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Introduction

Since the 5th edition of The Research Process in
Nursing was published in 2006, there have been some
significant developments in nursing research in the
UK. A framework for clinical academic careers in
nursing has been developed, creating for the first time
the opportunity for nurses to progress through masters
preparation, doctoral and post-doctoral research
fellowships while combining research activity with
clinical practice. The results of the 2008 Research
Assessment Exercise, an appraisal of the quality of
research in UK higher education institutions, showed
marked improvement in the quality of nursing
research, with a significant proportion of the research
undertaken by nurses judged to be of world-class
standard. At the same time, the pace of change in
nursing research has been rapid, with a broader range
of research approaches and methods being used to
answer research questions arising from nursing prac-
tice. Finally, the drive to ensure that research evi-
dence is used to inform practice has continued to gain
momentum in both policy and the everyday work
of practising nurses. Patients expect to receive
high quality healthcare informed by the very
best evidence. Nursing research is central to this
endeavour.

As editors, we have felt it necessary to ensure that
this well-established research text reflects these
developments in nursing research. In compiling the
6th edition of The Research Process in Nursing, we
have made some significant changes to the content of
the book, although the overall structure remains
unchanged. There are 10 completely new chapters,

and several other chapters have been substantially
revised or written by new authors. The remaining
chapters have been revised and updated to ensure that
the reader is provided with the very latest information
on research processes and methods. The 6th edition
is also the first to include a website associated with
the book (www.wiley.com/go/gerrish), enabling
readers to complement their studies by accessing the
many web resources that are available in the field of
healthcare research, and highlighting work being
undertaken by some of the chapter authors.

We, the editors, have been privileged to continue
to work with chapter authors who are leaders in
nursing research and other disciplines across the four
countries of the UK, and, in this new edition, in
Australia and Canada. We are indebted to our team
of authors for their wide-ranging and authoritative
contributions to the research methodology literature.
We have continued to target the book at novice
researchers, be they pre-registration students or those
embarking on a postgraduate research degree, but the
book should also be of value to many who are further
on in their research careers. We have encouraged the
authors to write in an accessible style, but not to
shrink away from complex debates and technical
issues.

The book is structured into six sections.

Section 1, Setting the Scene, deals with the back-
ground issues of nursing research in the current
policy context in the UK, the nature of the research
process, and ethics. This section also includes two
chapters encouraging inclusive approaches to the



research process. The previous edition included a
chapter on user involvement, and in this edition a new
chapter on research in a multi-ethnic society has
been added. Readers new to the context in which
nursing research takes place will find that this
section orients them to the subject and, we hope, will
enthuse them to engage with an activity that has
the potential to change and improve the provision of
healthcare.

Section 2, Preparing the Ground, includes chap-
ters that take the reader through the steps that are
essential before a research project can begin.
Regulatory frameworks governing research in the UK
have continued to evolve, and the chapter on this
issue has therefore been rewritten by a new author.
Chapters dealing with the preparation of a research
proposal and management of a project have also been
completely rewritten.

Section 3, Choosing the Right Approach, is the
longest section and in many ways the heart of the
book. It has been expanded considerably from the 5th
edition. After an introduction to the philosophical
debates underlying the different research approaches
available to nurses, and a chapter on sampling, 15
research approaches used in nursing research are
explored in detail. New chapters for this edition
include narrative research, Delphi approach, practi-
tioner research, realist synthesis and mixed methods.
Although some of these approaches are less common
in nursing research than surveys and grounded theory,
for example, they are now appearing in the literature
and represent new ways of thinking about carrying
out research. They are commended to the reader as
possible ways into difficult-to-research areas, particu-
larly those related closely to nursing practice. A
chapter on historical research included in earlier edi-
tions of the book has been rewritten for this 6th
edition.

Section 4, Collecting Data, and Section 5, Making
Sense of Data, are both practical sections dealing
with the skills required for data collection and analy-
sis. Here the emphasis is on research tools, such as
interviewing and statistical analysis, common to
many different research approaches. Two new chap-
ters have been included in Section 4 — on ‘think
aloud’ techniques, and on outcome measures. The
chapter on outcome measures replaces the chapter on

Introduction

physiological measurement in the previous edition,
but includes some of the same content.

Section 6, Putting Research into Practice, con-
cludes the book by taking the reader through the
process of disseminating research findings and getting
them implemented into policy and practice. As well
as addressing active researchers, these chapters will
be of use to nurses who, though not wanting to engage
themselves in research, want to incorporate it into
their professional lives through evidence-based prac-
tice. The chapter on translating research into practice
has been completely rewritten by the author of the
evidence-based practice chapter, which makes for a
more coherent central theme in this section. The final
chapter has undergone major revision, and now
includes a policy review and up-to-date analysis of
the state of nursing research and its aspirations for
the future.

Although the book is designed in a logical fashion,
as outlined above, each chapter is also intended to be
complete in itself. Many readers will dip in and out
of different sections as necessary. For this reason,
wherever possible we have included cross-references
to other chapters that may be helpful, and have pro-
vided key point summaries at the beginning of each
chapter. We have also compiled a glossary of research
terms to help the reader with new language with
which they may be unfamiliar.

Throughout the book we have adopted certain
generic terms to assist readability and reduce repeti-
tion. Foremost among these is the term ‘nursing’.
By this we mean all the professions of nursing,
midwifery, health visiting and related specialisms.
We hope that members of these professions will
forgive our shorthand, but we have tried to ensure
that examples given are taken from a wide range
of healthcare settings. We have also used the terms
‘evidence’ and ‘evidence-based practice’ to denote
the plethora of resources and implementation activi-
ties that have become so important in healthcare
today.

This book is intended to be used primarily by
nurses, midwives and health visitors, but it has much
wider application to any health and social care prac-
titioner who wishes to learn about research. Members
of the allied health professions in particular face
many of the same debates and dilemmas as nurses in
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developing research capacity. The contributors to the
book are not all nurses, but include statisticians,
social scientists, information specialists, academic
researchers and psychologists.

We trust that this 6th edition of a well-established
book will continue to make a valuable contribution
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to research capacity building in nursing and

healthcare.

Kate Gerrish and Anne Lacey
Editors to the 6th edition,
2010



Setting the
Scene

Nursing research does not exist in a vacuum, but is an applied discipline set in
the context of a dynamic academic community and relating to a complex healthcare
system. This section explores this context and introduces the reader to the nature
of nursing research.

Chapter 1 presents the fundamental concepts of the discipline, reviews the
current context of nursing research, and emphasises the essential connection
between nursing research and the practice of the profession. Even those who do
not see themselves as active researchers should be users of the knowledge gener-
ated by research, and so need to understand much of what follows in the sections
of this book. Chapter 2 then takes the reader through the essential steps in the
research process, each of which will be dealt with in much more depth in later
sections, but with the aim of giving an overview of the entire undertaking that is
research. Recent examples from the literature are used to illustrate the varied
nature of nursing research.

Research in nursing, as in healthcare generally, is complicated by the fact that
it is involved with vulnerable human beings, and ethical principles need to be
observed from the outset of any research project. Chapter 3, therefore, tackles this
moral obligation on the researcher, drawing out the practical implications for the
researcher and setting the context for the more specific ethical regulations dealt
with in Section 2 of the book.

