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Background. Mixed methods research uses qualitative and quantitative methods together in a single study or a series of related
studies. Objectives. To review the prevalence and quality of mixed methods studies in complementary medicine. Methods. All
studies published in the top 10 integrative and complementary medicine journals in 2012 were screened. The quality of mixed
methods studies was appraised using a published tool designed for mixed methods studies. Results. 4% of papers (95 out of
2349) reported mixed methods studies, 80 of which met criteria for applying the quality appraisal tool. The most popular formal
mixed methods design was triangulation (used by 74% of studies), followed by embedded (14%), sequential explanatory (8%), and
finally sequential exploratory (5%). Quantitative components were generally of higher quality than qualitative components; when
quantitative components involvedRCTs theywere of particularly high quality. Commonmethodological limitationswere identified.
Most strikingly, none of the 80 mixed methods studies addressed the philosophical tensions inherent in mixing qualitative and
quantitativemethods.Conclusions and Implications.The quality ofmixedmethods research in CAMcan be enhanced by addressing
philosophical tensions and improving reporting of (a) analyticmethods and reflexivity (in qualitative components) and (b) sampling
and recruitment-related procedures (in all components).

1. Introduction

Quantitative researchmethods have long dominated conven-
tional medical research: randomised clinical trials (RCTs)
produce the highest levels of evidence and occupy the pin-
nacle of methods hierarchies (e.g., [1]). In complementary
and alternativemedicine (CAM) research RCTs andmethods
hierarchies are more contentious, not least due to perceived
fundamental differences between CAM and biomedicine [2,
3]. Unlike new pharmaceutical therapies CAM is already
being provided, practiced, and used in the community; many
CAMs are best conceptualized as multifactorial complex
interventions; CAMs can have diverse and unanticipated
effects on people; and the underlying mechanisms of many
CAMs are still being researched [2, 3]. These characteristics
of CAM (a) make it difficult to design good clinical trials and
(b) emphasise the need to understand patients’ perspectives.

CAM methodologists have thus called for greater plurality
in research methods in general and more use of qualitative
research methods in particular [4–7].

Mixedmethods research uses qualitative and quantitative
approaches (or “components”) in a single study or a series
of related studies. Combining qualitative and quantitative
approaches permits researchers to address a wider range of
research questions, to meet the diverse needs of different
stakeholders, to realise the complementary strengths of both
approaches, and to produce more comprehensive accounts
of complex phenomena. While the idea of mixed methods
researchmay have intuitive appeal, themethodological issues
are not necessarily obvious. Creswell and Clark explain how
mixedmethods research can be considered froma philosoph-
ical perspective (as a methodology) and a technical perspec-
tive (as a method):
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Table 1: Simplified comparison of typical characteristics of quantitative and qualitative approaches to research.

Characteristic Quantitative approaches Qualitative approaches
Ontology Realist Relativist

Epistemology Knowledge limited only by technologies of
knowing

Knowledge is embedded in value and culture (including
the research process)

Aims/intended outcome Universal laws Locally situated and contextualised understandings
Relationship between researcher
and participants Distant, objective Close, subjective

Scope General, nomothetic Specific, idiographic

Nature of information Causal, mechanistic explanation and
prediction Meaning, understanding

Relationship between theory and
data

Hypothetico-deductive-data
confirms/falsifies theory Inductive—theory emerges from data

“As a methodology, it [mixed methods research]
involves philosophical assumptions that guide the
direction of the collection and analysis of data and the
mixture of qualitative and quantitative approaches in
many phases in the research process. As a method,
it focuses on collecting, analysing, and mixing both
quantitative and qualitative data in a single study or
series of studies” [8, p.5].

The technical perspective focuses on the practicalities of com-
bining quantitative techniques (e.g., physiological measure-
ment) with qualitative techniques (e.g., in-depth interviews).
While undoubtedly important, the technical perspective
alone is insufficient: mixed methods should also be viewed
from a philosophical perspective in order to fully realise
its benefits and avoid its pitfalls. This is because qualitative
and quantitative approaches are typically associated with and
judged according to different sets of underlying assumptions
and priorities (characterized in Table 1).

