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Abstract
Background Key informant interviews (KII) are a widely used method in qualitative health research to gain in-depth 
insights from individuals with specialized knowledge, experience, or access that is crucial to the research topic. 
However, there is growing criticism regarding how the selection of key informants is insufficiently described in 
research. This opacity is problematic as the authority and knowledge of key informants may be given undue weight 
in research findings, potentially overshadowing other non-expert samples. The resulting imbalance in representation 
can lead to favoring certain viewpoints while marginalizing others, and thereby reinforcing existing inequities.

Methods Using our KII study as an example, we demonstrate how we initially composed an ideal sample based 
on theoretical considerations and subsequently operationalized it in the field. We employed a selective recruitment 
strategy informed by intersectional theory, targeting physicians with migration backgrounds from Middle Eastern 
countries for a study on cancer prevention and screening. Our recruitment process combined direct methods, 
including database searches and email outreach, with indirect methods like snowball sampling and engagement 
with multipliers. The recruitment strategy was iterative, allowing for ongoing assessment and adaptation to ensure a 
diverse and representative sample.

Results The KII study successfully recruited 21 physicians with diverse social categories, including different genders, 
migration backgrounds, language skills, and medical specialties. Direct recruitment was more effective than indirect 
methods and allowed for greater control in reaching out to specific subsamples. It highlights the importance of 
flexible and persistent recruitment strategies to achieve the desired sample.

Conclusions This KII study underscores the interplay between methodological ideals and the practical realities of 
recruiting a diverse, carefully composed sample of key informants in health research. Our intersectional approach 
aimed to ensure equitable representation by considering power dynamics and refining recruitment strategies, while 
balancing the challenges of real-world fieldwork-such as engaging busy physicians with specific recruitment criteria-
with practical adaptability. Our KII study emphasizes the need for ongoing reflexivity to balance ideality and equity 
with practical feasibility.
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Introduction
Key informant interviews (KII) are a frequently used 
method to gain in-depth insights into specific health-
related issues in qualitative health and other social sci-
ence research. Key informants are individuals who are 
viewed as possessing specialized knowledge, experi-
ence, or access that is crucial to the research topic [1, 2]. 
Engaging with them may be vital for accessing insider 
knowledge, particularly on sensitive topics that might 
not emerge in focus group discussions [3]. Moreover, key 
informants frequently serve as gateways to broader com-
munities, helping researchers identify additional partici-
pants or facilitating community access [4, 5].

At the same time, there is a growing critique regarding 
how processes to select key informants are described, or 
rather not described in research and the potential power 
imbalances these processes can perpetuate [6, 7]. Unlike 
regular, non-expert participants (hereafter referred to 
as “regular participants”) whose socio-economic data 
and demographic details are often documented in great 
detail, the selection criteria for key informants tend to 
remain rather vague or are omitted [8]. This opacity is 
problematic as the authority and knowledge of key infor-
mants may be disproportionately weighted in research 
findings, potentially overshadowing other voices [8–10]. 
The resulting imbalance in representation can skew the 
production of knowledge, privileging certain perspec-
tives while marginalizing others, thereby exacerbating 
existing inequities [11].

While key informants are important for their insights, 
it is crucial to approach the recruitment of key infor-
mants with a focus on both intersectionality and trans-
parency [12, 13]. Given that the process of knowledge 
production and representation in qualitative research 
is deeply influenced by the social and cultural contexts 
in which it occurs, the insights provided by key infor-
mants are shaped by the informants’ specific positions 
within these contexts and need to be even more reflected, 
discussed and documented than those of regular par-
ticipants [7, 14], especially in research areas like health, 
where the implications of findings are directly tied to 
real-world policies and practices [15].

Yet, even as we strive for methodological ideals, the 
realities of fieldwork often present operational challenges 
in reaching the desired sound, diverse, and representa-
tive sample. For example, in our KII study on the barriers 
to cancer screening and prevention among first-genera-
tion migrants from Middle Eastern countries, we aimed 
to also recruit a narrowly defined sample of physicians 
with migration experience as key informants to provide 
insights on the regular participants, i.e. migrants without 
a medical professional background.  While we aimed to 
uphold intersectional representation and transparency 
in our sample composition, we also had to navigate the 

operational challenges of conducting fieldwork. In this 
article, we reflect on the planning and recruitment of a 
key informant study, with a particular focus on balanc-
ing the ideal composition of the sample-considering 
power and representation  -  and the tension between 
methodological ideals and the practical realities of health 
research. Our KII study serves as a lens to examine the 
interplay between these methodological aspirations and 
the operational realities in the recruitment process of a 
key informant study.

Background
Conceptualizing key informants in health research
Interviews with so-called key informants originate from 
anthropological research, where a researcher would 
cultivate a relationship with one key informant over 
an extended period, conducting multiple interviews 
to understand an issue deeply [4]. While ethnographic 
use of KIIs embodies an embedded approach to under-
standing communities through long-term relationships, 
their application in health-related research has evolved. 
We refer here to ‘health research’ as inquiry that is pri-
marily focused on understanding and improving health 
outcomes, often through the application of medical and 
public health frameworks in policy and practice, whereas 
anthropological research on health tends to explore 
health within the broader context of culture, social struc-
tures, and human behavior. In health research, engaging 
KIIs has become instrumental as a method for short-
term knowledge production technique to rapidly gather 
data, often to complement quantitative information 
about health and health service outcomes. This reflects 
broader trends in ethnographic methods being adapted 
for speedier research, such as “rapid ethnographies” [16, 
17].

In anthropological research, a core characteristic of 
key informants (or their role in a study) continues to be 
their embeddedness in a certain community which they 
both represent and to which they can provide insights. 
Furthermore, according to Marshall [16] key informants 
are additionally viewed “as extraordinary by those around 
them and usually, but not invariably, occupy a position of 
responsibility and influence” (p. 92). While Marshall does 
not further describe what constitutes this extraordinary 
character, a notion of authority occupied by individuals 
who become key informants can also be found in other 
seminal texts of anthropology [18–20].

In health research, key informants are primarily 
selected based on their professional roles or special-
ized knowledge of a topic [21–23]. Key informants often 
include healthcare providers, policymakers, scientists, 
community leaders, and educators who offer valuable 
insights into the research topic due to their positions 
within clinical practice, government, academia, or 
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community organizations [8, 24]. Compared to anthro-
pological studies in which key informants are gener-
ally embedded in their communities, key informants in 
health research may be ingroup members, this is however 
not a prerequisite criterion.

A key reason for choosing KIIs as a research method 
in both anthropological and health research is due to the 
key informants’ assumed expertise or specialized knowl-
edge on a subject [2, 7, 8]. The term ‘key’ points to both 
the implied importance of the informant and their poten-
tial ability to unlock or access a previously inaccessible 
phenomenon [7]. ‘Informant’ indicates the researcher’s 
relatively unknowledgeable position compared to the 
informant’s insider knowledge or experience on the 
issue at hand [25, 26]. It also implies that the subject 
under research is complex and requires interpretation 
by a knowledgeable individual [8]. Apart from provid-
ing insights, key informants may also be chosen for their 
roles as representatives or ‘surrogates’ for broader groups 
as they are part of a community, yet also differ from it 
in their relationship to the research topic and research-
ers [4, 5]. Finally, in some contexts, interviewing certain 
individuals in positions of power may be necessary for 
political or cultural allyship, regardless of their ability to 
provide valuable knowledge for the research, or to later 
facilitate greater community access for researchers, act-
ing as gatekeepers (or openers) to participants that are 
otherwise inaccessible to the researchers [5, 27].

