clinically inappropriate.1 While great progress has been made in

developing and using antimicrobial stewardship (AMS) pro-
grammes in primary care,5 in order tomove the AMS field forward,
we still need to address numerous challenges and priorities, in-
cluding reducing the burden of infections, optimizing the use of
antimicrobials and developing and using (new) diagnostics, ther-
apies, vaccines and interventions.1,2 Qualitative research can
make an important contribution in addressing these.

Qualitative research and AMS
While having a long history in social sciences,6 qualitative re-
search has slowly carved a space within primary care research.
Great progress has been made in welcoming qualitative studies
in medical journals7 with some highlighting that qualitative re-
search methods are now an ‘intrinsic aspect of primary care re-
search’.8 However, as described by van den Bergh and Brink9

and by others,10,11 its place and value can still, at times, be con-
tested or simplified. For example, tensions feature in many dis-
cussions around qualitative research, such as whether

© The Author(s) 2022. Published by Oxford University Press on behalf of British Society for Antimicrobial Chemotherapy.
This is an Open Access article distributed under the terms of the Creative Commons Attribution License (https://creativecommons.org/licenses/
by-nc/4.0/), which permits unrestricted reuse, distribution, and reproduction in any medium, provided the original work is properly cited.

1 of 10

JAC Antimicrob Resist
https://doi.org/10.1093/jacamr/dlac026

JAC-
Antimicrobial
Resistance

mailto:marta.wanat@phc.ox.ac.uk
https://twitter.com/share/?text=@SKGTonkinCrine
https://twitter.com/share/?text=@BorekAleksandra
https://twitter.com/share/?text=@MartaSantillo
https://twitter.com/share/?text=@marta_wanat
https://twitter.com/share/?text=@sibylanthierens
https://twitter.com/share/?text=@ChrisColButler
https://orcid.org/0000-0002-0163-1547
https://orcid.org/0000-0001-6029-5291
https://orcid.org/0000-0002-0102-3453
https://orcid.org/0000-0003-4470-1151
https://creativecommons.org/licenses/by-nc/4.0/
https://creativecommons.org/licenses/by-nc/4.0/
https://doi.org/10.1093/jacamr/dlac026
https://academic.oup.com/


qualitative studies should offer generalizable findings,10 whether
samples should and could be representative,10 or about the value
of information on philosophical underpinnings of qualitative
studies.10 Thus, it is worth looking closely at what we mean by
qualitative research. Aspers and Corte12 highlighted the distinct-
ive features of being ‘qualitative’ as: understanding, interpret-
ation, getting close and making distinction, while Willig13

described the key features as the focus on meaning, the attempt
to describe and explain events and the need for interpretation.

Given its focus on understanding, meaning making and ex-
plaining, qualitative research can make a variety of contributions
to AMS. In this paper, we provide an overview of unique consid-
erations and challenges related to using qualitative research in
primary care AMS to help the AMS community, including clini-
cians, researchers, policymakers and commissioners, to fully util-
ize its potential in research and in translating knowledge into
policy and practice. We discuss these considerations in relation
to each stage of a qualitative study.We draw on published exam-
ples of qualitative research in primary care on AMS (which are not
exhaustive), with the aim of sharing good practice while also
highlighting areas or methods that are underutilized or need fur-
ther attention. We hope that this will provide a useful ‘how-to’
guide in applying qualitative methods for researchers new to
qualitative research in the AMS field, which in turn will encourage
them to adopt this approach or allow the AMS community to be
more confident in reading and interpreting qualitative papers. We
conclude with a discussion on quality in qualitative research, fu-
ture directions for AMS qualitative research and our recommen-
dations for taking qualitative AMS research forward.

Designing and conducting qualitative research
in AMS: important considerations
Identifying relevant research questions and choosing the
right methodology
While an epidemiological studymay assess, for example, the rate
of prescribing of antibiotics for respiratory tract infections (RTI) in
out-of-hours settings, a qualitative study may focus on explain-
ing these rates by exploring patients’ expectations when consult-
ing out-of-hours or any difficulties clinicians face in managing
patients with RTIs in out-of-hours settings. Thus, in quantitative
studies we are likely to see questions focused on ‘how many,
how much and how often?’ and in qualitative focused on ‘what,
how andwhy?’13,14 Table 1 provides various examples of research
questions in published qualitative studies on AMS and AMR in pri-
mary care.