The final two chapters in this section deal with the need for nursing research to
be inclusive in scope. User involvement in research has been advocated from within
and outside the profession for more than a decade now, and Chapter 4 argues for
the full inclusion in the research process of those to whom the outcomes might
apply. New to this edition of the book is Chapter 5 on research in a multi-ethnic
society. Although there are many minority groups that deserve special consideration
when designing nursing research, ethnicity perhaps merits particular consideration
as a major factor impacting on healthcare in UK society.
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INTRODUCTION

Significant changes in healthcare have taken place in
the 26 years since the first edition of this book was
published and these changes are set to continue.
Technological developments have led to improved
health outcomes and at the same time have raised
public expectations of healthcare services. Increased
life expectancy and lower birth rates mean that the
United Kingdom (UK) population is ageing. An older
population is more likely to experience complex
health needs, especially in regard to chronic disease,
and this places additional demands on an already
pressurised health service. At the same time, the esca-
lating cost of healthcare is leading to a shift from
expensive resource-intensive hospital care to more
services being provided in the primary and commu-
nity care sectors. In response to these changes,
government health policy is increasingly focused

on improving the clinical and cost-effectiveness of
healthcare, while at the same time reducing the
burden of ill health through active public health and
health promotion strategies. For example, the recent
review of the NHS in England undertaken by Lord
Darzi has identified a number of priorities that need
to be progressed in order to provide high quality care
for patients and the wider public (DoH 2008). The
review stresses the importance of improving health
outcomes by preventing illness, as well as enhancing
the quality of care provided to people with particular
needs, for example patients with common long-term
conditions such as diabetes, or those in need of pal-
liative and end-of-life care.

To achieve the outcomes for enhancing quality set
out in the review, there is a need to change the way
healthcare professionals work and the way health
services fit together, and to ensure that patients have
access to the best available treatments. However,
achieving quality in healthcare is a moving target.
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What was considered high quality care in 1948 when
the NHS was first founded is no longer considered to
be the case 60 years on. Knowledge about effective
healthcare interventions has increased enormously,
and this is certainly the case with nursing interven-
tions. In the past, custom and practice, often based on
the ward sister’s or doctor’s likes and dislikes, dic-
tated what nurses did to patients, but nursing research
has provided a new evidence base to inform the care
that nurses provide. One clear example is in the field
of pressure area care. It is not that long ago that
nurses applied various techniques in an attempt to
reduce the risk of a patient developing a pressure
sore, these included egg white and oxygen, methyl-
ated spirits and vigorously rubbing the area at risk.
Yet research by Doreen Norton more than 30 years
ago clearly identified that moving patients regularly,
keeping their skin clean and dry, and using the right
equipment was the most effective way to reduce the
risk (Norton ef al. 1975).

It is essential that nurses respond proactively to the
developments outlined above in order to provide
high quality care in response to the needs of the indi-
viduals and communities with whom they work. To
do this, they need up-to-date knowledge to inform
their practice. Such knowledge is generated through
research. This chapter introduces the concept of
nursing research and considers how research contrib-
utes to the development of nursing knowledge. In
recognising that nursing is a practice-based profes-
sion the relevance of research to nursing policy and
practice is examined within the context of evidence-
based practice and the responsibilities of nurses is
explored in respect of research awareness, research
utilisation and research activity.

NURSING RESEARCH AND DEVELOPMENT

The definition of research provided by Hockey (1984)
in the first edition of this book is still pertinent today:

‘Research is an attempt to increase the sum of what
is known, usually referred to as a “body of knowl-
edge” by the discovery of new facts or relationships
through a process of systematic scientific enquiry,
the research process’ (Hockey 1984: 4)

Other definitions of research emphasise the impor-
tance of the knowledge generated through research
being applicable beyond the research setting in which
it was undertaken, i.e. that it is generalisable to other
similar populations or settings. The Department of
Health, for example, defines research as:

‘the attempt to derive generalisable new knowledge
by addressing clearly defined questions with system-
atic and rigorous methods’ (DoH 2005: 3, section
1.10)

Research is designed to investigate explicit ques-
tions. In the case of nursing research these questions
relate to those aspects of professional activity that
are predominantly and appropriately the concern
and responsibility of nurses (Hockey 1996). The
International Council of Nursing’s (ICN) definition
of nursing research captures the broad areas of inter-
est that are relevant to nurse researchers.

‘Nursing research is a systematic enquiry that seeks
to add new nursing knowledge to benefit patients,
families and communities. It encompasses all aspects
of health that are of interest to nursing, including
promotion of health, prevention of illness, care of
people of all ages during illness and recovery
or towards a peaceful and dignified death’ (ICN
2009)

The ICN has identified nursing research priorities
in two broad areas, namely health and illness, and the
delivery of care services. These priority areas are
outlined in Box 1.1. In addition, research in the field
of nursing education is important, for unless nurses
are prepared appropriately for their role, they will not
be able to respond to the needs of patients, families
and communities. Priorities for research in nursing
education are broad ranging as illustrated in Box 1.2.
Most nursing research investigates contemporary
issues; however, some studies may take an historical
perspective in order to examine the development of
nursing by studying documentary sources and other
artefacts (see Chapter 26).

The questions that nursing research may address
vary in terms of their focus. More than 20 years ago,
Crow (1982) identified four approaches that research
could take; these remain pertinent today:
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Box 1.1 Priorities for nursing research identified by the International
Council of Nurses

Health and illness

Nursing research priorities in health and illness focus on:

health promotion

prevention of illness

control of symptoms

living with chronic conditions and enhancing quality of life

caring for clients experiencing changes in their health and iliness
assessing and monitoring client problems

providing and testing nursing care interventions

measuring the outcomes of care.

Delivery of care services

Nursing research priorities in delivery of care services focus on:

quality and cost-effectiveness of care
impact of nursing interventions on client outcomes
evidence-based nursing practice
community and primary healthcare
nursing workforce to include quality of nurses’ work life, retention, satisfaction with work
impact of healthcare reform on health policy, programme planning and evaluation
impact on equity and access to nursing care and its effects on nursing
financing of healthcare.
Source: ICN (2009)

Box 1.2 Priorities for research in nursing education

Curriculum design and evaluation, including community-driven models for curriculum
development
New pedagogies
Innovation in teaching and learning
Use of instructional technology, including new approaches to simulated learning
Student/teacher learning partnerships
Clinical teaching models
Assessment of student learning in classroom and practice settings
New models for teacher preparation and faculty development
Quality improvement processes
Educational systems and infrastructures
Adapted from National League for Nursing (2008)
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B research that will provide new insights into
nursing practice

B research that will deepen an understanding of
the concepts central to nursing care

B research that is concerned with the develop-
ment of new and improved methods of caring

B research that is designed to test the effective-
ness of care.

Nursing research does not necessarily need to be
undertaken by nurses. Indeed, some seminal studies
into nursing practice and nurse education have been
undertaken by sociologists. For example, in the
1970s, Robert Dingwall, a sociologist, undertook an
influential study of health visitor training (Dingwall
1977). Likewise, nurses who engage in research may
not confine their area of enquiry to nursing research.
The growing emphasis on multidisciplinary, multi-
agency working means that nurse researchers may
choose to examine questions that extend beyond
the scope of nursing into other areas of health and
social care. Nurse researchers may find themselves
working in multidisciplinary teams including statisti-
cians, health economists, sociologists and other
health professionals, working on research areas
such as rehabilitation, which encompass a wide range
of disciplines. Nurse researchers work appropriately
in university departments such as social science,
health services research and complementary medi-
cine, as well as in departments of nursing and
midwifery.

Whereas the generation of new knowledge is valu-
able in its own right, the application and utilisation
of knowledge gained through research is essential
to a practice-based profession such as nursing. This
latter activity is known as ‘development’. Thus
research and development, ‘R&D’, go hand in hand.

Research and development can be divided into
three types of activity.

Basic research is original, experimental or theo-
retical work, primarily for the purpose of obtaining
new knowledge rather than focusing on the specific
use of the findings. For example, biomedical labora-
tory-based research falls within this category.

Applied research is also original investigation with
a view to obtaining new knowledge, but it is under-
taken primarily for practical purposes. Much nursing
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research falls within this category and is undertaken
with the intention of generating knowledge that can
be used to inform nursing practice and can involve
both clinical and non-clinical methods.

Development activity involves the systematic use
of knowledge obtained through research and/or prac-
tical experience for the purpose of producing new or
improved products, processes, systems or services.