Individuals who become key informants are often 
ascribed a certain authority within their respective social 
settings [1, 28, 29]. This authority is frequently mirrored 
in the way research is conducted as studies often reflect 
these implicit hierarchical assumptions [8]. Compared to 
research involving participants who are not designated 
as key informants, the insights and knowledge from 
KIIs are often perceived as “more important, accurate or 
objective” [7] and given greater weight when interpreting 
results. Given that knowledge production in qualitative 
research is shaped by the social and cultural contexts of 
informants, including their socioeconomic status, ethnic-
ity, and education [14, 30, 31], there is a risk that perspec-
tives of more privileged individuals may be prioritized. 
This can marginalize less powerful voices, raising con-
cerns about equity and diversity in the representation of 
findings [3, 6, 7].

Gender dynamics offer a particularly salient example of 
how socially manifested authority is reflected in KII stud-
ies as research shows that studies using KIIs have resulted 
in a disproportionate number of male key informants 
[32, 33]. This is in stark contrast to the reality in both the 
family and community domains, as well as in the profes-
sional sector, where women continue to constitute the 
majority of caregivers and healthcare workers [34, 35]. 
Though intentional efforts to interview women equally 

are changing these trends [36], feminist scholars continue 
to highlight how men shape dominant paradigms and 
ways of thinking, with male experts’ opinions frequently 
overshadowing those of women and other marginalized 
groups [7, 18, 37–39]. This does not imply that women 
lack influence or expertise; rather, it suggests that their 
voices are often marginalized by the greater power hier-
archies which have often led to men being recognized 
as experts over women [38, 40]. When combined with 
the methodological differences between KIIs and focus 
group discussions (FGDs), it becomes even more evident 
that KIIs may offer more opportunities for male voices to 
be heard in one-on-one contexts than FGDs or surveys 
do for women and reproduce monopolies of knowledge 
and authority [37, 41–43]. However, this issue is not lim-
ited to gender alone. Other dimensions of privilege, such 
as race, ethnicity, class, and education, similarly influ-
ence whose voices are heard and how knowledge is con-
structed and represented in research [3, 6]. The challenge 
of equitable representation in studies with KII highlights 
the need for selective recruitment based on an inter-
sectional approach that addresses not just gender, but a 
range of intersecting identities and power dynamics for 
recruitment. While key informants are integral to both 
anthropological and health research for their unique per-
spectives, their selection requires careful consideration 
and comprehensive descriptions of recruitment pro-
cesses to ensure that the inherent power dynamics and 
representational biases can be managed and addressed 
throughout the entire research process.

Recruiting key informants for qualitative health research 
with an intersectional framework
Intersectionality is rooted in Black feminism but has 
increasingly become a critical theory across disciplines 
including health research. Intersectionality describes 
a framework for understanding multiple, intersect-
ing forms of oppression within a matrix of domination 
rather than observing discrimination as distinct or inde-
pendent phenomena [12, 13, 44]. Intersectionality hence 
emphasizes the interconnectedness of multiple socially 
constructed categories (e.g., ethnicity, gender, migra-
tion status, class) and the linked systems of power and 
inequality that lend more or less privilege to holders of 
certain social identities [45]. Condensed, intersectional-
ity is based on the assumption that (a) all individuals pos-
sess or embody multiple intersecting categories; (b) each 
identity includes a dimension of power or oppression; (c) 
these categories are shaped by socio-cultural contexts 
and are therefore not universal, and; (d) individuals can 
therefore belong to both oppressed and privileged groups 
in different contexts [12, 13, 46, 47].

Since its evolution, intersectionality has been employed 
across various disciplines, including health research and 
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can be particularly relevant in reflections on study par-
ticipant recruitment processes. Authors have pointed 
out that studying so-called “hot samples” ( [48], p. 293) 
with known intersecting social categories, e.g., Black 
lesbians, low-income or homeless people, has been the 
most dominant approach when applying an intersec-
tional lens in recruitment [47–49]. This overreliance on 
known categories of privilege and oppression creates 
epistemological issues. First, even with the intent to be 
loyal and sympathetic to minority groups, such research 
risks perpetuating othering processes, hence portraying 
such groups as fundamentally different from more privi-
leged study participants [48]. On the one hand, reflect-
ing on social categories may serve as a tool for selecting 
marginalized participants and making oppression vis-
ible. Yet power should not only be conceived in terms of 
combating oppression in a one-directional sense. Work-
ing within power dynamics can also reconfigure power 
relations, intertwine social categories and analyze how 
people move from positions of lesser to greater privi-
lege or vice versa [50]. For instance, when recruiting key 
informants who often hold more power or privilege in 
certain social settings but may also share one or several 
other social categories with those of other study par-
ticipants, it is important to consider how to weigh their 
insights and how their elevated status may inadvertently 
overshadow the voices of less privileged participants [48, 
50–52]. These epistemological considerations are partic-
ularly important given that health research is an applied 
rather than theoretical field, and they can therefore have 
significant and material impacts, such as inadvertently 
contributing to stigmatization of certain groups or shap-
ing access to (health) resources.

A second critical question concerns the number of cat-
egories to consider, as including too few categories risks 
oversimplification, potentially overlooking important 
nuances in how identities intersect. Conversely, including 
too many categories can make the recruitment unwieldy, 
making it challenging to maintain focus on the most rel-
evant intersections within small qualitative samples. This 
necessitates the strategic selection of a limited number 
of categories or establishing anchor points for analysis 
[47]. Moreover, in the exploratory nature of qualitative 
research, certain unmarked categories may only emerge 
during the analysis phase, highlighting the dynamic and 
fluid understanding of intersecting social categories that 
cannot always be fully anticipated during the recruitment 
process.

Recruiting an ‘ideal’ sample with the practical realities of 
recruitment
While striving for a carefully composed, ‘ideal’ sam-
ple based on reflections of intersectionality for KII 
in research, the sample representation is inherently 

dependent on whom researchers are able to reach: hence 
how balancing these methodological ideals interacts with 
practical challenges in real-world recruitment. In quali-
tative research, the recruitment is often challenging and 
exploratory, as the process cannot be fully predetermined 
before fieldwork begins [53]. Not every social category 
can be adequately captured, not all participants may be 
willing or able to disclose certain aspects of their iden-
tity and the intersection of multiple desired social cat-
egories narrowly defines a sample, increasing difficulties 
in recruiting desired participants. This means that even 
with clear goals, the recruitment process often involves 
making subjective decisions about whom to approach, 
how to gain access to them and making compromises if 
the ideal sample cannot be reached. As a result, the plan-
ning and recruitment needs to be flexible and responsive 
to the realities of who is actually accessible to research-
ers in the field, including cultural, legal and regulatory 
norms and alongside considerations about representation 
and power in knowledge production. This consideration 
brings attention to the importance of transparency in the 
planning stages, including the power dynamics at play, 
the recruitment procedures (such as the use of incentives 
and specific approaches), and the researcher’s positional-
ity, who are themselves socially situated and whose social 
positions might influence recruitment procedures.

The objectives of this paper are to (1) describe our con-
siderations in composing an ideal sample for a KII study 
within our research project on migrants’ access to can-
cer screening and prevention, with particular attention to 
issues of power and representation, and (2) reflect on the 
recruitment strategies, challenges, and successes in gain-
ing access to this sample, highlighting how these dynam-
ics influenced the research process and outcomes.

Methods
About the KII study
Over the past decade, Germany’s demographic landscape 
has shifted following the admission of over one million 
refugees and migrants from Middle Eastern countries 
(i.e., Syria, Iraq, Iran, Palestine, and Afghanistan) and the 
Ukraine [54, 55]. Existing research has focused on larger 
migrant communities with a longer migration history, 
especially those with Turkish and Russian backgrounds 
[56, 57]. Studies among migrants with a relatively recent 
migration history in Germany are still scant and frag-
mented [58–60]. Hence, our research specifically targets 
first-generation migrants from the Middle East, based 
on certain similarities in healthcare system structures, 
cultural and religious backgrounds that influence health 
beliefs, behaviors, and access to healthcare services, in 
ways that differ from other migrant groups. For instance, 
some studies show that healthcare needs of newly arrived 
migrants tend to focus on immediate needs, and less on 
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taking part in cancer screening measures, e.g., mammog-
raphy, pap smear or prostate cancer screening [60–62].