At the most fundamental level, quantitative research is
characterized by a (realist) belief in an independent reality
which is knowable. Qualitative research is characterized by
a (relativist) belief that the world is only knowable through
our conceptual frameworks, which may differ between indi-
viduals and cultures. These extreme ontological positions are
incommensurable—there cannot both be an independent,
external reality and a reality that only exists as we apprehend
it through our conceptual frameworks. Whether or not there
is an independent reality is unprovable and does not have
a meaningful impact on how we go about ascertaining the
nature of that reality. Epistemological positions, however, can
have ameaningful impact onmethodology and if one ignores
epistemological issues then one risks producing poor quality
research [9–11]. Often epistemological issues are implicit,
particularly in quantitative research, but it is important to
explicitly consider them when using mixed methods. A
researcherwho is guided by a quantitative epistemologywhen
conducting a qualitative interview study would attempt to
collect a large representative sample of participants and use
a rigid structured approach to data collection and analysis:
they would thus fail to capture the richness and social and
idiosyncratic nuances that qualitative data can reveal. A
researcher who is guided by a qualitative epistemology when

conducting a clinical trial would collect a small unrepresenta-
tive sample and leave important sources of bias uncontrolled:
they would thus fail to make the robust causal inferences that
are afforded by good trial design. Rigorous mixed methods
research therefore requires both technical and philosophical
strategies to address the challenges of combining qualitative
and quantitative approaches (for details of such strategies see
[8, 12–15]).

Previous reviews have described the prevalence and
quality of mixed methods studies in health services research
[16–18], social and behavioural sciences [19, 20], and various
biomedical disciplines [21–23]. The purpose of this review
was to provide a critical overview of the current state ofmixed
methods research in CAM. The objectives were to describe
majormixedmethods designs and their use inCAMresearch;
to identify the strengths and limitations of mixed methods
studies published in CAM journals; and to suggest strategies
to improve the design, conduct, and reporting of futuremixed
methods CAM research.

2. Materials and Methods

2.1. Identifying Mixed Methods Studies. All mixed methods
studies published in leading CAM journals during 2012 were
eligible for inclusion in this review. The search was limited
to publications in 2012 to ensure a focus on current mixed
methods research. The top 10 journals in the web of knowl-
edge category “integrative and complementary medicine”
were selected in descending order of 2012 impact factor:
Evidence-based Complementary and Alternative Medicine
(e-CAM), Alternative Medicine Review, Phytomedicine,
Journal of Ethnopharmacology, BMCComplementary Alter-
native Medicine, Integrative Cancer Therapies, American
Journal of Chinese Medicine, Complementary Therapies in
Medicine, Forschende Komplementärmedizin/Research in
ComplementaryMedicine, and the Journal of Alternative and
Complementary Medicine. Journals were selected based on
impact factor as these are the most cited CAM journals: this
suggests they are the most widely read and have the most
influence on the scientific literature. Initially, all titles and
abstracts of research papers published in these journals in
2012 were reviewed against a working definition of mixed
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methods research as research that collects and analyses
quantitative and qualitative data [8] (see the appendix). Full
texts were obtained and reviewed when it was not possible to
ascertain the study design from the title and abstract alone.
One researcher (MH) classified all articles in this way; a sec-
ond (FB) checked 10% of articles for accuracy; discrepancies
were resolved through discussion. A conservative approach
was taken in that when an abstract and/or title suggested
mixed methods might have been used, the full text of the
article was obtained and screened. In total, 95 articles were
identified as reporting mixed methods studies. Ten of the
95 articles reported on studies using a single method (e.g.,
quantitative) but described how this related to another study
which used a different method (e.g., qualitative). In nine
of these cases it was possible to locate the article reporting
the related study and each pair of articles was included as
one study in subsequent analyses. Finally, the studies were
screened for inclusion based on the criteria set out in the
quality appraisal tool described below.

2.2. Quality Appraisal Methods. Quality criteria differ for
qualitative and quantitative methods, because they have
different underlying assumptions and aims. Studies using
different methods are therefore typically subject to quality
appraisal using different tools (e.g., [24–30]). These tools
cannot be easily adapted to assess mixed methods studies
and so new tools have been developed for systematic reviews
which include both qualitative and quantitative studies or
which review mixed methods studies per se [31, 32]. For this
review the Mixed Methods Appraisal Tool (MMAT) [33] was
chosen because it was developed systematically [31] and can
be used quickly and reliably [34] and it has separate subsets
of items appraising the quality of (1) qualitative methods,
(2) quantitative methods (using different criteria for different
types of quantitative component), and (3) mixed methods
(i.e., the approach to combining qualitative and quantitative
components).

TheMMAT [33] consists of six subsets of items as follows:
screening (two items assessing whether the studies do indeed
have a mixed methods research question and report relevant
data to allow further quality appraisal); qualitative (four
items assessing the quality of the qualitative component);
quantitative RCTs (four items assessing the quality of the
quantitative component if it has a randomised controlled
design); quantitative non-randomised (four items assessing
the quality of the quantitative component if it has more than
one group but no randomisation); quantitative descriptive
(four items assessing the quality of the quantitative compo-
nent if it has a descriptive design such as a case study or
survey); mixed methods (three items assessing the quality
of the particular combination of qualitative and quantitative
components). Items are worded to reflect good quality (e.g.,
“Is there a clear description of the randomization?”) and each
study is rated as “yes,” “no,” or “cannot tell” for each applicable
item. Because theMMAT items reflect quality of reporting as
well as quality of study design, no attempt wasmade to obtain
further details about the studies under review by contacting
authors.