There is a variety of methodologies andmethods that qualita-
tive research encompasses. In fact, some researchers have high-
lighted the importance of referring to different qualitative
‘methodologies’ rather than ‘methodology’13 and the need to re-
member that qualitative research is a diverse field.23 Taking a
broad-brush approach, qualitative approaches can be divided
into experiential, thus focused on understanding people’s views
and experiences, and discursive, thus interested in understanding
how language can be used to construct a particular version of
reality.24 Experiential methodologies include grounded theory,
phenomenological approaches, narrative analysis or thematic
analysis (among others), while discourse analysis and

conversation analysis fall into the latter category. These different
analytic methodologies come with unique sets of epistemologic-
al underpinnings, sampling approaches, associated methods of
data collection and analysis. While we do not attempt to describe
these differences here, and refer the readers to numerous text-
books (e.g.13,25,26), it is important to reflect how these ap-
proaches may offer different insights on AMS. Experiential
approaches can be used in variety of ways, with a focus on under-
standing people’s perceptions of an issue; for example, they can
help to understand patients’ experiences of having symptoms of
an infection, how they manage it and what triggers their help
seeking;27 or they can provide insights into patients’ experiences
of a consultation.28,29 When used in studies with healthcare pro-
fessionals (HCPs), they can highlight, for example, what HCPs

Table 1. Examples of research questions which qualitative studies may
address

Questions

Focused on patients • What are parents’ perceptions and
understanding of antibiotic use and
resistance in the context of their young
child with an acute RTI?15

• What are the factors that shape
migrants’ experiences of and attitudes
to antibiotics in primary care?16

• What are patients’ experiences of
consulting a GP in a trial for treating
acute cough?17

Focused on healthcare
professionals

• What are the views of professionals from
high-prescribing practices about uptake
and implementation of delayed
prescribing and point of care C-reactive
protein testing to reduceantibiotic use?18

• What are the specific challenges when
prescribing or dispensing antibiotics by
general practitioners and pharmacists in
out-of-hours primary care?19

• What are clinicians’ views of the
non-clinical factors that shape antibiotic
prescribing decisions for lower RTI?20

Focused on policymakers
and commissioners

• What are the experiences of
professionals from Clinical
Commissioning Groups and general
practices in England of implementing the
Quality Premium quality incentive
scheme, and their views on the Quality
Premium’s role in influencing antibiotic
prescribing?21

• What are the conditions for the
municipality chief medical officer’s
involvement in quality improvement in
general practice in relation to antibiotic
prescribing?22
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found difficult when managing infections30 or their views of AMR
and its influence on their antibiotic prescribing.31 Discursive ap-
proaches can equally be used in various ways, for example, de-
scribing and identifying interactional communication practices
of patients and clinicians during consultations in primary
care;32–34 understanding how patients may convey ‘pressure’
on clinicians to prescribe antibiotics and how clinicians react to
these pressures;35 or identifying strategies that can help clini-
cians to respond to perceived requests for antibiotics.35

While the experiential and discursive approaches bring differ-
ent perspectives and insights, these insights are often comple-
mentary. In fact, in some studies they have been combined; for
example, Cabral et al. used conversation analysis to examine
communication practices between parents and clinicians (i.e.
how they communicated with each other rather than what
they thought of this communication)33 and combined this with
an experiential approach using interviews with parents,36 sup-
ported by watching the video of their consultation.37 These stud-
ies are relatively uncommon, as they require research teams to
have expertise in distinctive approaches, but can offer powerful
complementary perspectives. Understanding the differences be-
tween differentmethodologies is key not only to ensuring that an
appropriate approach is chosen but also to expanding the reper-
toire used by primary care researchers, in general and in relation
to AMS, to study it from different angles.