Given the lack of migration- and culture-specific data 
on cancer screening participation among these popula-
tions, the KIKK project (German abbreviation for cul-
ture-sensitive health information for cancer prevention 
and screening) aims to explore factors influencing (non-)
participation in cancer screening among first-genera-
tion Middle Eastern migrants. One component of this 
research project involves a KII study with physicians with 
specialist training in clinical disciplines relevant to can-
cer prevention and screening, such as urology, gynecol-
ogy and dermatology. Oncologists and other disciplines 
focused primarily on patients with an existing cancer 
diagnosis were excluded.

Procedures
Theoretical composition of the KII sample
We applied selective recruitment based on an intersec-
tional approach to consider the social categories that 
appear relevant to understanding the dynamics of can-
cer screening and prevention among Middle Eastern 
migrants in Germany, as well as within the KII sample. 
We defined the social categories gender, migration 
background, cultural and linguistic background, and 
healthcare setting as key to our research (see Table  1 
for an overview). Our approach to KIIs was purpose-
fully designed to capture insights from physicians serv-
ing as key informants as these individuals combine both 
cultural insider perspectives and professional expertise. 
Unlike a general stratified sample for qualitative inter-
views, our selection of key informants was intended to 
contextualize patient experiences of migrants within the 
healthcare system, using these key informants who can 
reflect both insider and outsider perspectives. Since the 
research project is in its initial stages, we have considered 
these social categories separately during the recruitment 
process and will focus on exploring how these categories 
intersect and influence one another during the analysis. 
To facilitate this, we will intentionally seek participants 
who embody multiple characteristics across these catego-
ries, allowing us to examine the complex ways in which 

these intersecting identities shape healthcare experiences 
and outcomes.

Our goal was to recruit physicians who embody both 
insider and outsider perspectives. Hence, we exclusively 
sought to recruit physicians with a migrant background 
who are themselves first- or second-generation migrants 
from Middle Eastern countries and who can relate to 
the populations in question due to their cultural and lin-
guistic ties. At the same time, in their professional roles, 
these physicians can also be considered outsiders from 
migrant communities, possessing specialized knowledge 
of the medical system in Germany, which positions them 
uniquely between their communities and the broader 
healthcare infrastructure.

Diversity in professional disciplines related to cancer 
screening is essential to our KII study, given the varying 
levels of invasiveness associated with different cancer 
screening procedures. For example, a pap smear, which 
is critical for detecting cervical cancer, may be perceived 
differently by women from Muslim-shaped backgrounds, 
who may associate it with the loss of virginity or other 
gender norms around modesty. Similarly, screening pro-
cedures that require undressing may be influenced by 
beliefs about gender and body exposure. By including 
physicians from a range of disciplines involved in cancer 
screening, such as gynecology, urology, general practice, 
or dermatology, we sought to understand how these pro-
fessional perspectives intersect with cultural and gender 
norms to influence healthcare delivery.

We deemed gender a critical axis in our sample compo-
sition. In both the general population and the healthcare 
sector, gender continues to influence access to resources, 
decision-making processes, and representation in lead-
ership roles. Recognizing that previous studies have 
often disproportionately featured male key informants 
as experts in KIIs, we sought to ensure gender balance 
in our sample. Moreover, gender itself is a highly rel-
evant category in cancer screening, as the healthcare 
service offers differ for men and women. For instance, 
early detection screening for breast and cervical cancers 
are targeted at women, while there is a focus on men 
for prostate cancer screening, reflecting gender-specific 
examinations. Including a focus on gender in the KII will 

Table 1 Overview of recruitment criteria
Recruitment criteria Definition
Gender Gender balance, with a focus on the representation of women
Professional discipline Physicians from different medical disciplines related to cancer screening, 

e.g., urology, dermatology
Migration background First- or second-generation physician migrants from different Middle 

Eastern countries, e.g., Iran, Syria, Afghanistan
Cultural and linguistic background Physicians proficient in languages spoken in the Middle East, e.g., Farsi, 

Dari, Pashto
Setting Physicians working in different inpatient and outpatient healthcare settings
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allow us to explore how gendered experiences and expec-
tations influence cancer screening practices and the pro-
vision of care across different patient groups.

Cultural and linguistic background plays a role in both 
the health-seeking behaviors of migrant patients and the 
practice of physicians. For non-medical participants, cul-
turally shaped health beliefs and language proficiency 
can impact access to cancer screening services. With our 
research focus on migrants from Middle Eastern coun-
tries, we aimed to include physicians proficient in lan-
guages such as Farsi, Dari, Pashto, Arabic, or Kurmanji, 
who share cultural and linguistic backgrounds with the 
migrant communities of interest. We assumed that these 
physicians’ cultural backgrounds influence their under-
standing of health beliefs and practices, which may dif-
fer substantially from those of their German-trained 
counterparts. For instance, different cultural norms 
around different communication styles or participation 
in healthcare decision-making can affect how cancer 
screening services are perceived and utilized. By includ-
ing physicians who are attuned to these cultural nuances, 
we aimed to explore how health beliefs and knowledge 
about care delivery intersect with professional practice.

Acknowledging that while the ‘setting’ in which health-
care is provided, whether in hospitals or ambulatory/
outpatient care, is not a traditional intersectional cat-
egory, it may also intersect with power dynamics, shap-
ing healthcare practices and access to cancer screening in 
the German context. Physicians working in hospital set-
tings may have different perspectives compared to those 
in ambulatory or outpatient practices, particularly in how 
they manage patient flow, waiting periods, and access to 
screening appointments. The German healthcare system, 
with its emphasis on outpatient care and longer wait-
ing times for non-urgent procedures, may be unfamiliar 
to recent migrants, who may come from countries with 
different healthcare delivery models. By including phy-
sicians from both hospital and outpatient settings, we 
aimed to capture how these structural differences inter-
sect with other social categories to shape healthcare-
seeking behaviors and the provision of cancer screening 
services.

Operationalizing recruitment criteria in reality
In operationalizing our recruitment criteria for the 
KII study, we determined that a professional discipline 
related to cancer screening and a migrant background 
from the Middle East were essential for inclusion. Physi-
cians who did not meet these criteria would be excluded 
from the KII study, as their perspectives would not align 
with the specific focus of our research on the intersection 
of migration and cancer prevention. To build a sample 
that reflects the diversity across the five key social cat-
egories  -  gender, migration background, cultural and 

linguistic background, healthcare setting, and profes-
sional discipline  -  we employed an iterative approach. 
This approach involved continuously assessing who 
responded to our recruitment outreach and strategi-
cally targeting specific groups to ensure a balanced, yet 
maximally diverse, sample. By adapting our recruitment 
efforts based on the demographic and professional pro-
files of early respondents, we aimed to capture a wide 
range of experiences and insights that align with our 
intersectional framework.

Exploring access strategies
To effectively recruit participants, we employed both 
direct and indirect recruitment strategies, tailored to 
identify and engage physicians who met our inclusion 
criteria.

Our direct recruitment strategy involved identifying 
suitable physicians and contacting them without inter-
mediaries. We utilized the online systems of the Associa-
tion for Statutory Health Insurance Physicians (ASHIP) 
across Germany’s federal states. These systems allowed 
us to filter for registered physicians by geographical loca-
tion, medical specialty, and consultation languages. By 
focusing on relevant specialties such as general and inter-
nal medicine, gynecology, gastroenterology and urology, 
and combining these with language requirements (e.g., 
Arabic, Turkish, Kurmanji, Dari, Pashto, Farsi), we would 
be able to directly reach out to potential participants who 
fit our study’s criteria. For each potential participant, we 
conducted a review of their institutional background, 
determining the specific healthcare setting in which they 
worked (e.g., hospital, outpatient clinic). When avail-
able, we also examined practice websites, where pro-
file pictures often helped us ascertain the gender of the 
physicians.