Two researchers familiarised themselves with theMMAT
by studying the tutorial [33] before applying the MMAT to
mixedmethodsCAMstudies.Themixedmethods design and
the design of each qualitative and quantitative component
was also recorded, using the definitions supplied on the
MMAT. To ensure this review attended to mixed methods at
a philosophical level as well as a technical level each study
was also examined for the provision of any statement about
how the philosophical challenges ofmixedmethods had been
identified and/or resolved. All ratings were entered into a
spread sheet. MH conducted the initial appraisal. FB then
reviewed all studies, checking the results of the initial
appraisal for accuracy against the full text publications. Dis-
agreements were resolved through discussion and consensus
was reached on all ratings.

Following application of the MMAT screening questions,
three articles did not meet the criteria for full application
of the MMAT and 12 articles were identified that reported
ethnopharmacological/ethnobotanical studies in which the
quantitative component was a laboratory-based quantitative
study of plants. The MMAT does not have an appropriate
section for appraising studies which do not involve human
participants, so these studies were also excluded at this stage.
The full MMAT was applied to 80 studies [35–114]; nine
of the 80 reported their second mixed methods component
in separate publications [115–123]. Figure 1 summarises the
selection and screening of articles for inclusion.

3. Results and Discussion

3.1. Results

3.1.1. Prevalence ofMixedMethods Studies. AsFigure 2 shows,
quantitative studies dominated the top 10 CAM journals in
2012, representing 84% of all published papers. Only 4%
of papers reported mixed methods studies while just 1%
reported studies using qualitative methods alone. The other
11% of papers did not report primary research (these included
protocols, reviews, and theoretical pieces).

3.1.2. Study Designs. Of the mixed methods studies, the
most common study design for qualitative components was
ethnography, used by 52 studies (65%). Qualitative compo-
nents also used phenomenological methods (𝑛 = 19, 24%),
qualitative description (𝑛 = 5, 6%), grounded theory (𝑛 = 2,
2.5%), and qualitative case study (𝑛 = 2, 2.5%). The most
common study design for quantitative components was an
incidence or prevalence study (𝑛 = 58, 72.5%), followed by
RCT (𝑛 = 10, 12.5%), cross-sectional analytical study (𝑛 = 5,
6%), case report (𝑛 = 3, 4%), cohort study (𝑛 = 2, 2.5%), and
case series (𝑛 = 2, 2.5%).

The MMAT distinguishes between four major mixed
methods designs: sequential explanatory, sequential explor-
atory, triangulation, and embedded. These designs are illus-
trated in Figure 3 and are described in detail by Creswell and
Clark [8].

In sequential mixed methods designs, the qualitative and
quantitative components are conducted one after the other.
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Articles published in top 10 CAM journals  
in 2012 

Screened for suitability for MMAT 

MMAT applied 

Excluded as not suitable for MMAT application 

Added as second mixed methods component 

(n = 89 articles; n = 80 studies)

published in separate article (n = 9)

(n = 95)

(n = 2349)

(n = 15)

Excluded as not primary research (n = 261),
qualitative methods only (n = 28), quantitative

methods only (n = 1965)

Figure 1: Selection of articles and studies for review.

Mixed methods
4% Qualitative

1%

Quantitative
84%

Other
11%

Figure 2: Use of different methods in studies published in the top
10 CAM journals in 2012.

In sequential explanatory designs the quantitative component
is first and is used to guide the qualitative sampling; the
qualitative component is then undertaken in an attempt to
explain the quantitative results. Six studies in this review (8%)
used a sequential explanatory design, four of which under-
took a broadly phenomenological qualitative study with a
subsample of participants from an RCT.

In sequential exploratory designs, the qualitative compo-
nent is undertaken first to explore a research area; the quan-
titative component is then used to extend or generalize the
qualitative results. Four studies in this review (5%) used a
sequential exploratory design, all of which aimed to develop
or refine a questionnaire tool.

In triangulation and embedded mixed methods designs,
the qualitative and quantitative components are concomitant.
The purpose of triangulation designs is to examine the same
phenomenon from multiple perspectives; the qualitative and
quantitative components can involve the same participants,
can be analysed together (by transforming qualitative data
into quantitative data or vice versa), or can be brought
together after analysis and during interpretation. The trian-
gulation design was the most common in this review, used by
59 studies (74%). Many of these were ethnopharmacological
studies which used ethnographic methods in their qualitative
component and incidence or prevalence studies in their
quantitative component.