Sampling and recruiting the right participants
AMS refers to efforts and approaches to support responsible use
of antibiotics, thus it is important to define target samples
carefully and purposefully. Table 2 highlights diversity of sam-
pling and recruitment strategies possible for AMS qualitative
studies. First, target populations are likely to include patients
with experience of specific infections, including lower and upper
RTIs, urinary tract infections (UTIs) or skin infections.28,37,38

Sampling here is likely to be based on their recent experience of
a consultation but may also be based on whether patients had
(or not) an antibiotic prescribed for that particular episode.15

Patients with recent experience of infections can be
identified and recruited through primary care organizations.
The heterogeneity of practices can be of importance here, based
on specific study selection criteria, such as practice population
size, patient and healthcare professional ethnic diversity, area
and individual levels of deprivation, practice geographical loca-
tion or antibiotic prescribing rates. For example, researchers
may focus on understanding challenges facing high prescribing
practices and recruit from only practices meeting this criterion;18

or they may want to understand contextual factors across low,
mediumand high prescribing practices and thus recruit froma di-
verse range of practices in relation to these criteria.30 It is import-
ant to consider these factors in the recruitment phase as they
could affect the prescription of antibiotics and patient care in
general.

Table 2. Examples of sampling and recruitment strategies in the published AMS studies in primary care

Study Research question Sampling Recruitment strategy

Van
Hecke
et al.15

What are parents’ perceptions and
understanding of antibiotic use and
resistance in the context of their young
child with an acute RTI?

Parents/carers aged 18 years; sampling
three different groups: (i) parents who did
not attend a healthcare facility; (ii)
parents who consulted in primary or
ambulatory care and were not prescribed
an antibiotic; (iii) those who consulted
and were prescribed an antibiotic

(i) recruitment via general practices:
parents to be identified during routine
consultation with either a GP or a nurse
practitioner; (ii) recruitment via parent
baby/toddler groups (researcher
attending the group); (iii) recruitment via
social media

Van der
Zande
et al.30

What are the contextual factors related to
GPs’ antibiotic prescribing behaviour in
low, high, and around the mean
(medium) prescribing primary care
practices?

Practices selected from North-West
England in either bottom 10% (low
prescribing); top 10% (high prescribing)
and around the mean of the prescribing
rate (medium prescribing); sampling
within practices focused on GPs (no
additional criteria)

(i) recruitment of practices directly by the
researchers; (ii) recruitment of practices
using Clinical Research Networks
(organizations in England facilitating
recruitment); (iii) GPs from practices also
asked to make suggestions about
potential participants

Lecky
et al.38

What are the barriers to effective
communication and antibiotic prescribing
from the perspective of patients and GPs?

Women aged .16 years with experience of
UTI in the last 12 months who consulted
a GP regarding their symptoms; GPs with
previous experience of consultations with
women who had UTI

(i) patients recruited via the PHE People’s
Panel (comprising members of the
public); (ii) GPs invited through a clinical
newsletter for the Royal College of
General Practitioners

Høye
et al.22

What are the conditions for the MCMOs’
involvement in quality improvement in
general practice in relation to antibiotic
prescribing?

MCMOs with responsibility for
communicable disease control

(i) recruitment via independent
organizations for MCMOs and the
Norwegian Community medicine
Association; (ii) attendees at biannual
conference for MCMOs

MCMOs, municipality chief medical officers.
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Second, studies can also focus more generally on patient and
public understanding of AMR and/or AMS, and on unpacking be-
liefs about benefits and harms of antibiotic use and the perceived
link between patients’ antibiotic use and resistance.15,39,40

Sampling here may involve patients with current infections (e.g.
as part of discussions about consultation experience41), but
also patients who had a (recent) experience,15,40 or no experi-
ence at all of a specific infection.42 In addition to recruitment
through general practices, members of the public can be re-
cruited through community organisations,15,29 and social media,
which could provide access to additional specific subgroups of
people. Specific recruitment strategies may need to be consid-
ered to ensure a successful recruitment of underrepresented
groups, such as those from ethnic groups or economically de-
prived areas. These strategies may involve gaining support from
leaders of community churches or relevant community organiza-
tions who can act as gatekeepers.15