For indirect recruitment, we incorporated snowball 
sampling and leveraged multipliers to disseminate infor-
mation about our KII study. Through snowball sampling, 
we asked already recruited interviewees to recommend 
colleagues who met our recruitment criteria, which suc-
cessfully led to the inclusion of additional participants. 
Additionally, we engaged multipliers - individuals or plat-
forms with access to our target population. This included 
mentions in a podcast by a Turkish-descent podcaster, 
posts in a large WhatsApp group for foreign doctors in 
Germany by one if its members, and emails to hospital 
managers requesting them to forward our recruitment 
call to staff.

Preparing and testing recruitment materials
To initiate our recruitment process, we prepared a 
comprehensive email text that outlined all relevant 
information regarding the study’s purpose, the role of 
participants, and logistical details such as interview 
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length, the amount of the incentive (70 €) and scheduling 
flexibility (see attachment). This strategy was tested by 
sending it to 50 physicians identified through the ASHIP 
database, but no responses were received.

To improve our strategy, we consulted four physi-
cians within our professional networks, who suggested 
changes to make key details - such as our university affili-
ation, the principal investigator’s doctoral title, interview 
length, scheduling flexibility, and financial compensation 
- more prominent. They approved the suggested amount 
of 70 €, considering it sufficient as an incentive for study 
participation, yet lower than a physician’s hourly salary. 
They also recommended sending emails on Wednesdays 
when physicians are more likely to check their emails 
due to administrative work. We further explored using 
phone calls and faxes as additional outreach methods to 
increase our chances of contact, but these proved inef-
fective. After 99 unsuccessful phone calls and limited 
responses to faxes, we discontinued these methods and 
focused on follow-up emails after an initial email. These 
follow-ups, sent within a week, emphasized our previous 
outreach and the importance of their participation.

For indirect recruitment, we used the revised email text 
for networks and adapted it into a more concise version 
for platforms like WhatsApp groups and podcasts, ensur-
ing the essential details were communicated effectively.

Screening and recruitment
Whenever we received a response to any of our outreach 
efforts, we promptly screened the potential participants 
against our established inclusion criteria. While we 
adhered to the core criteria, we also made adjustments 
to include participants who, though not originally from 
the Middle East, had acquired relevant language skills, 
as well as physicians who had transitioned to other spe-
cialties, such as two participants now working in neurol-
ogy and psychiatry, after having been involved in cancer 
screening as general practitioners.

Initially, our direct recruitment efforts yielded 
responses predominantly from women working in dis-
ciplines such as gynecology and general practice. Rec-
ognizing this imbalance, we specifically redirected our 
searches in the database to target other disciplines, 
such as urology, gastroenterology and dermatology, and 
slightly adjusted our outreach efforts to increase the like-
lihood of recruiting male participants. If respondents 
met these adjusted requirements, we provided them 
with additional study information, including details on 
data protection and a consent form. Upon receiving their 
consent, we scheduled interviews via video conference, 
ensuring that all logistical details were clear and conve-
nient for the participants.

Positionality of the research team
Our research team is composed entirely of women, total-
ing five members. This includes two research associates, 
one of whom is the PI, two student assistants, and a pro-
fessor. All team members possess tertiary educational 
backgrounds related to public health. Among us, four 
members do not have a migration background, while 
one member is a first-generation migrant. In addition, 
the PI has lived abroad and has extensive experience in 
international research projects. While our collective aca-
demic background equips us with the necessary tools for 
rigorous research, we remain mindful of the potential 
limitations and biases that our positionality may bring, 
particularly in understanding the experiences of migrant 
populations within the German healthcare system. Our 
all-female composition brings a unique sensitivity to 
gender-related issues in healthcare, which can enhance 
our understanding of women’s experiences but may pose 
a risk of bias on male perspectives in our analysis and 
interpretation.

Results
Response rates via direct and indirect recruitment 
strategies
We employed direct and indirect strategies in our 
recruitment efforts.

Direct recruitment. In total, we contacted 480 physi-
cians directly (with n = 20 undeliverable emails/fax and 
n = 460 non-responders) (see Fig. 1 for an overview of our 
recruitment strategies). Sending two consecutive emails 
to 328 practices and institutional addresses of physi-
cians resulted in 14 positive responses of whom all were 
included in the KII study due to meeting our selection 
criteria; one person responded after an initial email, fol-
lowed by a fax; none after phone calls. Recruitment took 
place over the course of eight weeks and we updated our 
database based on the responses we received. General 
practitioners and gynecologists were the first to respond, 
whereas we did not receive any responses from urologists 
and gastroenterologists for six weeks and therefore sent 
out a considerable number of emails to recruit from this 
clinical subset. Despite extensive searches and outreach 
with 170 emails alone to this subset, we were only able to 
recruit two urologists and one gastroenterologist.

Indirect recruitment. Indirect recruitment subsumes 
two strategies, namely snowball sampling and outreach 
via multipliers. Results from reaching out to multipliers 
were mixed in their quality and quantity received (hos-
pital managers: n = 0, podcaster: n = 1, WhatsApp group: 
n = 12). Despite the greater rate of response, respondents 
from the WhatsApp group shared many similarities in 
their professional and sociodemographic data: most 
came from Turkey, were women and had little to no work 
experience in Germany. Overall, only three respondents 
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via the multiplier strategy were included in the KII study. 
Snowball sampling yielded three expressions of interest 
of whom all three were included, resulting in a total of six 
participants via indirect recruitment.

Recruited sample
We included 21 physicians with diverse social categories 
(see Table 1 for characteristics of our sample). The sam-
ple includes slightly more women (57%) and physicians 
working in ambulant/outpatient care settings (60%). 
While all participants were first- or second-generation 
migrants, 18 originated from a Middle Eastern coun-
try and three originated from other countries and had 
acquired language skills from the Middle Eastern region 
during their studies or work in that region. At the time 
of the KII study, all but two participants were working in 
a cancer screening-related discipline, two had done so in 
the past, but had proceeded on to further training in a 
different medical discipline.

Discussion
This KII study aimed to explore the challenges and 
strategies involved in recruiting a diverse sample of key 
informants - specifically, physicians with a migration 
background from Middle Eastern countries who are 
involved in cancer screening and prevention in Germany. 
By applying an intersectional approach to the recruit-
ment strategy and being transparent about our selection 
criteria, the KII study sought to address issues of power, 

representation, and inclusion in the sample composition, 
while balancing these methodological ideals with the 
operational realities of fieldwork [2, 7].

Recruiting physicians as participants in research is 
notoriously challenging, with studies consistently high-
lighting obstacles such as time constraints, lack of per-
ceived relevance to clinical practice, limited familiarity 
with research methodologies, and over-saturation of 
research requests [21, 22]. When applying narrowly 
defined recruitment criteria, such as physicians with 
specific language skills, clinical specializations, and set-
tings, the task becomes even more daunting. Our expe-
rience underscores this reality, demonstrating that even 
though physicians are key informants with expertise, 
they remain a difficult group to engage, particularly when 
the recruitment criteria are highly specific and, as in our 
case, physicians were not native speakers of the language 
the interview was conducted in. This could have lowered 
response rates as two participants explained during data 
collection.