Embedded designs typically involve the same participants
in each component and prioritise one component over the
other; the latter is then used in a supportive capacity. Eleven
studies in this review (14%) used an embedded design, all
of which embedded a qualitative component within a major
quantitative component.

3.1.3. Quality Appraisal. The MMAT results suggest that
some mixed methods elements were of good quality and the
quantitative components were generally of higher quality
than the qualitative components (Table 2). In the majority of
studies themixedmethods designwas relevant to the research
questions and the qualitative and quantitative components
were integrated at some stage to address the research ques-
tion. Often this integration occurred at the interpretation
stage but sometimes it occurred during data analysis. Only
5% of studies acknowledged or reflected on the limitations of
theirmixedmethods design and none of the studies acknowl-
edged or addressed the philosophical tensions involved in
mixed methods research.

In terms of the individual components, quantitative RCT
components scored especially highly: all RCTs reported at
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Sequential explanatory design Sequential exploratory design

Triangulation design Embedded design

QUAN

QUAN

QUAN

qual

qualQUAL

quan

quan

Interpretation

Interpretation based on

QUAL (quan)

QUAN (qual)

Interpretation based on

based on
Interpretation

Interpretation based on

based on
QUAN → qual

QUAL
QUAL → quan

QUAN + QUAL
QUAL

Figure 3: Illustration of four major mixed methods designs. Key: QUAN indicates quantitative component; QUAL indicates qualitative
component. CAPITALS indicate component is typically emphasised or prioritised in this design. Lower case indicates component is typically
used in a supportive capacity. Based on Creswell and Clark [8].

least 80% outcome data and the majority had low dropout
rates and clearly described appropriate randomization and
allocation concealment procedures. Non-randomised quan-
titative components were also generally of high quality,
particularly regarding the validity of measurements and the
use of recruitment procedures tominimise selection bias.The
majority of descriptive quantitative components also used
appropriate and valid measurements. Common weaknesses
were identified in the qualitative components.Themajority of
qualitative components did not give appropriate considera-
tion to the impact of the researchers or the wider context on
the methods/findings (i.e., there was no evidence of reflexiv-
ity and very little description of the researchers themselves or
the research settings).

The frequency of “cannot tell” ratings was particularly
high for someMMAT items. For the qualitative components,
therewas often insufficient detail to evaluate the sampling and
data analysis procedures. Details about sampling were also
lacking in non-randomised and descriptive quantitative com-
ponents.Themajority of quantitative descriptive components
failed to report a response rate. A large minority of quan-
titative non-randomised components either did not report
baseline comparisons between groups or failed to control for
relevant confounders.

3.2. Discussion. Mixed methods studies represent 4% of
papers published in the top 10 CAM journals in 2012. Some
reviews have also found low numbers of mixed methods
studies in primary care [22], mental health nursing [21], and
health services research [18]. In comparison, other reviews
suggest mixed methods are used more often: one review of
UK-funded health services research found that 18% of studies
are mixed methods [17]; nursing and education journals
publish more mixed methods studies (16%) than psychology
and sociology journals (6%) [19].

Among the 80 studies included in this review the most
popular mixed methods design was triangulation: qualitative
and quantitative components were conducted concomitantly

(with the same or different participants) and brought together
to address the research question(s). A few studies used
embedded designs in which qualitative and quantitative
components were not only concomitant but also typically
involved the same participants and prioritised one compo-
nent over the other. A minority of mixed methods studies
conducted qualitative and quantitative components sequen-
tially, with similar numbers of studies using explanatory
(quantitative component first) and exploratory (qualitative
component first) designs. In health services research con-
comitant designs are also somewhat more popular than
sequential designs [17]. This might be because concomitant
designs appear to be more efficient than sequential designs
and can be completed more quickly, although they can also
be more intensive as the two components are undertaken at
the same time and it can be more difficult for one component
to build on and incorporate insights from the other.

The reporting related to mixed methods was of mixed
quality. In most studies, the mixed methods design and
integration of results were appropriate to the research ques-
tion(s). However, very few studies reflected on the limitations
of their mixed methods design and none addressed the phil-
osophical tensions inherent in mixed methods research. Pos-
sible reasons for the lack of discussion of philosophical
issues include lack of awareness, deliberate omission, and
insufficient space for reporting. In future, CAM researchers
might consider pragmatism as a way of addressing the philo-
sophical challenges of mixed methods research [8, 15]. A full
discussion of pragmatism is beyond the scope of this paper,
but in essence a pragmatic perspective involves judging a
piece of research on the extent to which it achieves its stated
external goals [12]. Applying pragmatism, a qualitative com-
ponent might be judged on the extent to which the findings
enable an intervention to be delivered in a way that respects
and engages patients; a quantitative component might be
judged on the extent to which it provides persuasive evidence
that leads to policy makers funding an intervention. This
perspective encourages researchers to engage with qualitative
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Table 2: Results of quality appraisal of 80 mixed methods studies using MMAT [33].