Third, an important group of participants includes primary
care HCPs. This is crucial to seek their views in order to identify
their needs and support thembetter. This is also a heterogeneous
group and participants can be sampled according to their
professional role (e.g. doctors, nurses, pharmacists) but also their
prescribing capability or responsibilities (e.g. for local AMS initia-
tives, quality improvement). For example, in the UK around 30
000 nurses and 4000 pharmacists43 have the same prescribing
capability as GPs and are responsible for around 8% of all primary
care antibiotics; these roles are gradually being integrated into
primary care teams across the UK,44 and qualitative studies are
also starting to explore their views, roles and behaviours.
Fourth, AMS efforts involve policymakers and commissioners at
both local and national level21,45,46 as antibiotic prescribing is
not only influenced by individual factors but also norms and
societal beliefs, wider contextual and policy influences.46

Sampling these stakeholders, for example, has helped under-
stand how local policymakers would benefit from clearer roles
and responsibilities in order to fully contribute to AMS.22 HCPs
and policymakers can also be recruited from primary care
through directly approaching their places of work.31,46 Other
common strategies may include using professional organiza-
tions, networks and groups,45,47 using general advertising in pub-
lications or websites read/accessed by the target HCPs48 or using
informal professional networks (e.g. social media groups and in-
formal professional mailing lists).

For all these groups, study advisory groups (committees set up
at the start of a project), which often include patients and clini-
cians, can help identify strategies to recruit potential participants.

Choosing a data collection method
The choice of methodology will dictate the methods of data col-
lection available to researchers.13 While the benefits and draw-
backs of using different methods are well described,13,25,49

applying them to study AMS highlights unique challenges and op-
portunities. We focus here on interviews and focus groups as the
most commonly used methods of data collection in qualitative
research.49 Interviews are a rich source of information, and are
particularly useful in gaining an insider’s perspective or when
talking about sensitive topics.49,50 In contrast, focus groups rely
on interaction between participants and seek to unearth a shared

understanding; they are suitable for exploring diversity and con-
sensus in views, beliefs and attitudes on a particular topic.51

Focus groups can provide a more realistic environment for ex-
pressing views than interviews as in real life we are also influ-
enced by others.52 Given multiple actors involved in AMS, it is
worth considering how focus groups or interviews may make a
contribution to this field and when they can be most suitable.

First, when the focus is on individual experiences53 interviews
may be a more suitable method. For example, while patients’
views about antibiotic prescribing could potentially be gathered
through both interviews and focus groups, patients’ experiences
of managing their own symptoms and help-seeking behaviour in
relation to specific infections are often best accessed through in-
terviews. Second, both focus groups and interviews may be suit-
able for exploring sensitive or controversial topics, but need
consideration. On the one hand, interviews may be considered
as more appropriate in facilitating rapport; on the other hand, if
participants feel they can discuss their views without judgement
fromother participants or the facilitator focus groupsmay also be
suitable.49 For example,when focusing on a particular infection, it
is worth thinking about what characteristics may impact the
group dynamics. In consideration of this, Duane et al.42 decided
to conduct separate focus groups with female and male partici-
pants in relation to their views of UTIs, as they wanted to avoid
potential embarrassment due to the topic. The importance of
group dynamics and extent of group diversity can also be import-
ant when doing research with HCPs. For example, a study on
views of general practice staff on two AMS strategies involved fo-
cus groups, with each having at least two prescribers and other
clinical and administrative staff.18 This diversity in the compos-
ition of the groups allowed participants to discuss and address
different views and experiences, but the presence of colleagues
with different roles might have influenced what individuals
shared and, in some instances, led to a dominance of doctors’
views.18

We also acknowledge observation as another method of data
collection and a useful way of understanding the meanings, cul-
tural practices and actions of people in their everyday context,
thus focusing on what people do rather on what people say
they do.13 It can be an important way of gathering insight into
how people behave and engage with different practices related
to AMS/AMR, as discussed in depth elsewhere in this series.54

Broadly speaking, observation methods can be divided into par-
ticipant observation (where the participant is actively participat-
ing in the setting and observed activities)55 and non-participant
observation (where the researcher does not participate in the ac-
tivities being observed and thus takes more of a distant role).55 A
recent development in the area of non-participant observation
includes an increasing use of video recordings.19,33,34 This can
be a useful data collection approach in primary care research par-
ticularly when studying patient–clinician communication prac-
tices related to AMS.34,35,56