Development activity that focuses on the utilisa-
tion of knowledge generated through research can
take different forms. The most common activities
include clinical audit, practice development and
service evaluation (see Box 1.3). Like research, these
activities often employ systematic methods to address
questions arising from practice. Research, however,
is undertaken with the explicit purpose of generating
new knowledge, which has applicability beyond the
immediate setting. By contrast, clinical audit, prac-
tice development and service evaluation are primarily
concerned with generating information that can
inform local decision making (NPSA 2008). Yet, the
boundaries between some forms of research, for
example action research (see Chapter 22) and prac-
tice development, and evaluation research (see
Chapter 21) and service evaluation, are often blurred
(Gerrish & Mawson 2005). It is, however, important
to be able to differentiate between these activities as
they require very different approval processes before
the work can begin (see Chapter 10).

DEVELOPING NURSING KNOWLEDGE

Nursing research is concerned with developing new
knowledge about the discipline and practice of
nursing. Nursing knowledge, like any other knowl-
edge, is never absolute. As the external world changes,
nursing develops and adapts in response. In parallel,
nursing knowledge develops and changes. This year’s
‘best available evidence’ has the potential of being
superseded by new insights and discoveries. Therefore
nursing knowledge is temporal, and will always be
partial and hence imperfect. This does not mean,
however, that nurses should not continually strive
to develop new knowledge to inform nursing and
healthcare policy and practice.
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Box 1.3 Definitions of research, clinical audit and

practice development

Research involves the attempt to extend the available knowledge by means of a systematically
and scientifically defensible process of inquiry (Clamp et al. 2004).

Clinical audit is a professional-led initiative that seeks to improve the quality and outcome
of patient care through practitioners examining their practices and results and modifying
practice where indicated (NHSE 1996: 16). Clinical audit measures care against pre-

determined standards.

Practice development encompasses a broad range of innovations that are initiated to
improve practice and the services in which that practice takes place. It involves a
continuous process of improvement towards increased effectiveness in patient-centred care.
This is brought about by helping healthcare teams to develop their knowledge and skills,
and transform the culture and context of care (Garbett & McCormack 2002).

Service evaluation seeks to assess how well a service is achieving its intended aims. It is
undertaken to benefit those who use a particular service and is designed and conducted
solely to define or judge current service (NPSA 2008).

Whereas the focus of this book is on the generation
of knowledge through research, it is important to
recognise that nursing knowledge may take different
forms. In addition to empirical knowledge derived
through research, nurses use other forms of knowl-
edge, such as practical knowledge derived from expe-
rience, and aesthetic or intuitive knowledge derived
from nursing practice (Thompson 2000). Nurses use
these different forms of knowledge to varying degrees
to inform their practice (Gerrish et al. 2008). It is
beyond the scope of this book to examine in detail
the various forms of nursing knowledge; however,
Chapter 38 introduces the reader to some of these
within the context of promoting evidence-based
practice.

The definitions of research given earlier in this
chapter emphasise the role of systematic scientific
enquiry — the research process — in generating new
knowledge. The research process comprises a series
of logical steps that have to be undertaken to develop
knowledge. Different disciplines may interpret the
research process in different ways, depending on the
specific paradigms (ways of interpreting the world)

and theories that underpin the discipline. A biological
scientist’s approach to generating new knowledge
will be different from that of a sociologist. However,
the basic principles of the systematic research process
will be followed by all disciplines. Nursing, as a
discipline in its own right, is relatively young in com-
parison to more established professional groups such
as medicine, and is in the process of generating theo-
ries that are unique to describing, explaining or pre-
dicting the outcomes of nursing actions. Nursing
theories are generated through the process of under-
taking research and may also be tested and refined
through further research. However, nursing also
draws on a unique mix of several disciplines, such as
physiology, psychology and sociology, and any of
these disciplines may be appropriate for research in
nursing. For example, the management of pain can
be studied from a psychological or physiological per-
spective; whichever approach is chosen will be influ-
enced by the theories relevant to the particular
discipline.

The research process in nursing is no different
from that of other disciplines and the same rules of
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scientific method apply. Chapter 2 sets out a system-
atic approach to research — the scientific method in
action — and subsequent chapters consider the various
components of the research process in detail. At this
stage, it is worth noting that in some texts, the ‘sci-
entific method’ is taken to reflect a particular view of
the world which values the notion that we can be
totally objective in our research endeavours. Here,
the term is not restricted in this way and we use the
term ‘scientific method’ to mean a rigorous approach
to a systematic form of enquiry. Chapter 11 intro-
duces the reader to the different ways in which the
scientific method can be interpreted, depending on
the assumptions that the researcher holds about the
nature of the social world and reality. These can be
broadly classified as quantitative and qualitative
approaches to research. Quantitative research is
designed to test a hypothesis and generally involves
evaluating or comparing interventions, particularly
new ones, whereas qualitative research usually
involves seeking to understand how interventions and
relationships are experienced by patients and nurses
(NPSA 2008).

RESEARCH AWARENESS, UTILISATION
AND ACTIVITY

Research-based practice is arguably the hallmark of
professional nursing and is essential for high quality
clinical and cost-effective nursing care (ICN 2009).
It is now more than 35 years since the Report of the
Committee on Nursing (Committee on Nursing/
Briggs report 1972) stressed the need for nursing to
become research based to the extent that research
should become part of the mental equipment of every
practising nurse. Although considerable progress has
been made in the intervening period, this objective
still remains a challenge. For nursing to establish its
research base, nurses need to develop an awareness
of research in relation to practice, they need to be able
to utilise research findings and some nurses need to
undertake research activity.

Research awareness implies recognition of the
importance of research to the profession and to patient
care. It requires nurses to develop a critical and ques-
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tioning approach to their work and in so doing
identify problems or questions that can be answered
through research. Nurses who are research aware will
be able find out about the latest research in their area
and have the ability to evaluate its relevance to prac-
tice. They will also be open to changing their practice
when new knowledge becomes available. Research
awareness implies a willingness to share the task of
keeping abreast of new developments by sharing
information with colleagues. It also entails support-
ing and co-operating with researchers in an informed
way. Nurses need to understand the implications for
patients that arise from research being undertaken in
the clinical area in which they work. For example,
nurses may need to provide care according to an
agreed research protocol, and deviating from the pro-
tocol may jeopardise the research. However, they
must ensure that the wellbeing of patients remains
paramount and report promptly any concerns they
may have about the research to more senior clini-
cians/managers as well as researchers. Arguably, all
nurses should develop research awareness as part of
pre-registration nurse education programmes and
continue to develop their knowledge and skills fol-
lowing registration.

Research utilisation is concerned with incorporat-
ing research findings into practice so that care is
based on research evidence. Not all research, even
that which is published in reputable journals, is nec-
essarily of high quality. Before findings can be
applied a research study needs to be evaluated criti-
cally to judge the quality of the research. All nurses
should be able to appraise a research report, although
specialist advice may be needed to help judge the
appropriateness of complex research designs or
unusual statistical tests. Chapter 7 provides guidance
on how to appraise research reports.

Research studies do not always provide conclusive
findings that can be used to guide practice. Different
studies examining the same phenomenon may
produce contradictory results. Wherever possible a
systematic review of a number of studies examining
a particular phenomenon should be undertaken to
provide more robust guidance for practice than the
findings of a single study would allow. Chapter 24
outlines the procedures for undertaking a systematic
review. It is a time-consuming process and requires



a good understanding of research designs and methods
together with knowledge of techniques for analysis,
including statistical tests. Whereas some nurses may
develop the skills to undertake a systematic review
as part of a postgraduate course, many systematic
reviews are undertaken by people who are experts in
the technique. For example, the Centre for Reviews
and Dissemination at the University of York has been
set up specifically for the purpose of undertaking
systematic reviews on a range of health-related topics.

The findings from a systematic review then need
to be incorporated into clinical guidelines or care
protocols that can be applied to practice. Whereas
some guidelines may be developed at a national level,
nurses may need to adapt national guidelines for
application at a local level or develop their own
guidelines where no national ones are available (see
Chapters 38 and 39 for more information).