In this, our experience highlights the importance of 
an iterative approach to recruitment as it allowed us to 
continuously assess, reflect and refine our strategies to 
ensure our desired, equitable representation and cope 
with the challenges of recruiting this difficult-to-reach 
sample [6]. For instance, in our recruitment efforts, the 
direct recruitment channel emerged as more effective, 
particularly after refining our initial email approach. 
Once optimized, this method allowed us to send out 

Fig. 1 Overview of recruitment strategies
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more targeted, time-efficient communications, which 
proved essential in reaching our goal. Our ability to fil-
ter and select physicians from the ASHIP database, 
combined with persistent follow-up efforts, resulted in 
successful recruitment, highlighting the value of adapt-
ability in real-world settings. Offering a compensation 
of 70 € was likely crucial for successful recruitment, par-
ticularly among busy professionals like physicians, as it 
provided a sufficient incentive while remaining within an 
ethical range that upheld the credibility of the research. 
However, this also highlights a dilemma: while such com-
pensation may be deemed appropriate and necessary for 
key informants, such as physicians, it would be perceived 

as undue influence if offered to other participant groups, 
such as patients. Nonetheless, without a sufficient incen-
tive, we believe it would have been less likely to achieve 
the necessary sample size. Moreover, after initially low 
response rates from male physicians and certain special-
ties, we intensified our efforts in those areas, extending 
our search within the database. However, the process was 
not without challenges. Outdated or incorrect contact 
information in the ASHIP’s online systems led to undeliv-
erable emails, and the effectiveness of follow-up commu-
nications varied. For instance, we found that contacting 
potential participants on Wednesdays - when practice 
hours are shorter - yielded better responses. Conversely, 
indirect recruitment methods, such as using multipliers 
or snowball sampling, had lower success rates than antic-
ipated. While these approaches did yield respondents, 
they were homogenous and we had little control over the 
characteristics of respondents, consequently declining 
the majority for the sake of a more heterogenous sample 
composition.

It is important to recognize that our recruitment 
strategies represent just an initial step in addressing the 
broader question our article raises: Whose voices and 
knowledge are being prioritized or amplified, and whose 
are marginalized in research processes? While we have 
strived to foster a diverse key informant sample through 
selective recruitment informed by intersectionality, the 
effects of these efforts will only be revealed during data 
analysis. It is during this phase that the actual distribu-
tion of perspectives, and their intersectional dimensions, 
will be critically examined, making clear how different 
social categories - such as gender, ethnicity, and pro-
fessional status - interact [12, 13]. This underscores the 
necessity for ongoing reflexivity throughout the entire 
research process and across different methods [6, 30].

The role of key informants in this study - and in quali-
tative research more broadly - demands careful scrutiny, 
particularly when their insights are compared with those 
of regular participants who may not possess the same 
level of professional expertise yet different, insights based 
on their lived realities [3, 6, 9]. Key informants, by vir-
tue of their positions in society, often hold a degree of 
power that can shape the narratives that emerge from 
the research, if not reflected upon [2, 7]. In studies that 
involve multiple data sources and types such as KIIs and 
FGDs, the question of whether all data is or should be 
considered equal becomes particularly relevant [10, 63]. 
The insights provided by key informants, while valuable, 
should be carefully balanced against those of regular 
participants to avoid reinforcing existing power dynam-
ics and perpetuating disparities in representation [6, 7]. 
Hence, reflexivity, transparency and methodological rigor 
from recruitment to data analysis and presentation are 
required. These principles contribute to ensuring that 

Table 2 Professional and sociodemographic data of recruited 
physicians (N = 21)
Characteristics n %
Gender

Female 12 57
Male 9 43

Professional discipline
Gynecology 5 23
General practice 5 23
Internal medicine 3 14
Dermatology 2 10
Urology 2 10
Pneumology 1 5
Gastroenterology 1 5
Neurology 1 5
Psychiatry 1 5

Migration background (first and second generation)
Syria 5 23
Iran 4 19
Turkey 4 19
Palestine 2 10
Iraq 1 5
Afghanistan 1 5
Jordania 1 5
Azerbaijan 1 5
Romania 1 5
Ukraine 1 5

Language skills from the Middle Eastern region (more than 
one possible)1

Arabic 11 52
Turkish 6 29
Persian/Farsi 4 19
Kurdish (Kurmanji) 3 14
Pashto 1 5
Hebrew 1 5
Dari 1 5

Clinical setting/place of work
Outpatient/ambulant 13 62
Inpatient/hospital 8 38

Note 1. One participant spoke three languages from the Middle East, four spoke 
two
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studies remain true to their goal of amplifying diverse 
voices while maintaining a careful balance between pro-
fessional or societal authority and lived experience.

Limitations
This KII study has several limitations. The sample faced 
selection bias, particularly in the overrepresentation of 
certain nationalities (e.g., Syria, Turkey, and Iran) and 
women, while other groups (e.g., Afghanistan and Iraq) 
were underrepresented. However, this selection of coun-
tries reflects the demographic distribution of foreign-
trained physicians in Germany, where Syrian, Turkish, 
and Iranian doctors constitute some of the largest groups 
of migrant healthcare professionals [64]. A self-selection 
bias is also likely as non-native speakers in German or 
English, in which interviews were conducted, might 
have felt hesitant to participate in our study. This high-
lights how linguistic barriers can influence the scope of 
perspectives included in research and underscores the 
importance of accommodating various participant needs, 
such as linguistic and cultural diversity, to allow for equi-
table access to participation.

Additionally, the unique use of the ASHIP database, 
specific to the German healthcare system, limits the 
generalizability of our findings to other contexts. The 
resource-intensive nature of our direct recruitment 
strategy, requiring substantial time and effort in filtering 
databases, sending out emails, and making phone calls, 
emphasizes the need for careful planning and allocation 
of resources in future studies. Finally, the true diversity 
and representativeness of our sample will only be fully 
understood during the analysis phase, where the interplay 
of various social categories can be thoroughly examined. 
In this way, our limitations highlight the practical reali-
ties of translating theoretical ideals into applied research 
and emphasize the role of adaptability and reflection in 
overcoming recruitment barriers.

Conclusion
This KII study underscores the tension between meth-
odological ideals and the operational realities of recruit-
ing a diverse and carefully composed sample of key 
informants in health research. While our intersectional 
approach aimed to ensure equitable representation by 
carefully considering power dynamics and refining our 
recruitment strategies, the challenges of real-world field-
work - such as the difficulty of engaging busy physicians 
with specific criteria - required a balance between ideal 
recruitment practices and practical adaptability. The 
recruitment process highlighted the importance of being 
flexible and persistent in overcoming barriers, while 
also remaining critically aware of how these operational 
choices influence which voices are amplified or margin-
alized. Ultimately, this work emphasizes the need for 

ongoing reflexivity in research to navigate the complexi-
ties of achieving both methodological rigor and practical 
feasibility, ensuring that the diverse realities of partici-
pant experiences are accurately represented in studies’ 
findings.

Abbreviations
ASHIP  Association for Statutory Health Insurance Physicians
FGD  Focus group discussions
KII  Key Informant Interviews

Supplementary Information
The online version contains supplementary material available at  h t t  p s : /  / d o  i .  o r 
g / 1 0 . 1 1 8 6 / s 1 2 8 7 4 - 0 2 4 - 0 2 4 0 3 - 2     .  

Supplementary Material 1

Acknowledgements
We thank all study participants for their participation.

Author contributions
HLL conceived of the study design, composed the recruitment approach, 
and drafted the article. SK, MS and VT were responsible for carrying out 
the recruitment and contributed to drafts of the paper. DR contributed to 
conceptualizing the study and commented on the first paper draft. All authors 
read and approved the final manuscript.

Funding
This study was funded by Stiftung Deutsche Krebshilfe (German Cancer Aid).
Open Access funding enabled and organized by Projekt DEAL.

Data availability
No datasets were generated or analysed during the current study.

Declarations

Ethics approval and consent to participate
The research project was granted ethical clearance by the ethical board 
of Bielefeld University (No. 2022 − 181). Prospective participants from all 
samples received an information sheet, detailing their role, rights, type of 
data collection, data protection, and a consent form. Informed consent was 
obtained from all research participants. Invitations to attend any of the study 
components were extended to participants solely upon receipt of their signed 
consent forms. All our procedures have been performed in accordance with 
the ethical standards as laid down in the 1964 Declaration of Helsinki and its 
later amendments.