Conducting data analysis
First, data analysis will be strongly linked to the methodology
chosen. For example, despite commonalities across experiential
approaches, the approach to analysis in grounded theory or phe-
nomenological approach will, or should, look slightly different.
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While in grounded theory study we may aim to develop a
meta-theory from the empirical data of why GPs may prescribe
broad-spectrum antibiotics,57 a phenomenological study would
be more suited to questions around nurses’ views and sense
making of antibiotic prescriptions.58 These differences at times
may be subtle and will be closely linked to the scope and aims
of each methodology. Understanding what each methodology
can offer is important in ensuring that researchers choose the
most appropriate one for answering the research question and
ultimately providing findings that can have an impact on clinical
practice. Second, researchers may want to consider whether in-
ductive analysis (analysing data without using an existing coding
framework or theory59), deductive analysis (using existing coding
frameworks or theories to guide data analysis59) or combined in-
ductive and deductive approaches is more suitable. Inductive
data analysis is used widely in AMS qualitative research, with de-
ductive analysis less common. For example, Cabral et al.33 used a
comprehensive coding scheme, created based on findings from
previously published conversation analysis studies, and deduct-
ively coded the majority of their transcripts using this framework.
Combining inductive and deductive approaches can also be use-
ful in order to explore views while in addition drawing on a rele-
vant theory.60,61 For example, Courtenay et al.60 focused on
understanding influences on antibiotic prescribing by nurses
and pharmacist prescribers; they inductively coded interviews
but then mapped these codes onto an existing theory, thus al-
lowing a systematic examination of the influences.

Third, both researcher triangulation and method triangulation
can be of particular benefit to AMS qualitative research.
Researcher triangulation refers to two or more researchers in the
same study being involved in the analysis and interpretation of
findings.62 While the initial focus of researcher triangulation was
to ‘avoid’ bias or as a confirmatory strategy, it is nowmore recog-
nized that it can enhance the quality of the research by bringing
out and celebrating different perspectives. In AMS qualitative re-
search it may be particularly beneficial to have both clinical and
non-clinical researchers contributing to data analysis. For ex-
ample, clinicians’ understanding and experience of clinical guide-
lines and practice can be helpful in making sense of participants’
narratives and making clinically relevant and feasible recommen-
dations based on study findings. On the other hand, non-clinical
researchers can bring to analysis their understanding of an issue
through a theoretical lens. Altogether, this can result in pluralistic
insights and illuminate the problem from diverse angles.63 For ex-
ample, Björnsdóttir and Hansen64 described the value of having
pharmacists and sociologists working together on their analysis.

Data triangulation can also be valuable, i.e. using multiple
data sources to gain a more holistic understanding. For example,
it can help to understand how diverse actors perceive a particular
issue related to AMR. Biezen et al.29 conducted interviews and fo-
cus groups with GPs and parents about their perceptions regard-
ing antibiotic prescribing for RTIs in young children. They analysed
data together and presented one set of themes for both groups,
thus highlighting both convergence and divergence in parents’
and GPs’ views. Data triangulation can also offer crucial insights
on how the same intervention can be used and perceived by dif-
ferent actors. For example, Tonkin-Crine et al.65 compared pa-
tients’ and HCPs’ views gathered through interviews as part of
the trial process evaluation and identified important similarities

and differences in how these two groups perceived the benefits
of point-of-care C-reactive protein tests and the related antibiotic
prescription decisions. It is worth highlighting that qualitative
and quantitative data can also be brought together and offer
complementary perspectives.65 For example, Strandberg et al.66

combined quantitative data (prescription data, patient question-
naires and GPs’ audit) and qualitative data (patient observation
and interviews) in order to identify and understand factors affect-
ing antibiotic prescribing.

Importance of patient and public involvement
Patient and public involvement (PPI) can be defined as an active
partnership between patients, the public and researchers as part
of the research process, where research is conducted ‘with or by
patients’ rather than ‘to or about them’.67 PPI in AMS research can
be seen not only as a marker of good quality,68 but also further
highlighting the value of multidisciplinary approach to conduct-
ing AMS research.