All nurses should be research aware and use
research findings in their practice; however, not all
nurses need to undertake research. To carry out rigor-
ous research, nurses need to be equipped with appro-
priate knowledge and skills. Pre-registration and
undergraduate post-registration nursing programmes
tend to focus on developing research awareness and
research utilisation. It is generally not until nurses
embark on a master’s programme or a specialist
research course that they will learn how to undertake
a small-scale research study under the supervision of
a more experienced researcher. This represents the
first step in acquiring the skills to become a compe-
tent researcher. Comparatively few nurses progress
to develop a career in nursing research in which they
undertake large-scale studies funded by external
agencies. The ability to lead a large-scale study gen-
erally requires study at doctoral level, followed by an
‘apprenticeship’ working within a research team with
supervision and support from experienced research-
ers. A recently published report on clinical academic
careers for nurses provides a framework to enable
nurses to develop their competence as researchers
while still maintaining and developing their clinical
role. The new clinical academic training pathway
creates opportunities for nurses to progress from mas-
ter’s programmes in clinical research, through doc-
toral and post-doctoral clinical research opportunities
with the ultimate aim of holding a senior clinical
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academic appointment between a university and an
NHS trust (UKCRC 2007).

Although relatively few nurses progress to lead
large research studies, many more nurses participate
in research led by nurse researchers, doctors and
other health professionals. Nurses working in clinical
practice may be asked to undertake data collection
for other researchers, and their clinical nursing expe-
rience can be valuable to the research enterprise.
Even if they are not leading a study, nurses who assist
other researchers should have a sound understanding
of the research process in order to collect valid and
reliable data and to adhere to the research governance
and ethical requirements outlined in Chapter 10.

RESEARCH AND NURSING PRACTICE

Current policy initiatives seek to promote a culture
of evidence-based practice. There are generally con-
sidered to be three components to evidence-based
practice, namely the best available evidence derived
from research, clinical expertise and patient prefer-
ences (Sackett et al. 1996). In recognising that knowl-
edge derived from research is never absolute, nurses
should draw on their own expertise and that of other
more experienced nurses when deciding on an appro-
priate intervention. Equally, clinical expertise should
not be seen as a substitute for research evidence, but
rather as contributing to the decision about the most
appropriate intervention for a particular patient. The
third component of evidence-based practice involves
taking account of patient perspectives. Nurses have a
responsibility to share their knowledge of the best
available evidence with patients to help them make
informed choices about the care they receive. This is
particularly important where there are alternative
courses of action that can be selected. These issues
are examined in more detail in Chapters 38 and 39.
Nursing’s progress towards becoming evidence
based needs to be viewed within the context of wider
influences on healthcare. The UK (England, Northern
Ireland, Scotland and Wales) governments are each
seeking to modernise the NHS through major policy
reforms. Central among these initiatives has been the
introduction of the concept of clinical governance,
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a process whereby healthcare organisations are
accountable for continually improving the quality of
their services and safeguarding high standards of care
by creating an environment that promotes excellence
(Currie et al. 2003). It is, however, difficult to achieve
the aspiration of ‘excellence’ in healthcare because
of financial constraints and pressure on resources
(Maynard 1999). Nevertheless, the objective of
seeking to develop the quality of healthcare, together
with recognition of the importance of healthcare
organisations and the individuals who work in them
being accountable for the quality of services, is
laudable. Research is essential for making progress
towards achieving this objective. As outlined earlier
in this chapter, the knowledge generated through
nursing research should be used to develop evidence-
based practice, improve the quality of care and max-
imise health outcomes (ICN 2009).

In order to enhance the quality of nursing care it is
important to ensure that care is clinically effective.
Often referred to as ‘doing the right thing right’, clini-
cal effectiveness involves providing the most appro-
priate intervention in the correct manner at the most
expedient time, in order to achieve the best outcomes
for the patient. Nurses need to draw on knowledge
generated through research to decide which interven-
tion is most appropriate and how and when to deliver
it. Research may also highlight reasons for non-
compliance. For example, a particular dressing may
have been shown through research to be effective in
promoting wound healing, but if it is unacceptable
to the patient problems with compliance may arise.

As mentioned earlier, the findings from a single
study may not provide sufficient evidence to direct
practice, and wherever possible nurses should rely on
knowledge generated through systematic reviews
of research evidence drawn from several research
studies. There are a number of national initiatives to
assist nurses and other health professionals, to provide
clinically effective care. These include the develop-
ment of clinical guidelines based on the best research
evidence by, for example, the National Institute for
Health and Clinical Excellence (NICE) and the
Scottish Intercollegiate Guideline Network (SIGN).
In addition, the recently launched NHS Evidence
portal provides healthcare professionals with access
to a comprehensive evidence base to inform clinical
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practice. It is intended to provide a ‘one-stop shop’
for a range of information types, including primary
research literature, practical implementation tools,
guidelines and policy documents (see the list of web-
sites at the end of the chapter).

Increasing demands on the finite resources within
the NHS have resulted in the need to ensure that
healthcare interventions are not only clinically effec-
tive but also cost-effective. There is little point pursu-
ing a costly intervention if a cheaper one is seen to
be equally as effective. The field of health economics
is concerned with examining the financial and wider
resource implications of providing a specific inter-
vention or service. Economic evaluations can be
undertaken to evaluate different treatments or alterna-
tive ways of providing services from an economic
perspective and providing information that can be
used to inform judgements about the clinical and
cost-effectiveness of a particular intervention or
service (Chambers & Boath 2001). NICE and SIGN
guidelines take account of both clinical and cost-
effectiveness when making recommendations for
best practice.

CONCLUSIONS

Research is necessary to develop the knowledge base
to inform nursing policy and practice. In an era of
evidence-based practice, nurses are constantly chal-
lenged to identify new and better ways of delivering
care that is grounded in knowledge derived from
research (ICN 2009). They have a professional obli-
gation to their patients and to wider society to provide
care that is based on the best available evidence.
Whereas relatively few nurses will develop a career
in nursing research, all nurses should become research
aware. This means developing a critical and question-
ing approach in order to identify areas where practice
could be improved on the basis of research findings
or areas where research evidence is lacking and new
knowledge needs to be generated through research.
Nurses also need to utilise research findings in their
day-to-day practice. However, in order to provide
evidence-based care nurses need to be able to evalu-
ate the quality of published research reports. This



requires a sound understanding of the research
process, together with knowledge of different research
designs and the methods that can be used to collect
and analyse data. The following chapters of this
book examine the research process, designs and
methods in detail in order to equip nurses with the
knowledge base to critically appraise research reports
and to engage in the process of undertaking research
under the supervision of a more experienced
researcher.
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INTRODUCTION

The process of undertaking research is essentially the
same whether the subject matter of the research is
pure science, medicine, history or nursing. The fol-
lowing rather expansive definition from Graziano and
Raulin (2004) sums up the breadth of scope of the
research process:

‘Research is a systematic search for information, a
process of inquiry. It can be carried out in libraries,
laboratories, schoolrooms, hospitals, factories, in the
pages of the Bible, on street corners, or in the wild
watching a herd of elephants’ (Graziano & Raulin
2004: 31)

In all cases the researcher must ascertain the extent
of existing knowledge, define their own area of
enquiry, collect data and analyse it, and draw conclu-
sions. For the pure scientist, however, the research

might take place in the context of a laboratory, where
experimentation is relatively straightforward as the
researcher is in control of the environment and can
eliminate potential confounding factors that might
invalidate the research. Unless using animals or
human tissue, there are few ethical considerations to
take into account.

For the student of nursing research, or any research
in a social context, the process is complicated by
practical and ethical constraints of working in the
‘real world’ (Robson 2002). There is no single,
universally accepted way of carrying out research in
the social world, but a plethora of different designs
and methodologies ranging from phenomenology
to randomised controlled trials, from epidemiology
to action research. The range of approaches derives
from different paradigms, or ways of seeing the
world. However, all are valid ways of conducting
research, provided the methodology used is
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appropriate for the research question and is applied
in a rigorous, systematic fashion.