Clinical trial number
Not applicable.

Consent for publication
Written consent for publication was obtained from all study participants.

Competing interests
The authors declare no competing interests.

Received: 26 August 2024 / Accepted: 5 November 2024

References
1. Akhter S. Key informants’ interviews. In: Islam MR, Khan NA, Baikady R, edi-

tors. Principles of Social Research Methodology. Singapore: Springer Nature 
Singapore; 2022. pp. 389–403.

2. Taylor GA. Nursing research using data analysis. Qualitative designs and 
methods in nursing; 2015.

https://doi.org/10.1186/s12874-024-02403-2
https://doi.org/10.1186/s12874-024-02403-2


Page 11 of 12Luetke Lanfer et al. BMC Medical Research Methodology          (2024) 24:276 

3. McKenna SA, Main DS. The role and influence of key informants in commu-
nity-engaged research: a critical perspective. Action Res. 2013;11(2):113–24. 
https:/ /doi.or g/10.11 77/1 476750312473342

4. Tremblay MA. (1982) Field research: A sourcebook and field manual.
5. Bogner A, Littig B, Menz W. (2010) Interviewing experts, 1. Aufl. Research 

methods series. Palgrave Macmillan UK, London.  h t t  p s : /  / d o  i .  o r g / 1 0 . 1 0 5 7 / 9 7 8 
0 2 3 0 2 4 4 2 7 6 _ 1       

6. Kristensen GK, Ravn MN. The voices heard and the voices silenced: 
recruitment processes in qualitative interview studies. Qualitative Res. 
2015;15(6):722–37. https:/ /doi.or g/10.11 77/1 468794114567496

7. Lokot M. Whose voices? Whose knowledge? A Feminist analysis of 
the value of key informant interviews. Int J Qualitative Methods. 
2021;20:160940692094877. https:/ /doi.or g/10.11 77/1 609406920948775

8. Pahwa M, Cavanagh A, Vanstone M. Key informants in Applied qualitative 
Health Research. Qual Health Res. 2023;33(14):1251–61.  h t t  p s : /  / d o  i .  o r g / 1 0 . 1 1 
7 7 / 1 0 4 9 7 3 2 3 2 3 1 1 9 8 7 9 6       

9. Carel H, Kidd IJ. Epistemic injustice in healthcare: a philosophial analysis. Med 
Health Care Philos. 2014;17(4):529–40.  h t t  p s : /  / d o  i .  o r g / 1 0 . 1 0 0 7 / s 1 1 0 1 9 - 0 1 4 - 9 5 
6 0 - 2       

10. Johnstone PL. Weighing up triangulating and contradictory evidence in 
mixed methods organisational research. Int J Multiple Res Approaches. 
2007;1(1):27–38. https:/ /doi.or g/10.51 72/m ra.455.1.1.27

11. Fine M. Science and Justice: a Fragile, Fraught, and essential relationship. 
Perspect Psychol Sci. 2019;14(1):85–90.  h t t  p s : /  / d o  i .  o r g / 1 0 . 1 1 7 7 / 1 7 4 5 6 9 1 6 1 8 7 
9 4 9 2 2       

12. Crenshaw K. Mapping the margins: Intersectionality, Identity Politics, and 
violence against women of Color. Stanford Law Rev. 1991;43(6):1241.  h t t  p s : /  / 
d o  i .  o r g / 1 0 . 2 3 0 7 / 1 2 2 9 0 3 9       

13. Hill Collins P. Black Feminist Thought. Routledge; 2002.
14. Simandan D. Revisiting positionality and the thesis of situated knowledge. 

Dialogues Hum Geogr. 2019;9(2):129–49.  h t t  p s : /  / d o  i .  o r g / 1 0 . 1 1 7 7 / 2 0 4 3 8 2 0 6 1 
9 8 5 0 0 1 3       

15. Hastings Ward J, Middleton R, McCormick D, White H, Kherroubi Garcia I, 
Simmonds S, Chandramouli L, Hart A. Research participants: critical friends, 
agents for change. Eur J Hum Genet. 2022;30(12):1309–13.  h t t  p s : /  / d o  i .  o r g / 1 0 . 
1 0 3 8 / s 4 1 4 3 1 - 0 2 2 - 0 1 1 9 9 - 3       

16. Marshall MN. The key informant technique. Fam Pract. 1996;13(1):92–7. 
https:/ /doi.or g/10.10 93/f ampra/13.1.92

17. Vindrola-Padros C, Vindrola-Padros B. Quick and dirty? A systematic review of 
the use of rapid ethnographies in healthcare organisation and delivery. BMJ 
Qual Saf. 2018;27(4):321–30. https:/ /doi.or g/10.11 36/b mjqs-2017-007226

18. Soucy A. The problem with key informants. Anthropol Forum. 
2000;10(2):179–99. https:/ /doi.or g/10.10 80/7 13650207

19. O’Reilly K. (2009) Key Concepts in Ethnography. SAGE Publications Ltd, 1 
Oliver’s Yard, 55 City Road, London EC1Y 1SP United Kingdom.

20. Trundle C, Phillips T. Which ethnography? Whose ethnography? Medical 
anthropology’s epistemic sensibilities among Health ethnographies. Med 
Anthropol. 2024;43(4):295–309.  h t t  p s : /  / d o  i .  o r g / 1 0 . 1 0 8 0 / 0 1 4 5 9 7 4 0 . 2 0 2 4 . 2 3 4 9 
5 1 3       

21. Bailey N, Mandeville KL, Rhodes T, Mipando M, Muula AS. Postgraduate career 
intentions of medical students and recent graduates in Malawi: a qualitative 
interview study. BMC Med Educ. 2012;12(1):87.  h t t  p s : /  / d o  i .  o r g / 1 0 . 1 1 8 6 / 1 4 7 
2 - 6 9 2 0 - 1 2 - 8 7       

22. Hodges BD, Albert M, Arweiler D, Akseer S, Bandiera G, Byrne N, Charlin B, 
Karazivan P, Kuper A, Maniate J, Millette B, Noyeau E, Parker S, Reeves S. The 
future of medical education: a Canadian environmental scan. Med Educ. 
2011;45(1):95–106. https:/ /doi.or g/10.11 11/j .1365-2923.2010.03737.x

23. van Melle E, Lockyer J, Curran V, Lieff S, St Onge C, Goldszmidt M. Toward a 
common understanding: supporting and promoting education scholarship 
for medical school faculty. Med Educ. 2014;48(12):1190–200.  h t t  p s : /  / d o  i .  o r g / 1 
0 . 1 1 1 1 / m e d u . 1 2 5 4 3       

24. Jimenez ME, Hudson SV, Lima D, Crabtree BF. Engaging a Community Leader 
to Enhance Preparation for In-Depth interviews with Community members. 
Qual Health Res. 2019;29(2):270–8.  h t t  p s : /  / d o  i .  o r g / 1 0 . 1 1 7 7 / 1 0 4 9 7 3 2 3 1 8 7 9 2 8 4 
8       

25. McKenna S. Progress in community health partnerships: research. Educ 
Action. 2011;5(4):387.

26. Morse JM. Subjects, respondents, informants, and participants? Qual Health 
Res. 1991;1(4):403–6. https:/ /doi.or g/10.11 77/1 04973239100100401

27. Luetke Lanfer H. Through a Lens of Scarcity. Wiesbaden: Springer Fachmedien 
Wiesbaden; 2021.

28. Faifua D. The key informant technique in qualitative research. 1 ed. Ltd: SAGE; 
2014. Oliver’s Yard, 55 City Road, London EC1Y 1SP United Kingdom.