In the initial stages, PPI input can ensure that the research to-
pic is relevant and of importance to patients or public,69,70 that
methods are appropriate and recruitmentmaterials understand-
able to the potential participants.71,72 As the study progresses,
PPI representatives can advise on identifying and optimizing
recruitment strategies.73 They might also act as gatekeepers
for recruitment providing access to networks and newsletters,
charities and other associations, which can be particularly bene-
ficial. In the later stages they can inform analysis; for example,
multidisciplinary teams in the analysis may also include PPI
members and in the later stages, ensure that findings are under-
standable and actionable and reach the right audiences.74,75

Beyond this, theremay be a need formore systemic and struc-
tural approach to developing PPI activities; for example, rather
than seeking PPI input for discreet AMS research projects, it is
worth thinking how we can develop relationships long term and
build institutional infrastructure for conducing meaningful PPI in-
put in AMR and AMS field. Thismay be achieved through local and
global initiatives but needs organizational commitment and
leadership and long-term resourcing.76 Developing a strategy
that allows long-term relationshipsmay be particularly beneficial
to ensure that research which is relevant to patients and public is
prioritized and conducted.

The importance of ensuring quality in
qualitative research
The topic of quality in qualitative research has received substantial
attention over the last two decades, yet the debates on what good
qualitative research should look like are very much ongoing. As re-
cently summarized by Pope andMays,25 the threemain viewpoints
seem to be: (i) rejectionof the need for quality criteria for qualitative
research; (ii) the need to use the same quality criteria as in quanti-
tative research; and (iii) the need to identify and apply separate
quality criteria for qualitative research. Furthermore, recent voices
suggest thatwemay in fact need criteria for eachqualitativemeth-
odology.77 For example, different papers highlightwhat goodquali-
tative research may look like in a study using phenomenological
approaches,78 thematic analysis,79 ethnography,80 grounded the-
ory,81 conversation analysis82 or discursive psychology.83
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While we do not attempt to resolve these tensions here, nor
we are able to, it is important that the primary care AMS research
community joins these debates. For researchers, it maymean en-
suring that they contribute to these debates as discussions on
what it means to apply the quality criteria to qualitative research
in AMS and primary care are largelymissing. This maymean pub-
lishing methodological and theoretical discussions around the
quality of qualitative research in medical journals, rather than
those specifically dedicated to qualitative research. The multidis-
ciplinary nature of AMS research permeates a variety of aspects
key to quality issues that AMS researchers should be aware of.
If qualitative and quantitative AMS researchers are to work to-
gether, there is a need to establish how diverse expertise is
(best) utilized in data analysis. Equally, it is important that re-
searchers are aware of the importance of reflecting on individual
assumptions brought to the project and analysis (as part of re-
flexivity). It is also crucial that these aspects are reported in pub-
lished papers, within methods sections, and are expected by the
AMS community, which requires a paradigm shift. A recognition
of issues around reflexivity, which is key to ensuring both high
quality and ethical studies, is rare. Notable examples of these
include reflections on the impact of professional roles (GP versus
social sciences researcher) on qualitative interviewing,84 or on in-
terviewing fellow healthcare professionals;85 these can be
powerful and well received by primary care community.84

For journal editors and peer reviewers, it may mean that they
are aware of the tensions and debates on the quality and ensure
that these are reflected in how they view qualitative submissions
and, most importantly, ensure that the debates around quality
find home in the medical journals as well. These issues are of
course not unique to AMS and primary care research but highlight
some directions towards ensuring that qualitative research is
seen at par with their quantitative counterpart.