In this chapter the research process that is common
to all nursing research will be explored, and subse-
quent chapters in Section 2 will look at each of the
stages of research in more detail. Different method-
ologies or research designs are discussed in turn, and
in detail, in Section 3.

Although the research process will be presented as
a linear, sequential process, the stages are often revis-
ited several times during the process. In qualitative
research, in particular, it is likely that the ‘stages’ of
the research process will be modified to take account
of the emergent nature of the enterprise. Qualitative
researchers sometimes find it difficult or even inap-
propriate to formulate a precise research question
until they have begun to collect, and possibly even
analyse, data.

However, it is helpful in the first instance to think
through the entire research process in a systematic
way. Many authors (Hek er al. 2006, Parahoo 2006,
Moule & Goodman 2009) have described the
research process, and each comes up with a different
number of stages, but essentially they contain
the same elements. Table 2.1 illustrates the process
as it will be described in this chapter, and indicates
the principal chapters in the book that deal with
each stage. This chapter gives a brief overview
of the various stages to enable readers to see
the whole before looking at each stage in more
detail.

Table 2.1 The research process

Stages in the research process

DEVELOPING THE RESEARCH QUESTION

Most research questions begin with a ‘hunch’ or
initial idea that is not precisely defined. The idea
might arise from clinical practice, from professional
discussion among colleagues, from an issue in the
media, or fromreading an article or book. Alternatively
the question may be derived from a ‘call for propos-
als’ from a funding body that asks researchers to
develop a proposal on a specific topic. Box 2.1 pro-
vides an example of such a call, in this case from the
National Institute for Health Research Service
Delivery and Organisation (SDO) Programme. The
call is specifically about the research areas to be
investigated, indicates the methods to be used, the
funding available and timescale required. Full details
are available from the SDO website, together with a
standard application form and a deadline by which
proposals have to be submitted.

But most nurse researchers begin with an initial
idea that is not yet well defined. Let us consider how
research questions might be developed, using some
real examples from the nursing literature to illustrate
our discussion (see Research Examples 2.1, 2.2 and
2.3).

Question 1

Perhaps a research team has a ‘hunch’ that the use
of pelvic floor exercises might help women in the

Chapters in this book

Developing the research question 2
Searching and evaluating the literature 6,7
Choice of methodology, research design 11, 13-27
Preparing a research proposal 8
Gaining access to the data 10
Sampling 12
Pilot study 2

Data collection 28-33
Data analysis 34-36
Dissemination of the results 81
Implementation of research 38, 39
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Box 2.1 SDO call Patient and carer-centred services/technology

adoption

= NIHR Service Deli

janisation programme

NHS)

National Institute for
Health Research

Call for Research Proposals

The NIHR Service Delivery and Organisation (SDO) programme improves
health outcomes for people by: commissioning research evidence that
improves practice in relation to the organisation and delivery of healthcare;
and building research capability and capacity to carry out research amongst
those who manage, organise and deliver services and to improve their
understanding of the research literature and how to use research evidence.

Promising Innovations in Healthcare Delivery in the NHS
(Ref: EV2001)

The SDO programme is seeking innovations which are likely to have the

following four characteristics:

widely in the NHS.

research.

Application process

» Promising innovations in healthcare delivery which have
a substantial potential benefit and could be applied more

» Being piloted, tested or implemented in a number of
healthcare organisations.

» Involving the application of ideas or technologies introduced
or transferred from other countries, sectors or settings.

» Have not already been well explored and tested through

Applicants are asked to submit full proposals for the above call by
Thursday 5 November 2009 by 1pm. Please note that applications
received after this deadline will not be considered. Proposals will be
considered by the NHS Evaluations Panel at its December meeting. The
commissioning brief and application form are available on the NIHR SDO
programme website at www.sdo.nihr.ac.uk/ev2001.
Please quote advert reference HSJ06b.

Reproduced by permission of the NIHR Service Delivery and Organisation programme Call
EV2001. © Queen’s Printer and Controller of HMSO 2009.

second stage of labour. This hunch is probably based
on knowledge of the anatomy of the pelvic muscles
and the process of delivery. It might also be
supported by personal or professional experience of

midwives. There are several ways in which the ques-
tion could be developed. The following are examples
of research questions derived from this area of
interest.
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2.1 A Quantitative Experimental Study

Salvesen KA, Morkved S (2004) Randomised controlled trial of pelvic floor muscle training
during pregnancy. British Medical Journal 329: 378-380.

This study used a quantitative experimental approach to assess the effectiveness of using a
structured training programme of pelvic floor exercises in reducing time spent in the second
stage of labour during childbirth. Researchers in Norway recruited 301 first-time mothers during
pregnancy, and randomly allocated them to either a training group (who were given an exercise
programme delivered by a physiotherapist) or a control group (who had normal care). Time
spent in the second stage of labour was measured for the two groups. Results showed that
women in the training group had a lower rate of prolonged second stage labour than women
in the control group (25% compared to 33%).

2.2 A Quantitative Questionnaire Survey

Chevalier |, Benoit G, Gauthier M, Phan V, Bonnin A, Lebel M (2008) Antibiotic prophylaxis for
childhood urinary tract infection: a national survey. Journal of Paediatrics and Child Health 44:
572-578.

A national survey of Canadian paediatricians was conducted to assess their practice in pre-
scribing prophylactic antibiotics for children with urinary tract infections, with and without
vesicoureteral reflux. A self-completion questionnaire was mailed to a sample of 1136 paedia-
tricians and 42 paediatric nephrologists. A response rate of 58.1% was obtained. Although a
majority of respondents prescribed prophylaxis for children with reflux, only 15% felt that this
practice was evidence based. A quarter of respondents also prescribed prophylaxis for children
under one year with a first febrile urinary tract infection without evidence of reflux. Again, only
19% felt that this practice was evidence based. The overall conclusion was that practice in
this area varies widely in Canada because of a lack of solid evidence about prophylaxis.

2.3 A Qualitative Study

Hasson F, Kernohan W, Waldron M, Whittaker E, McLaughlin D (2008) The palliative care link
nurse role in nursing homes: barriers and facilitators. Journal of Advanced Nursing 64:
233-242.

This descriptive qualitative study explored the views and experiences of link nurses for pallia-
tive care working in nursing homes in Northern Ireland. A purposive sample of 14 link nurses
from 10 nursing homes was selected and interviewed using focus groups. Data from the focus
groups were recorded, transcribed and analysed. Link nurses identified a number of barriers
to their role as educators and facilitators of palliative care, including lack of management
support, a transient workforce and lack of adequate preparation for the role. Facilitators
included external support, peer support and access to a resource file. The researchers con-
cluded that the link nurse role had considerable potential to improve care in this area, but
managers needed to be aware of the sustained support needed for the role, and more work
needs to be done to find ways of developing the role further.



QIl(a) Are pelvic floor exercises taught to women
during antenatal classes?

QI(b) Do pregnant women understand what
pelvic floor exercises are, and are they
willing to learn the skills of doing them?

QI(c) Does the use of pelvic floor exercises
reduce the length of labour?

Obviously, each of these research questions will
give us very different kinds of information and will
require different research methods to be employed.
They would also need to be refined further — the
precise pelvic floor exercises to be taught needs to be
clarified, for example, and the stage of pregnancy
at which they are taught needs to be defined. Q1(b)
suggests the need to measure understanding and
willingness to learn — neither of these concepts is
straightforward and tools to measure them would
need to be developed. Perhaps a qualitative study
needs to be undertaken to explore the concepts first.
Research Example 2.1 (Salveson & Morkved 2004)
describes an experimental study related to Q1(c). In
this case the outcome measure was defined as time
taken in second stage of labour, and only first-time
mothers were recruited to the study.

Question 2

Alternatively, a research team might be interested in
the evidence base used by doctors in their prescribing
practice. Overuse of antibiotics in children, for
instance, is known to cause problems with the devel-
opment of drug resistance, and it is important that
clinical practice is based on sound clinical evidence.
Again, a number of research questions could be asked.

Q2(a) How reliable is the research evidence about
prophylactic antibiotic prescription in chil-
dren with urinary disease?