29. Tremblay MA. The key informant technique: a nonethnographic application. 
Am Anthropol. 1957;59(4):688–701.  h t t  p s : /  / d o  i .  o r g / 1 0 . 1 5 2 5 / a a . 1 9 5 7 . 5 9 . 4 . 0 2 a 0 
0 1 0 0       

30. Jackson KF, Goodkind S, Diaz M, Karandikar S, Beltrán R, Kim ME, Zelnick JR, 
Gibson MF, Mountz S, Miranda Samuels GE, Harrell S. Positionality in critical 
Feminist Scholarship: situating social locations and power within knowledge 
production. Affilia. 2024;39(1):5–11.  h t t  p s : /  / d o  i .  o r g / 1 0 . 1 1 7 7 / 0 8 8 6 1 0 9 9 2 3 1 2 1 9 
8 4 8       

31. Luetke Lanfer H, Reifegerste D, Kargbo SI. Collecting quantitative experimen-
tal data from a non-WEIRD population: challenges and practical recom-
mendations from a field experiment in rural Sierra Leone. BMC Res Notes. 
2021;14(1):414. https:/ /doi.or g/10.11 86/s 13104-021-05828-w

32. Dougé-Prosper M. Patriarchy and Male Dominance. In: Callan H, editor. The 
International Encyclopedia of Anthropology. Wiley; 2018. pp. 1–9.

33. Tanne JH. White male authors still dominate top academic medical publish-
ing, two studies report. BMJ. 2022;377:o1044.  h t t  p s : /  / d o  i .  o r g / 1 0 . 1 1 3 6 / b m j . o 1 
0 4 4       

34. George A. Nurses, community health workers, and home carers: gendered 
human resources compensating for skewed health systems. Glob Public 
Health. 2008;3(Suppl 1):75–89. https:/ /doi.or g/10.10 80/1 7441690801892240

35. Revenson TA, Griva K, Luszczynska A, Morrison V, Panagopoulou E, Vilchinsky 
N, Hagedoorn M. Gender and caregiving: the costs of caregiving for women. 
In: Revenson TA, Griva K, Luszczynska A, Morrison V, Panagopoulou E, 
Vilchinsky N, Hagedoorn M, editors. Caregiving in the illness context. London: 
Palgrave Macmillan UK; 2016. pp. 48–63.

36. Thelwall M, Abdullah A, Fairclough R. Researching women and men 
1996–2020: is androcentrism still dominant? Quant Sci Stud. 2022;1–21.  h t t  p s 
: /  / d o  i .  o r g / 1 0 . 1 1 6 2 / q s s _ a _ 0 0 1 7 3       

37. Devault ML. Talking and listening from women’s standpoint: Feminist Strate-
gies for Interviewing and Analysis. Soc Probl. 1990;37(1):96–116.  h t t  p s : /  / d o  i .  o r 
g / 1 0 . 2 3 0 7 / 8 0 0 7 9 7       

38. Shai A, Koffler S, Hashiloni-Dolev Y. Feminism, gender medicine and beyond: 
a feminist analysis of gender medicine. Int J Equity Health. 2021;20(1):177. 
https:/ /doi.or g/10.11 86/s 12939-021-01511-5

39. de Simone S, Scano C. Discourses of sameness, unbalance and influence: 
dominant gender order in medicine. J Gend Stud. 2018;27(8):914–27.  h t t  p s : /  / 
d o  i .  o r g / 1 0 . 1 0 8 0 / 0 9 5 8 9 2 3 6 . 2 0 1 7 . 1 3 5 7 5 4 1       

40. Meuser M, Nagel U. (2010) Interviewing experts, 1. Aufl. Research methods 
series. Palgrave Macmillan UK, London.  h t t  p s : /  / d o  i .  o r g / 1 0 . 1 0 5 7 / 9 7 8 0 2 3 0 2 4 4 2 
7 6 _ 2       

41. Armstrong K. Ethnography and audience. The SAGE handbook of Social 
Research methods. SAGE Publications Ltd, S 54–67.  h t t  p s : /  / d o  i .  o r g / 1 0 . 4 1 3 5 / 9 
7 8 1 4 4 6 2 1 2 1 6 5 . n 5       

42. Lefkowich M. When Women Study men: gendered implications for qualita-
tive research. Int J Qualitative Methods. 2019;18:160940691987238.  h t t  p s : /  / d 
o  i .  o r g / 1 0 . 1 1 7 7 / 1 6 0 9 4 0 6 9 1 9 8 7 2 3 8 8       

43. Letherby G. (2003) Feminist research in theory and practice.
44. Collins PH. The difference that Power makes: intersectionality and participa-

tory democracy. In: Hankivsky O, Jordan-Zachery JS, editors. The Palgrave 
Handbook of Intersectionality in Public Policy. Cham: Springer International 
Publishing; 2019. pp. 167–92.

45. Alexander-Floyd NG. (2012) Disappearing acts: reclaiming intersectionality in 
the Social Sciences in a Post-black Feminist Era. ff 24(1):1–25.  h t t  p s : /  / d o  i .  o r g / 
1 0 . 1 3 5 3 / ff  . 2 0 1 2 . 0 0 0 3       

46. Else-Quest NM, Hyde JS. Intersectionality in quantitative Psychological 
Research. Psychol Women Q. 2016;40(3):319–36.  h t t  p s : /  / d o  i .  o r g / 1 0 . 1 1 7 7 / 0 3 6 
1 6 8 4 3 1 6 6 4 7 9 5 3       

47. Hancock A-M. Intersectionality as a normative and empirical paradigm. Pol 
Gend. 2007;3(02). https:/ /doi.or g/10.10 17/S 1743923X07000062

48. Vardeman-Winter J, Tindall N, Jiang H. Intersectionality and publics: how 
exploring publics’ multiple identities questions basic public relations con-
cepts. Public Relations Inq. 2013;2(3):279–304.  h t t  p s : /  / d o  i .  o r g / 1 0 . 1 1 7 7 / 2 0 4 6 1 
4 7 X 1 3 4 9 1 5 6 4       

49. Abrams JA, Tabaac A, Jung S, Else-Quest NM. Considerations for employing 
intersectionality in qualitative health research. Soc Sci Med. 2020;258:113138. 
https:/ /doi.or g/10.10 16/j .socscimed.2020.113138

50. Staunæs D. Where have all the subjects gone? Bringing together the con-
cepts of intersectionality and subjectification. NORA - Nordic J Feminist Gend 
Res. 2003;11(2):101–10. https:/ /doi.or g/10.10 80/0 8038740310002950