Contribution of qualitative research to primary
care
Throughout previous sections, we described practical considera-
tions when conducting qualitative research, while highlighting
how it can contribute to AMS, drawing on examples from relevant
studies. Here, wemake a further case, summarizing the three key
areas where qualitative research can make a difference to tack-
ling AMR and promoting AMS. In meeting these overarching
aims, qualitative research fits well with using behavioural86 and
social science87 approaches to addressing AMR/AMS.87

First, qualitative research allows us to describe and under-
stand the problem of AMR from the perspectives of the relevant
stakeholders and the meanings they attach to it. This may
mean focusing on understanding how patients, HCPs or policy-
makers perceive AMR as an issue in itself, thus allowing an under-
standing of the extent to which this is seen as a priority or its
relevance (or not) to their lives. It may also mean unpacking spe-
cific issues related to AMR, such as understanding patients’ help-
seeking behaviour, needs and pressures experienced by patients
and HCPs in a consultation, or what makes it difficult to manage
certain infections. Second, these insights can crucially help us
identify what needs to change, and how relevant actors need
to be supported.38 This in turn can inform development of AMS

programmes through ensuring that they are tackling the ‘right’
problem and are targeting the right people. Third, once interven-
tions are developed and then trialled, qualitative research can
contribute to evaluation and understanding of why certain AMS
interventions are found to be effective or not, or what specific ele-
ments of the intervention work. Qualitative research can illumin-
ate this through exploring how the intervention interacts within
its context (primary care), what the key uncertainties related to
the intervention are, and how they are received by relevant sta-
keholders,88 and thus how the intervention can be further re-
fined. It can also help us understand how the interventions are
received and implemented in the real world.14

Future directions and recommendations for
qualitative research in primary care and AMS
Qualitative research in AMS/AMR faces numerous challenges and
opportunities in making an impact in the AMS/AMR field. Table 3
provides key recommendations for relevant stakeholders to en-
sure maximum impact from qualitative research. First, while

Table 3. Recommendations in relation to key issues for qualitative
research in AMS

Issue Recommendations

Need for AMS qualitative
researchers and policymakers to
work together to ensure
translation of knowledge into
policy and practice

Ongoing dialogue between
qualitative researchers and
policymakers in order to identify
critical research questions which
qualitative research can answer
and how the findings can be best
used to inform policy

Involvement of more diverse
actors in AMS research

Sampling needs to reflect an
increasing diversity in the primary
care workforce and other,
previously overlooked
stakeholders (e.g. policymakers)

Need for developing the field of
qualitative methods to answer
relevant AMS questions

AMS qualitative researchers need to
gain a greater understanding of
the pros and cons of diverse
methods of data collection,
including remote methods and
rapid methodologies, previously
underutilized in AMS research

Need for multidisciplinary
collaboration

Ensure that qualitative research
teams have members
representing a variety of
disciplines

Ensure that qualitative research is
integrated within wider
programmes and published
together with quantitative work,
drawing on integration
techniques from mixed methods
literature to facilitate a greater
understanding of an issue
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AMS was a global priority before the COVID-19 pandemic, there
has been increased recognition of the long-term global threat
of AMR as a result.89 This has been linked to the use of broad-
spectrum antibiotics in the management of COVID-19, as well
as AMS not being seen a priority in the context of a (different)
healthcare emergency.90WHO has also highlighted how the pan-
demic can impact AMS activities and drive AMR through multiple
routes, including inappropriate prescribing, hospital admissions
increasing the risk of healthcare-associated infections, or disrup-
tion to healthcare services.91

In primary care specifically, the COVID-19 pandemic added
other steps to managing infections and consequently AMR; for
example the nature of the COVID-19 symptoms and the use of
remote care brought uncertainties in how to manage patients
with RTIs and made decision processes on whether to prescribe
antibiotics or not more challenging.92,93 While some of these
may have become a ‘new normal’, the long-term impact of these
changes will still need to be explored. Qualitative research can
contribute to understanding these changes through, for example,
studying patients’ and clinicians’ views of managing infections in
the post-pandemic world, views on AMR, the barriers and facilita-
tors to use of point-of-care tests and the impact of disrupted ser-
vices on delivery of care or help seeking. It is important that the
value of qualitative methods in exploring these topics is recog-
nized by the AMS community as well as policymakers, to ensure
translation of knowledge into policy and practice.