Q2(b) How effective are prophylactic antibiotics
in preventing urinary tract infections in
children at risk?

Q2(c) What is the prescribing practice of pae-
diatric  doctors  regarding  antibiotic
prophylaxis?

Again, these three questions lead to very different
types of study, and again, each question needs further
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clarification and refinement. What is meant by
‘urinary disease’? How do we decide that research
evidence is reliable? What age children are con-
cerned? Which children are ‘at risk’? Research
Example 2.2 (Chevalier ef al. 2008) is an example of
a survey to answer Q2(c), but it was undertaken with
a specific group of paediatric doctors in Canada. Is it
appropriate to apply the answers gained from this
study to doctors in Europe or China?

Question 3

In our last example, research questions might be gen-
erated concerning the best way to deliver palliative
care in nursing homes. This setting is known to be a
common one in which palliative care is delivered, but
formal training and facilities are not always available.
Three questions could be constructed to investigate
this.

Q3(a) Is patient satisfaction with palliative
care delivered in nursing homes lower or
higher than that delivered in a hospital
setting?

Q3(b) What is the level of knowledge about
palliative care among nurses working in
nursing homes?

Q3(c) What is the experience of link nurses for
palliative care working in nursing homes?

Before setting out with any of these questions the
researcher would need to be clear how ‘nursing
home’ was to be defined, and for Q3(b) a validated
tool to measure knowledge would need to be avail-
able. Q3(a) suggests a comparative survey of samples
of nursing homes and hospitals, but would the under-
lying question be answered by asking patients’ views
alone? Palliative care is needed up to and after the
point of death, and so it might be necessary to extend
the survey to satisfaction of next of kin, who can give
a full picture of care given. Q3(c) suggests a research
design that needs a more in-depth approach, and the
answer will be contained in words rather than numbers
—Research Example 2.3 (Hasson er al. 2008) describes
a study to answer this question using a qualitative
approach.
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USING A HYPOTHESIS

A hypothesis is a statement that can be tested, and is
used mostly in experimental research. Qualitative
designs and surveys do not usually have a hypothesis,
although sometimes surveys do test for differences
between groups and so might use one. Statistics are
required to test the hypothesis, which has to be very
precisely written. The hypothesis expresses the pre-
dicted outcome of the experiment, either in positive
or negative terms. As an example, Q2(b) above could
be answered by testing a hypothesis, which would be
something like the following.

Children under five years of age with reflux given
prophylactic antibiotics will experience fewer epi-
sodes of urinary tract infection in one year than chil-
dren with reflux not given prophylactic antibiotics.

The hypothesis might even express the magnitude
of the expected difference — in this case, it might be
predicted that children given antibiotics will experi-
ence, on average, at least 50% fewer infections than
those not given antibiotics. But for the purpose of
statistical testing, the hypothesis is more often
expressed in negative terms, or as a null hypothesis,
such as the following example.

Children under five years of age with reflux given
prophylactic antibiotics will experience the same
number of urinary tract infections in one year as
those not given prophylactic antibiotics.

In this case, the experiment would aim to find the
null hypothesis false, assuming that prophylactic
antibiotics are effective in such cases. Chapter 36
gives more information about how such hypotheses
are tested for statistical significance.

SEARCHING AND EVALUATING
THE LITERATURE

The next stage is to find out what evidence already
exists in the chosen research area. It is a waste of time
and money to conduct research where the answer to
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the question is already known. What is already known
about a subject can be found from a variety of sources.
Books may be a starting point, but quickly become out
of date if the subject matter is topical. Academic jour-
nals are a better place to start, and access to online
databases such as CINAHL (Cumulative Index of
Nursing and Allied Health Literature; see Chapter 6
for more details) make this task speedy and relatively
simple. If anything, the problem is that there will be
too much information, and Chapter 6 discusses how to
refine the search. Beyond written sources, evidence
may be found on the internet and various online
resources. As well as locating the evidence, it must be
appraised and evaluated. Not all that is written is of
good quality, and evidence from one country or in one
population may not necessarily generalise to other
cultures or situations. Chapters 6 and 7 of this book
discuss this stage in considerable detail.

Sometimes the research process may consist
entirely of a review of the literature. A well-designed
systematic review is an accepted research approach
in its own right, systematically searching out and
evaluating all the research that has been published on
a particular topic. In an increasingly complex and
fragmented world of information it is important to
develop an evidence base that is well validated, and
on which practice can be based. Q2(a) above would
suggest the need for a systematic literature review,
and Chapter 24 deals with this specialised form of
research. Research Example 2.4 gives an example of
a systematic review.

Most of the questions in the examples above
would require a literature review before being able
to refine the question further. It might be, for
example, that a study has already been conducted
testing the effectiveness of pelvic floor exercises in
first-time mothers, and found them to be ineffective
in reducing time taken in second stage. But can this
be applied to women having their second or subse-
quent child? And can a study conducted in, say, the
USA be applied in the UK? A literature search on
palliative care in nursing homes might show that
nurses in this setting have very low levels of knowl-
edge or interest in palliative care. But the studies are
few, out of date and somewhat contradictory. Is it
justifiable to conduct a further piece of research in
the area?



2.4 Systematic Review
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Frasure J (2008) Analysis of instruments measuring nurses’ attitudes towards research utiliza-
tion: a systematic review. Journal of Advanced Nursing 61: 5-8.

This research study used established methods of systematic review to assess instruments
that have been developed to measure nurses’ attitudes towards research utilisation. Four
electronic databases were searched for relevant articles published during the period 1982 to
2007, and 186 sources were identified. Of these, 25 met the criteria for review, but only 14
were developed with sound psychometric properties. Only one, that by Estabrooks, was found
to have been rigorously tested. This instrument was recommended for use, but further work

was suggested to develop this area of research.

CHOICE OF METHODOLOGY,
RESEARCH DESIGN

The majority of this book (Section 3) is devoted to a
description of different research designs. In many
ways, the choice of research design is the most
important stage of the research process, for it affects
all the others. Some questions are more appropriate
for an experimental approach; others are entirely
suited to an in-depth ethnographic study. Researchers
often make explicit a conceptual framework within
which they are working, which will determine the
overall research approach. A conceptual framework
makes clear the researcher’s ‘world view’ — their
assumptions and preconceptions about the subject
under consideration. In Question 1 above, for
example, the researchers may have a conceptual
framework that emphasises womens’ right to auton-
omy in decisions and policies relating to labour.
Consequently any research study would be concerned
with gathering the experiences and feelings of women
about their labour, rather than purely objective clini-
cal data. The kind of data collected, the types of
analysis that are possible and the way in which the
results can be applied to practice will all depend on
the research design.

Some research designs are quantitative. This
means they ultimately collect numerical data and are
amenable to statistical analysis. Such research designs
may or may not have a hypothesis, but experimental
studies always require such a statement to be

tested statistically. Research Example 2.1 (Salvesen
& Morkved 2004) and Research Example 2.2
(Chevalier et al. 2008) both describe quantitative
studies. Quantitative designs may be experimental,
such as Salveson and Morkved’s design, but may also
be observational, such as Chevalier et al.’s survey
using a questionnaire. In the latter, structured answers
such as ticked boxes enable the data to be coded
and translated into numerical form. Surveys may
also use medical records or laboratory tests as their
data source to estimate the numbers of patients
in a community who have measles, for example.
Epidemiological studies of the incidence and distri-
bution of diseases also use quantitative methods.

Other research designs are qualitative. These
designs use narrative, words, documents or graphical
material as their data source, and analyse material to
identify themes, relationships, concepts and, in some
cases, to develop theory. Such research approaches
explore an experience, culture or situation in depth,
taking account of context and complexity. Qualitative
designs may be used where comparatively little is
known about a subject, so no hypothesis can be for-
mulated. The purpose is exploratory rather than
explanatory, although qualitative studies may cer-
tainly contribute much to our understanding of phe-
nomena and many also develop theory. An example
of a qualitative study is given in Research Example
2.3 (Hasson et al. 2008).