Yes No Cannot tell

𝑛 % 𝑛 % 𝑛 %

Qualitative Component
(1.1) Are the sources of qualitative data relevant to address the research question? 35 43.8% 2 2.5% 43 53.8%
(1.2) Is the process for analyzing qualitative data relevant to address the research question? 44 55.0% 3 3.8% 33 41.3%
(1.3) Is appropriate consideration given to how findings relate to the context in which the
data were collected? 30 37.5% 50 62.5% 0 0.0%

(1.4) Is appropriate consideration given to how findings relate to researchers’ influence? 17 21.3% 63 78.8% 0 0.0%
Quantitative Component—RCTs
(2.1) Is there a clear description of the randomization (or an appropriate sequence
generation)? 8 80.0% 2 20.0% 0 0.0%

(2.2) Is there a clear description of the allocation concealment (or blinding when
applicable)? 7 70.0% 3 30.0% 0 0.0%

(2.3) Are there complete outcome data (80% or above)? 10 100.0% 0 0.0% 0 0.0%
(2.4) Is there low withdrawal/dropout (below 20%)? 8 80.0% 2 20.0% 0 0.0%
Quantitative Component—Nonrandomised
(3.1) Are participants (organizations) recruited in a way that minimizes selection bias? 5 71.4% 0 0.0% 2 28.6%
(3.2) Are measurements appropriate regarding the exposure/intervention and outcomes? 7 100.0% 0 0.0% 0 0.0%
(3.3) In the groups being compared, are the participants comparable, or do researchers
take into account (control for) the difference between these groups? 4 57.1% 0 0.0% 3 42.9%

(3.4) Are there complete outcome data (80% or above) and, when applicable, an
acceptable response rate (60% or above) or an acceptable follow-up rate for cohort studies
(depending on duration of followup)?

4 57.1% 2 28.6% 1 14.3%

Quantitative Component—Descriptive
(4.1) Is the sampling strategy relevant to address the quantitative research question? 18 28.6% 2 3.2% 43 68.3%
(4.2) Is the sample representative of the population understudy? 12 19.0% 2 3.2% 49 77.8%
(4.3) Are measurements appropriate (clear origin, or validity known, or standard
instrument)? 51 81.0% 8 12.7% 4 6.3%

(4.4) Is there an acceptable response rate (60% or above)? 7 11.1% 6 9.5% 50 79.4%
Mixed Methods
(5.1) Is the mixed methods research design relevant to address the qualitative and
quantitative research questions? 64 80.0% 12 15.0% 4 5.0%

(5.2) Is the integration of qualitative and quantitative data (or results) relevant to address
the research question? 65 81.3% 10 12.5% 5 6.3%

(5.3) Is appropriate consideration given to the limitations associated with this integration? 4 5.0% 76 95.0% 0 0.0%

and quantitative approaches asmethodologies and thusmake
the most of their complementary strengths. For examples
of mixed methods CAM research which uses a pragmatic
perspective see [12, 124].

Among the CAM mixed methods studies reviewed, the
quantitative components were generally of higher quality
than the qualitative components.This reflects howmost of the
studies prioritised quantitative components over qualitative
components. It may also indicate greater expertise among
the CAM research community in quantitative methods or
publishing bias in favour of quantitative studies, both of
which would be consistent with the overall dominance of
quantitative studies in CAM journals.More limited reporting
of qualitative components was also noted in a review ofmixed
methods studies in health services research [16].

Limitations of this review must be acknowledged. Mixed
methods CAM studies published in non-CAM journals (e.g.,
mainstream medical, health services research, and social sci-
ence) or in CAM journals with lower impact factors were not
included. The results provide a snapshot of studies published
in 2012 that may not reflect the situation before or since. By
focusing on published articles (rather than also searching for
protocols), studies that were designed as mixed methods but
written up independently will have been overlooked: space
restrictions in print journals may contribute to this phe-
nomena, but as online journals become more popular space
restrictions should become less of a barrier to publishing
mixed methods research. The majority of mixed methods
studies included in this review were ethnopharmacological
studies, many of which scored poorly on the MMAT because
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they provided few details about sampling in general and qual-
itative analysis methods in particular. This may reflect dif-
ferent reporting standards within ethnopharmacology com-
pared to other CAM disciplines.TheMMATwas not suitable
for assessingmixedmethods studies inwhich the quantitative
component involved laboratory work: to include such studies
in futuremixedmethods reviewswould require an alternative
quality appraisal tool.