Second, as highlighted before, with increasing diversity in pri-
mary care workforce, there is a need for more studies exploring
views of diverse actors related to AMS. Cultural differences be-
tween healthcare professionals may shape knowledge, beliefs
and norms and may result in variation in care.94 Understanding
these is crucial in order to develop AMS interventions targeted
at these groups.95 Equally, understanding the views of policy-
makers could help develop interventions to improve the health-
care system as well, as these may have been overlooked.95

Third, qualitative methodologies have also been facing new
challenges and opportunities. While even pre-COVID-19 pan-
demic technology was used to collect data,96 qualitative re-
searchers have rapidly implemented remote data collection
methods during the pandemic in order to improve the safety of
researchers and participants.96 Remote data collection may be
less needed in the future, but greater understanding of the pros
and cons of these methods of data collection gained during
this pandemic (e.g.97–100) may encourage researchers to use
them beyond this healthcare emergency. It can potentially also
increase the use of methods underused in (AMS) qualitative re-
search, including written or video diaries, photovoice or analysis
of print or broadcast media (and many others).101 Thus, remote
methods of data collection may in the future become AMS re-
searchers’ choice rather than the necessity.

Also, current and previous pandemics have highlighted the
need for rapid data collection, analysis and sharing of findings
in order to promptly inform changes to policy and practice.102

This has been reflected in the increasing use of rapid qualitative
techniques, such as analysing data from recordings (rather
than transcripts) or using a group approach to data analysis.103

Rapid data collection and analysis are not new, but to date
have been underutilized in AMS. Qualitative research conducted
rapidly canmake a valuable contribution to understanding issues

that are more time sensitive or that would benefit from rapid dis-
semination. For example, exploring patients’ views of diagnostic
tests when they are first introduced (rather than retrospectively)
or clinicians’ experiences of a change in antibiotic prescribing
practices (e.g. introduction of a new guideline) may benefit
from rapid data collection, findings from which can be fed back
to policymakers. Equally, some aspects of AMR and AMS, such
as long-term impact of COVID-19 on prescribing behaviour,
may benefit from longer fieldwork and longitudinal study de-
signs.104 AMS researchers will ultimately need to make decisions
on what methodologies, methods and timelines are appropriate
for each project in order to make a valuable contribution. While it
may not be feasible for each member of a research team to be
versatile in all qualitative methodologies, it is important that re-
search teams have sufficient expertise to make sound methodo-
logical decisions.

Finally, for both qualitative research and AMS to truly make its
contribution, there is a need for multidisciplinary collaboration.
First, this needs to be reflected in the composition of the research
teams; we urgently need researchers from a variety of disciplines
working on studies using qualitative methodologies. Second, we
also need qualitative research to be integrated within wider pro-
grammes of work, using more integrated study designs, where
different methods are seen as enriching our understanding of
the problem rather than not being compatible with each other.
A recent review highlighted the need for evaluations of AMS pro-
grammes to be complemented by social sciences and qualitative
methods.105 Integration of quantitative and qualitative data is
still rare, a challenge not specific to AMS106 and some have called
for more guidance on integrating different approaches that in
turn could help not only researchers but also funding boards, re-
viewers and readers.106 For this to happen, we also need mutual
learning and integrated working, with qualitative researchers
also understanding the value and contributions of other method-
ologies and disciplines. Others also highlighted the challenges of
cross-interdisciplinary research with researchers representing dif-
ferent disciplines needing to be aware of the politics of knowledge
production and the need to engage in a dialogue about legitimacy
of different methods.107 Ding, Pulford and Bates108 highlighted
that these are not easy tasks as cross-disciplinary collaboration re-
quires commitment from individuals, teams, institutions and fun-
ders. While understanding specific challenges to AMS in primary
care is crucial, there is a need for an engagement with a One
Health approach and unity of variety of stakeholders frommultiple
sectors working towards the same goal.89 There is still work
needed to bridge the gap between different disciplines including
biomedical, social, environmental and animal sciences.105,109

Conclusions
Qualitative research can make a valuable contribution to AMS/
AMR research, despite its value at times being questioned and
misunderstood. Qualitative research can help us to understand
the problem from the perspective of relevant stakeholders, use
this understanding to develop AMS interventions, and then study
how these interventions are implemented and received in formal
evaluations and beyond. Through highlighting unique considera-
tions when planning and conducting qualitative research on AMS
in primary care, we hope to ensure that researchers use these
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methods, and that qualitative research can achieve its full poten-
tial as standalone or in mixed-methods research.
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