https://doi.org/10.1177/1476750312473342
https://doi.org/10.1057/9780230244276_1
https://doi.org/10.1057/9780230244276_1
https://doi.org/10.1177/1468794114567496
https://doi.org/10.1177/1609406920948775
https://doi.org/10.1177/10497323231198796
https://doi.org/10.1177/10497323231198796
https://doi.org/10.1007/s11019-014-9560-2
https://doi.org/10.1007/s11019-014-9560-2
https://doi.org/10.5172/mra.455.1.1.27
https://doi.org/10.1177/1745691618794922
https://doi.org/10.1177/1745691618794922
https://doi.org/10.2307/1229039
https://doi.org/10.2307/1229039
https://doi.org/10.1177/2043820619850013
https://doi.org/10.1177/2043820619850013
https://doi.org/10.1038/s41431-022-01199-3
https://doi.org/10.1038/s41431-022-01199-3
https://doi.org/10.1093/fampra/13.1.92
https://doi.org/10.1136/bmjqs-2017-007226
https://doi.org/10.1080/713650207
https://doi.org/10.1080/01459740.2024.2349513
https://doi.org/10.1080/01459740.2024.2349513
https://doi.org/10.1186/1472-6920-12-87
https://doi.org/10.1186/1472-6920-12-87
https://doi.org/10.1111/j.1365-2923.2010.03737.x
https://doi.org/10.1111/medu.12543
https://doi.org/10.1111/medu.12543
https://doi.org/10.1177/1049732318792848
https://doi.org/10.1177/1049732318792848
https://doi.org/10.1177/104973239100100401
https://doi.org/10.1525/aa.1957.59.4.02a00100
https://doi.org/10.1525/aa.1957.59.4.02a00100
https://doi.org/10.1177/08861099231219848
https://doi.org/10.1177/08861099231219848
https://doi.org/10.1186/s13104-021-05828-w
https://doi.org/10.1136/bmj.o1044
https://doi.org/10.1136/bmj.o1044
https://doi.org/10.1080/17441690801892240
https://doi.org/10.1162/qss_a_00173
https://doi.org/10.1162/qss_a_00173
https://doi.org/10.2307/800797
https://doi.org/10.2307/800797
https://doi.org/10.1186/s12939-021-01511-5
https://doi.org/10.1080/09589236.2017.1357541
https://doi.org/10.1080/09589236.2017.1357541
https://doi.org/10.1057/9780230244276_2
https://doi.org/10.1057/9780230244276_2
https://doi.org/10.4135/9781446212165.n5
https://doi.org/10.4135/9781446212165.n5
https://doi.org/10.1177/1609406919872388
https://doi.org/10.1177/1609406919872388
https://doi.org/10.1353/ff.2012.0003
https://doi.org/10.1353/ff.2012.0003
https://doi.org/10.1177/0361684316647953
https://doi.org/10.1177/0361684316647953
https://doi.org/10.1017/S1743923X07000062
https://doi.org/10.1177/2046147X13491564
https://doi.org/10.1177/2046147X13491564
https://doi.org/10.1016/j.socscimed.2020.113138
https://doi.org/10.1080/08038740310002950


Page 12 of 12Luetke Lanfer et al. BMC Medical Research Methodology          (2024) 24:276 

51. Uneke C, Uneke B. Intersectionality of gender in recruitment and retention 
of the health workforce in Africa: a rapid review. East Mediterr Health J. 
2021;27(7):698–706. https:/ /doi.or g/10.26 719/ 2021.27.7.698

52. Christensen A-D, Jensen SQ. Doing intersectional analysis: methodological 
implications for qualitative research. NORA - Nordic J Feminist Gend Res. 
2012;20(2):109–25. https:/ /doi.or g/10.10 80/0 8038740.2012.673505

53. Grimen H, Ingstad B. Qualitative research. In: Laake P, editor. Research meth-
odology in the medical and biological sciences. Amsterdam, Heidelberg: 
Elsevier Academic; 2007. pp. 281–309.

54. The UN Refugee Agency. (2024) Refugee Data Finder. UNHCR data on dis-
placement for 2013–2023.  h t t  p s : /  / w w  w .  u n h  c r . o  r g /  r e  f u g e e - s t a t i s t i c s / d o w n l o a 
d / ? u r l = S s 0 Z 9 m     . Zugegriffen: 25. Februar 2024.

55. Bundesministerium des Inneren und für Heimat (BMI). Bundesamt für Migra-
tion Und Flüchtlinge (BAMF) (2023) Migrationsbericht Der Bundesregierung. 
Migrationsbericht 2021. BMI/BAMF, Berlin, Nürnberg.

56. Berens E-M, Klinger J, Mensing M, Carol S, Schaeffer D. Gesundheitskompe-
tenz Von Menschen Mit Migrationshintergrund in Deutschland: Ergebnisse 
Des HLS-MIG. Interdisziplinäres Zentrum für Gesundheitskompetenzforsc-
hung: Universität; 2022.

57. Dyck M, Wenner J, Wengler A, Bartig S, Fischer F, Wandschneider L, Santos-
Hövener C, Razum O. Migration Und Gesundheit in Deutschland – Eine 
Bestandsaufnahme Der Datenquellen. Bundesgesundheitsblatt Gesundheits-
forschung Gesundheitsschutz. 2019;62(8):935–42.  h t t  p s : /  / d o  i .  o r g / 1 0 . 1 0 0 7 / s 0 
0 1 0 3 - 0 1 9 - 0 2 9 7 3 - 3       

58. Pfündel K, Stichs A, Halle N. (2020) Menschen mit Migrationshintergrund aus 
muslimisch geprägten Ländern: Analysen auf Basis des Mikrozensus 2018. 
Working Paper, Nürnberg.

59. Spallek J, Zeeb H, Razum O. What do we have to know from migrants’ past 
exposures to understand their health status? A life course approach. Emerg 
Themes Epidemiol. 2011;8(1):6. https:/ /doi.or g/10.11 86/1 742-7622-8-6

60. Zeeb H, Stronks K, Agyemang C, Spallek J. Epidemiological Studies on 
migrant health. In: Ahrens W, Pigeot I, editors. Handbook of Epidemiology. 
New York, NY: Springer New York; 2019. pp. 1–27.

61. Wiessner C, Keil T, Krist L, et al. Personen Mit Migrationshintergrund in Der 
NAKO Gesundheitsstudie – Soziodemografische Merkmale Und Vergleiche 
Mit Der autochthonen deutschen Bevölkerung. Bundesgesundheitsblatt 
Gesundheitsforschung Gesundheitsschutz. 2020;63(3):279–89.  h t t  p s : /  / d o  i .  o r g 
/ 1 0 . 1 0 0 7 / s 0 0 1 0 3 - 0 2 0 - 0 3 0 9 7 - 9       

62. Yildirim T. (2016) Inanspruchnahme von Präventionsangeboten in der GKV 
durch türkischstämmige Migranten am Beispiel von Früherkennungs- und 
U-Untersuchungen. Dissertation, Universität Bielefeld.

63. Leuffen D, Shikano S, Walter S. Measurement and data aggregation in Small-n 
Social Scientific Research. Eur Political Sci. 2012;12(1):40–51.  h t t  p s : /  / d o  i .  o r g / 1 
0 . 1 0 5 7 / e p s . 2 0 1 2 . 8       

64. Bundesärztekammer. (2023) Ergebnisse der Ärztestatistik zum 31.12.2023. 
https:/ /www.bu ndesaer ztek ammer. de/baek /ueber- uns/ aerztestatistik/2023

Publisher’s note
Springer Nature remains neutral with regard to jurisdictional claims in 
published maps and institutional affiliations.

https://doi.org/10.26719/2021.27.7.698
https://doi.org/10.1080/08038740.2012.673505
https://www.unhcr.org/refugee-statistics/download/?url=Ss0Z9m
https://www.unhcr.org/refugee-statistics/download/?url=Ss0Z9m
https://doi.org/10.1007/s00103-019-02973-3
https://doi.org/10.1007/s00103-019-02973-3
https://doi.org/10.1186/1742-7622-8-6
https://doi.org/10.1007/s00103-020-03097-9
https://doi.org/10.1007/s00103-020-03097-9
https://doi.org/10.1057/eps.2012.8
https://doi.org/10.1057/eps.2012.8
https://www.bundesaerztekammer.de/baek/ueber-uns/aerztestatistik/2023

	Balancing between reality, ideality, and equity: critical reflections from recruiting key informants for qualitative health research
	Abstract
	Introduction
	Background
	Conceptualizing key informants in health research
	Recruiting key informants for qualitative health research with an intersectional framework
	Recruiting an ‘ideal’ sample with the practical realities of recruitment

	Methods
	About the KII study
	Procedures
	Theoretical composition of the KII sample
	Operationalizing recruitment criteria in reality
	Exploring access strategies
	Preparing and testing recruitment materials
	Screening and recruitment
	Positionality of the research team


	Results
	Response rates via direct and indirect recruitment strategies
	Recruited sample

	Discussion
	Limitations
	Conclusion
	References