Both approaches are valid ways of advancing
nursing knowledge. A quantitative study may be very
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good at finding out the extent of compliance with
diabetic therapy, for instance, by measuring levels of
the blood glucose in a sample of diabetic patients. A
qualitative study, on the other hand, may tell us why
it is that certain diabetic patients do not take their
insulin as prescribed, by observing and talking to
them, and gaining understanding of the context in
which the insulin is (or is not) taken.

More than this, qualitative and quantitative
methodologies are based on different philosophical
assumptions and derive from different historical tra-
ditions. Chapter 11 discusses these issues in much
more detail, and the reader is encouraged to get
to grips with this academic debate. Nursing needs to
embrace all research methodologies in order to
engage with the breadth of questions that need to be
asked. Ours is a discipline drawing on many different
traditions of academic enquiry.

The research design (or methodology) is distinct
from the methods used for data collection. A single
data collection method, for example interview or
observation, may be used for many different research
designs.

So we can return to our hypothetical questions
generated in questions 1-3 above, and consider the
research methodology that might be appropriate to
answer each one. In the example relating to pelvic
floor exercises for pregnant women, Q1(a) and Q1(b)
are both essentially asking for information that can
be gathered in a quantitative survey, but Q1(a) might
also be answered by observation of antenatal classes,
or examination of the women’s records. Q1(c) will
require an experimental design to compare outcomes
in two groups (Research Example 2.1). With regard
to a potential study examining the prescribing of pro-
phylactic antibiotics, Q2(a) suggests a literature
review as described above, but Q2(b) would require
arigorous experimental design to answer the question
about effectiveness. Q2(c) requires a survey, as
described in Research Example 2.2. Finally, in rela-
tion to examining the best way to deliver palliative
care in nursing homes, Q3(a) and Q3(b) both suggest
a quantitative survey design, but Q3(a) will require a
comparative survey, measuring satisfaction in the
two types of care setting. It might also be answered
using qualitative methods, asking in-depth questions
of palliative care patients and their relatives in two
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types of setting. Indeed, this question might require
mixed methods, as discussed in Chapter 27. Q3(c)
certainly needs a qualitative approach (Research
Example 2.3).

PREPARING A RESEARCH PROPOSAL

Whether a large-scale, multi-centre study costing
many thousands of pounds or a small, unfunded study
for an educational degree is planned, a formal research
proposal is likely to be needed.

Such a proposal is a written statement of what the
researcher intends to do, why, how, when and, often,
how much it will cost. It is used to gain approval for
the research, secure funding if it is required, and then
to guide the research process during its execution. It
will often be modified in the light of pilot studies or
practical difficulties, but it is important that the
detailed intentions are clear at the outset. It has been
said that if you don’t know where you are going you
are unlikely to get there!

Chapter 8 sets out the content of a research pro-
posal in detail, but the precise form of the proposal
will vary according to the nature of the research and
the purpose of the written proposal. A proposal
written in response to a funding call from the National
Institute of Health Research or the Medical Research
Council is likely to be a substantial document
of many pages, written by a team of experienced
researchers. One written for the purpose of outlining
a small study for a master’s degree may be only a few
pages, written by the postgraduate student themself
with some guidance from their supervisor.

Whatever the context, however, the proposal will
certainly include a section on each of the stages of
the research process outlined in Table 2.1. It will also
include a section detailing the ethical issues raised by
the research, and how the researcher will ensure that
confidentiality, informed consent and other ethical
principles are respected. Chapter 3 discusses these
issues in more detail. It is usual to include a table or
Gantt chart showing the timescale of the project.
Table 2.2 shows such a chart for a complex evalua-
tion study involving a survey, documentary analysis,
case studies and focus groups. It is also helpful to
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Table 2.2 Example of a Gantt chart for a mixed method piece of research

identify milestones, stating the date by which each
stage of the research will be completed, though this
is obviously subject to change as the inevitable obsta-
cles and delays come into play. It is customary to
include a breakdown of resources required and a jus-
tification of why they are needed.

Clearly, the research proposal cannot be written
until the researcher has thought through all the
stages of the research process in some detail.
However, the proposal is of necessity one of the early
stages in the process, as it is impossible to proceed
without one.

GAINING ACCESS TO THE DATA

Because of the sensitivity of much of the research that
takes place in healthcare, and the vulnerability of
many of its subjects, a complex system of governance
has been developed in the UK to ensure all research
is approved for its ethical soundness, scientific quality
and legal propriety. NHS trusts are also concerned to
ensure that all research that takes place within the
trust is properly funded and insured against liability.
A system of ethical regulation via the National
Research Ethics Service (www.nres.npsa.nhs.uk/) is
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in place, and all applicants carrying out research in
healthcare must follow this system. In addition, since
2001 a system of research governance has been
developed to guard against research that has not been
properly scrutinised and approved, after various
high-profile scandals concerning NHS research
(Department of Health 2005).

Chapter 10 deals with this topic in depth. Suffice
to say at this stage that the system is necessary, but
rather bureaucratic and time-consuming. Depending
on arrangements at each local trust, it is likely to take
anything from 4 to 20 weeks from completing a
research proposal to having all the required permis-
sions in place to begin data collection (Gerrish &
Guillaume 2006).

In addition to formal permission, however, access
to the data may require negotiation of a more
informal nature with local personnel who act as ‘gate-
keepers’. If access to patients or their records is
needed, for example, it may be necessary to gain the
co-operation of the appropriate consultant, practice
manager or audit department in addition to ethical
and research governance committees. Access to a
nursing home or school will require the permission
of the appropriate senior manager. Chapter 10 also
deals in more depth with this informal process of
negotiating access.

SAMPLING

Once the research begins, the first stage is likely to
be selecting the sample. Unless it is a complete
census, researchers collect data from a selected group,
rather than an entire population. In our earlier exam-
ples, samples might be taken from antenatal class
attenders, nursing homes in a particular region of the
country, consultants in paediatric medicine or rela-
tives of patients requiring palliative care. How are the
samples to be selected, and how many is enough?
These questions are dealt with in detail in Chapter 12,
but the answers are rarely simple, particularly about
sample size.

A quantitative study involving a comparison
between two groups is likely to require a power cal-
culation, a statistical technique to estimate minimum
sample size. This is comforting to the researcher as
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it gives a scientific answer to the question, but is also
based on various assumptions and decisions that
any statistician making the calculation will ask the
researcher to make. In qualitative research samples
tend to be smaller, but again there is no hard and fast
rule as to how big they must be. Data saturation, or
achieving the stage where no new information is
being revealed by additional data collection, may be
the stated goal, but it is impossible to predict before-
hand when that stage may be reached.

As to the method of selection of the sample, there
is a range of well-developed methods to choose from
(see Chapter 12). The type of sampling will depend
on the research design. Random sampling, and its
variants, is the method of choice in traditional survey
research, whereas theoretical sampling may be more
appropriate for grounded theory. Whatever approach
is adopted, it is essential for the validity of the
research that the sample is chosen in a rigorous way,
and sampling techniques adopted are adhered to
closely.

The size and selection of the sample will have an
effect on the timescale and cost of the research.
Usually, the cost increases with sample size, although
this is less significant for, say, a postal survey than
for a randomised controlled trial. Similarly, in-depth
interviewing and subsequent transcription of tape
recordings is resource-intensive, and each increase in
sample size will require significant extra resources.
A realistic assessment of how quickly a particular
sample size can be obtained is necessary before
embarking on a piece of research — all too often
patients with the relevant condition seem to disappear
as soon as a research study starts recruiting.

PILOT STUDY

It is always advisable to conduct a pilot study before
embarking on the research. This may take the form
of a ‘dummy run’ to see if the whole recruitment
process works, or may simply involve testing out a
data collection instrument. Questionnaires are usually
piloted on a small sample of people with similar
characteristics to those in the full study, to pick up
questions that are misinterpreted or items that are
frequently missed out. Modifications can then be



made to the questionnaire before large numbers are
printed and money wasted. If interviews are to be
used, a wise researcher will conduct one or two pilot
interviews to test out the interview schedule, ensure
technical equipment (such as a tape recorder) works
satisfactorily and assess how long the interview is
likely to take. Data collected in a pilot study is not
usually included with the main results, but may be
reported separately and even published if the pilot
study is a substantial one.