4. Conclusions

Mixed methods studies are being conducted by CAM
researchers and reported inCAM journals, but they represent
a very small proportion of all published studies. The quality
of mixed methods research in CAM can be improved if
researchers

(1) attend to the philosophical tensions inherent in mix-
ing qualitative and quantitative methodologies and
reflect on the limitations and challenges of the chosen
mixed methods design,

(2) report on sampling strategies, participation rates, and
related issues in more detail (in both qualitative and
quantitative components),

(3) explicitly consider the impact of the researcher and
the broader context on the findings and report data
analysis methods transparently and in detail (in qual-
itative components).

By addressing these points, the standard of mixed methods
research in CAM can be improved and the benefits of this
approach can be more fully realised.

Appendix

Working Definitions Used to Code
Abstracts for Methods

Quantitative Studies: Collect Quantitative Data and Analyse It
Quantitatively. Quantitative data are numerical.They include
answers to questionnaires where the respondent has fixed
response options, whether these response options have verbal
labels (e.g., yes/no; strongly agree, agree disagree, strongly
disagree) or numeric labels (e.g., 1, 2, 3, 4, 5).They also include
more “objective” measures, for example, biological, chemical,
or physiological measures, EEGs, MRIs, reaction times, and
so forth. Quantitative analyses involve manipulating num-
bers. This might be as simple as reporting the frequency of
particular events. More often, quantitative analyses will
involve some kind of statistical calculations. Studies which
use an experimental design (e.g., psychology experiments
and clinical trials) are typically (but not always) quantitative.
Studieswhich use questionnairesmay be quantitative butmay
also be qualitative. A quantitative questionnaire study that has
only very simple and short open-ended questions of the type
“other, please specify” should be classified as quantitative.

Qualitative Studies: Collect Qualitative Data and Analyse It
Qualitatively. Qualitative data are not numerical. They are
typically verbal or textual, that is, involve words. Qualitative
data can involve spoken words or written words or visual
data (e.g., photos and videos). Qualitative data are typically
collected via open-ended questions on a questionnaire, via
semistructured interviews (or other types of interviews, e.g.,
“depth” “unstructured” “narrative”), or via focus groups or
other group discussions. Qualitative data might also be col-
lected through recording naturalistic events (e.g., audio or
video recording naturally occurring conversations, medical
consultations, etc.), by collecting documents (e.g., newspaper
articles and policy documents) or by eliciting documents
(e.g., asking people to write diaries or take photos). Quali-
tative analyses involve describing or interpreting qualitative
data, without converting the data into numbers. For example,
this might involve classifying talk into categories or themes
and then describing those themes. Some phrases that might
be used to describe qualitative analysis include thematic
analysis, grounded theory, IPA, phenomenological analysis,
framework, framework analysis, discourse analysis, and con-
versation analysis.

Mixed Methods Studies: “Mixed Methods Research Involves
Both Collecting and Analysing Quantitative and Qualitative
Data” [8]. Mixed methods studies involve some quantitative
data collection and some qualitative data collection. It is pos-
sible for the qualitative data to be converted into quantitative
data during and/or in preparation for analysis (or vice versa).
This still counts as mixed methods. Qualitative studies that
are “nested within” or “embedded in” quantitative studies also
count as mixed methods, for example, a qualitative study
where the participants are recruited because they took part in
a specific clinical trial—this would count as mixed methods,
even if the results of the trial are not reported in the same
paper as the results of the qualitative study.
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Porvenir, Bajo Paraguá Indian reservation, Bolivia,” Journal of
Ethnopharmacology, vol. 139, no. 3, pp. 838–857, 2012.

[89] K. Karunamoorthi and E.Husen, “Knowledge and self-reported
practice of the local inhabitants on traditional insect repel-
lent plants in Western Hararghe zone, Ethiopia,” Journal of
Ethnopharmacology, vol. 141, no. 1, pp. 212–219, 2012.

[90] K. Karunamoorthi and E. Tsehaye, “Ethnomedicinal knowl-
edge, belief and self-reported practice of local inhabitants on
traditional antimalarial plants and phytotherapy,” Journal of
Ethnopharmacology, vol. 141, no. 1, pp. 143–150, 2012.

[91] M. Katemo, P. T. Mpiana, B. M. Mbala et al., “Ethnopharmaco-
logical survey of plants used against diabetes in Kisangani city
(DR Congo),” Journal of Ethnopharmacology, vol. 144, pp. 39–
43, 2012.

[92] L. K. Keter and P. C. Mutiso, “Ethnobotanical studies of medi-
cinal plants used by traditional health practitioners in the man-
agement of diabetes in Lower Eastern Province, Kenya,” Journal
of Ethnopharmacology, vol. 139, no. 1, pp. 74–80, 2012.

[93] L. J. Luczaj, “A relic of medieval folklore: Corpus Christi Octave
herbal wreaths in Poland and their relationship with the local
pharmacopoeia,” Journal of Ethnopharmacology, vol. 142, pp.
228–240, 2012.



Evidence-Based Complementary and Alternative Medicine 11

[94] A. Mahmood, A. Mahmood, and R. N. Malik, “Indigenous
knowledge of medicinal plants from Leepa valley, Azad Jammu
and Kashmir, Pakistan,” Journal of Ethnopharmacology, vol. 143,
pp. 338–346, 2012.

[95] A. Mesfin, M. Giday, A. Animut, and T. Teklehaymanot, “Eth-
nobotanical study of antimalarial plants in Shinile District,
Somali Region, Ethiopia, and in vivo evaluation of selected ones
against Plasmodium berghei,” Journal of Ethnopharmacology,
vol. 139, no. 1, pp. 221–227, 2012.

[96] M. Mosaddegh, F. Naghibi, H. Moazzeni, A. Pirani, and S.
Esmaeili, “Ethnobotanical survey of herbal remedies tradition-
ally used in Kohghiluyeh va Boyer Ahmad province of Iran,”
Journal of Ethnopharmacology, vol. 141, no. 1, pp. 80–95, 2012.

[97] D. H. Nunkoo and M. F. Mahomoodally, “Ethnopharmacologi-
cal survey of native remedies commonly used against infectious
diseases in the tropical island of Mauritius,” Journal of Ethno-
pharmacology, vol. 143, pp. 548–564, 2012.

[98] S. G. D. Oliveira, F. R. R. de Moura, F. F. Demarco, P. D. S.
Nascente, F. A. B. D. Pino, and R. G. Lund, “An ethnomedicinal
survey on phytotherapy with professionals and patients from
Basic Care Units in the Brazilian Unified Health System,”
Journal of Ethnopharmacology, vol. 140, no. 2, pp. 428–437, 2012.

[99] J. Packer, N. Brouwer, D. Harrington et al., “An ethnobotanical
study of medicinal plants used by the Yaegl Aboriginal com-
munity in northern New South Wales, Australia,” Journal of
Ethnopharmacology, vol. 139, no. 1, pp. 244–255, 2012.

[100] R. Polat and F. Satil, “An ethnobotanical survey of medicinal
plants in Edremit Gulf (Balikesir-Turkey),” Journal of Ethno-
pharmacology, vol. 139, no. 2, pp. 626–641, 2012.

[101] R. A. Ritter, M. V. B. Monteiro, F. O. B. Monteiro et al., “Ethno-
veterinary knowledge and practices at Colares island, Para state,
eastern Amazon, Brazil,” Journal of Ethnopharmacology, vol.
144, pp. 346–352, 2012.

[102] J. D. F. L. Santos, E. Pagani, J. Ramos, and E. Rodrigues, “Obser-
vations on the therapeutic practices of riverine communities of
theUnini River, AM, Brazil,” Journal of Ethnopharmacology, vol.
142, pp. 503–515, 2012.

[103] S. S. Semenya and A. Maroyi, “Medicinal plants used by the
Bapedi traditional healers to treat diarrhoea in the Limpopo
Province, SouthAfrica,” Journal of Ethnopharmacology, vol. 144,
pp. 395–401, 2012.

[104] S. Semenya, M. Potgieter, M. Tshisikhawe, S. Shava, and A.
Maroyi, “Medicinal utilization of exotic plants by Bapedi tra-
ditional healers to treat human ailments in Limpopo province,
South Africa,” Journal of Ethnopharmacology, vol. 144, pp. 646–
655, 2012.

[105] S. Semenya, M. Potgieter, and L. Erasmus, “Ethnobotanical sur-
vey of medicinal plants used by Bapedi healers to treat diabetes
mellitus in the Limpopo Province, South Africa,” Journal of
Ethnopharmacology, vol. 141, pp. 440–445, 2012.

[106] X. Shang, C. Tao, X. Miao et al., “Ethno-veterinary survey of
medicinal plants in Ruoergai region, Sichuan province, China,”
Journal of Ethnopharmacology, vol. 142, pp. 390–400, 2012.

[107] U. K. Sharma, S. Pegu, D. Hazarika, and A. Das, “Medico-reli-
gious plants used by the Hajong community of Assam, India,”
Journal of Ethnopharmacology, vol. 143, pp. 787–800, 2012.

[108] J. Sharma, S. Gairola, R. D. Gaur, and R. M. Painuli, “The treat-
ment of jaundice with medicinal plants in indigenous com-
munities of the Sub-Himalayan region of Uttarakhand, India,”
Journal of Ethnopharmacology, vol. 143, pp. 262–291, 2012.

[109] K. Srithi, C. Trisonthi, P. Wangpakapattanawong, and H. Bal-
slev, “Medicinal plants used in Hmong women’s healthcare in

northernThailand,” Journal of Ethnopharmacology, vol. 139, no.
1, pp. 119–135, 2012.

[110] H. Tag, P. Kalita, P. Dwivedi, A. K. Das, and N. D. Namsa,
“Herbal medicines used in the treatment of diabetes mellitus in
Arunachal Himalaya, northeast, India,” Journal of Ethnophar-
macology, vol. 141, pp. 786–795, 2012.

[111] V.Upadhya,H.V.Hegde, S. Bhat, P. J.Hurkadale, S.D.Kholkute,
and G. R. Hegde, “Ethnomedicinal plants used to treat bone
fracture from North-Central Western Ghats of India,” Journal
of Ethnopharmacology, vol. 142, pp. 557–562, 2012.

[112] W. Wanzala, W. Takken, W. R. Mukabana, A. O. Pala, and A.
Hassanali, “Ethnoknowledge of Bukusu community on live-
stock tick prevention and control in Bungoma district, western
Kenya,” Journal of Ethnopharmacology, vol. 140, no. 2, pp. 298–
324, 2012.

[113] R. Sharma, R. K. Manhas, and R. Magotra, “Ethnoveterinary
remedies of diseases among milk yielding animals in Kathua,
Jammu andKashmir, India,” Journal of Ethnopharmacology, vol.
141, no. 1, pp. 265–272, 2012.

[114] N. Chainani-Wu, K. Collins, and S. Silverman Jr., “Use of cur-
cuminoids in a cohort of patients with oral lichen planus, an
autoimmune disease,” Phytomedicine, vol. 19, no. 5, pp. 418–423,
2012.

[115] E. Jedel, F. Labrie, A. Odén et al., “Impact of electro-acupunc-
ture and physical exercise on hyperandrogenism and oligo/
amenorrhea in women with polycystic ovary syndrome: a ran-
domized controlled trial,” The American Journal of Physiology,
vol. 300, no. 1, pp. E37–E45, 2011.

[116] C. Lee, A. J. Dobson, W. J. Brown et al., “Cohort profile: the
Australian longitudinal study on women’s health,” International
Journal of Epidemiology, vol. 34, no. 5, pp. 987–991, 2005.

[117] L. M. Pastore, C. D. Williams, J. Jenkins, and J. T. Patrie, “True
and sham acupuncture produced similar frequency of ovulation
and improved LH to FSH ratios in womenwith polycystic ovary
syndrome,” Journal of Clinical Endocrinology and Metabolism,
vol. 96, no. 10, pp. 3143–3150, 2011.

[118] W. E. Mehling, E. A. Lown, C. C. Dvorak et al., “Hematopoietic
cell transplant and use of massage for improved symptom
management: results from a pilot randomized control trial,”
Evidence-Based Complementary and Alternative Medicine, vol.
2012, Article ID 450150, 9 pages, 2012.

[119] R. Lauche, H. Cramer, C. Hohmann et al., “The effect of tradi-
tional cupping on pain and mechanical thresholds in patients
with chronic nonspecific neck pain: a randomised controlled
pilot study,” Evidence-Based Complementary and Alternative
Medicine, vol. 2012, Article ID 429718, 10 pages, 2012.

[120] H. MacPherson, H. Tilbrook, J. M. Bland et al., “Acupuncture
for irritable bowel syndrome: primary care based pragmatic
randomised controlled trial,” BMC Gastroenterology, vol. 12,
article 150, 2012.

[121] J. E. Bormann,A. L.Gifford,M. Shively et al., “Effects of spiritual
mantram repetition onHIVoutcomes: a randomized controlled
trial,” Journal of Behavioral Medicine, vol. 29, no. 4, pp. 359–376,
2006.

[122] B. Kligler, P. Homel, A. E. Blank, J. Kenney, H. Levenson, and
W. Merrell, “Randomized trial of the effect of an integrative
medicine approach to the management of asthma in adults
on disease-related quality of life and pulmonary function,”
Alternative Therapies in Health and Medicine, vol. 17, no. 1, pp.
10–15, 2011.



12 Evidence-Based Complementary and Alternative Medicine

[123] N. Chainani-Wu, J. Silverman, A. Reingold et al., “A random-
ized, placebo-controlled, double-blind clinical trial of curcum-
inoids in oral lichen planus,” Phytomedicine, vol. 14, no. 7-8, pp.
437–446, 2007.

[124] F. L. Bishop, Y. Massey, L. Yardley, and G. T. Lewith, “How
patients choose acupuncturists: a mixed-methods project,”
Journal of Alternative and Complementary Medicine, vol. 17, no.
1, pp. 19–25, 2011.