DATA COLLECTION

A wide range of data collection techniques and
methods is available, and Chapters 28 to 33 describe
the commonest of these. Nursing research relies
heavily on interviews, focus groups and question-
naires as methods of choice, but observation, clinical
measurement and the use of documents as data are
also appropriate methods to be considered. In our
earlier Research Examples data collection methods
would include clinical observations and documents
(length of second stage of labour), questionnaires
(prescribing practice of doctors) and focus groups
(experience of palliative care link nurses). The stage
of data collection is, in many ways, the most straight-
forward and rewarding stage of research. It frequently
involves interaction with patients, the public or other
research participants after a long stage of filling in
forms and writing research proposals. At last, the
researcher gets to ask the questions they started out
with.

Data collection tools will usually have been
selected at the research proposal stage. Ethical and
research governance committees like to see the
intended instruments, or at least to have a draft of an
interview schedule or questionnaire. The instruments
will need to be refined and developed ready for use,
however, and practicalities of how the data will be
collected, by whom and when are often done as data
collection begins.

It is at this stage that the researcher needs to keep
tight control over the data collection process. Failure
to keep index numbers on documents, or to record the
time of a clinical observation, can render data
collected useless. It is also important to consider who
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should be involved in data collection. Using our
earlier example, in Question 1 it might be unwise to
use the physiotherapist who taught the pelvic floor
exercises to collect the data, as they might feel some
conscious or unconscious interest in showing that
their teaching was effective.

All data collected needs secure storage, whether
this is in hard copy (paper records or audiovisual
material) or electronic form. Paper copies and tapes
need to be locked in a cabinet or drawer to preserve
confidentiality, and electronic records need to be
stored on a secure computer and backed up on a sepa-
rate disk or server. Many researchers will preserve
both paper and electronic records, as either can be
destroyed or corrupted by unexpected events such as
fire, theft or computer breakdown.

DATA ANALYSIS

This is perhaps the most crucial phase of any research
project. Once data are collected, they need to be
assembled and organised in such a way that conclu-
sions can be drawn from them. A huge spreadsheet
of numbers or multiple pages of narrative cannot be
disseminated to others or used in practice until some
analysis has taken place. It is also the phase that is
most demanding from an intellectual point of view.
Whether using qualitative or quantitative methods,
data analysis is hard work. Contrary to many people’s
expectations, computer software analysis packages
such as NVivo (for qualitative analysis) and SPSS
(for quantitative analysis) do not do the analysis, they
simply provide practical tools to manage the data
more easily. The researcher still has to manage and
guide the process, and do some serious thinking about
the meaning of the data.

If the data collected are qualitative, data analysis
techniques such as those described in Chapter 34 can
be used. The exact methods used will vary according
to the qualitative methodology adopted. In practice,
there are few universally accepted methods of analys-
ing qualitative data, but the researcher must make the
process ‘transparent’ by describing in detail how the
results were derived.

Quantitative data are usually analysed statistically,
and Chapters 35 and 36 provide guidance on the
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standard techniques available. With anything other
than a small project, a quantitative piece of research
should include a statistician in the research team, or
at least be able to access professional statistical
advice.

Some research projects use ‘mixed methods’ that
include both qualitative and quantitative approaches.
Here, the analysis may attempt to combine the two
sets of results, perhaps using the qualitative data to
provide interpretation of the quantitative results. See
Chapter 27 for more on this issue.

DISSEMINATION OF THE RESULTS

Of course there is little point in conducting any
research if the results are never made known to
anybody except the researcher. Dissemination can
take many forms. At the local level, research can be
presented to colleagues at team or unit meetings, or
as a more formal seminar to local professionals who
may be interested. The study in Research Example
2.1 about pelvic floor exercises might be of interest
to pregnant mothers, consultant obstetricians, general
practitioners and physiotherapists, as well as to mid-
wives themselves. Many nurses have access to a spe-
cialist group of health professionals in their discipline
at local or national level, and this is also a suitable
forum in which to disseminate the results of small- or
large-scale research.

The increasing use of the internet has provided
opportunities for researchers to post details of their
research on a website, perhaps hosted by an NHS
trust or university. This ensures that research results
are widely and freely available, but, like most
online resources, provides no guarantee of quality.
Increasingly, however, information is being dissemi-
nated via the web, and online discussion groups are
also enabling informal exchange of ideas.

Publication in written form, in academic and pro-
fessional journals, remains the most widely accepted
method of dissemination of research, but presentation
of results at conferences, by oral presentation or by
poster, is also common. All of these media enable
fellow researchers and practitioners to discuss the
results and provide some feedback about the useful-
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ness of the research, and possible avenues for further
studies. Chapter 37 discusses methods of dissemina-
tion more thoroughly.

IMPLEMENTATION OF THE RESULTS

This topic is dealt with in depth in Chapters 38 and
39. Needless to say, the purpose of nursing research
is to improve practice in some way, whether by direct
application of the results of a trial, by better inform-
ing practitioners of the culture in which they are
working, or by evaluating the effects of an innova-
tion. While it is not the direct responsibility of the
research community to ensure implementation of the
findings of research, it is incumbent on researchers to
ensure that their findings are being shared with those
who implement nursing policy and engage in clinical
practice. This implies that research findings should
be published in places where practitioners, managers
and policy makers will read them, and taken to
professional as well as academic conferences. The
findings from the study in Research Example 2.3,
for example, will not be implemented unless they
reach the managers and owners of nursing homes,
who may not attend the research conferences or read
the academic journals where the results are first
presented.

ENSURING RIGOUR

Rigour refers to the strength of the research design in
terms of ensuring that all procedures have been fol-
lowed scrupulously, that all possible confounding
factors have been eliminated and that the user can be
confident that the conclusions are dependable. Of
course, this is always a relative concept; social
research can very rarely be said to have eliminated
all possible sources of error, but the quality of the
research will be judged by the extent to which this
has been done.

There are two key concepts that concern the quality
of research: validity and reliability. Validity concerns
the extent to which the research measures what it
purports to measure without bias or distortion. A



study to assess the health effects of air pollution in a
community would not be valid if it simply collected
people’s views about the air quality, without measur-
ing actual levels of disease or even mortality rates. In
the study in Research Example 2.1, validity would
be reduced if the pelvic floor exercises were taught
poorly or if some women were given additional
written materials while others were not. Validity
would also be affected by the representativeness of
the sample chosen — if this included only well-
educated, middle-class women from the UK, for
example, it would not be valid to apply the results
to a mixed community living in Brazil.

Reliability refers to the consistency of measure-
ment within a study. A set of weighing scales that
gave a person’s weight as 52kg at 10am and 55kg at
10.05am could not be said to be reliable. Repeated
measurement is the usual test of reliability, and can
be done by second administration of a questionnaire
under similar conditions, or by two researchers
making the same set of observations and comparing
results. Data collection tools such as quality-of-life
scales are extensively tested for reliability before
being used as a standard measure in research studies.
Unreliable measurement tools will always mean that
the validity of a research study is compromised, as
confidence in the quality of data collection is reduced.
A study might use perfectly reliable instruments,
however, and still not be valid. Meticulous collection
of body mass index of patients in primary care, for
example, will not generate a valid measure of the
prevalence of diabetes in the practice, though the two
may be related. In the study in Research Example 2.2,
a poorly designed questionnaire which gave ambigu-
ous answers or low completion rates would have
made the results unreliable.

Some qualitative researchers reject the terms valid-
ity and reliability because of their association with
the quantitative research tradition, and the assump-
tion implicit in their definition that research can be
entirely objective and free from bias (Holloway &
Wheeler 2002). Such researchers may prefer to use
concepts such as credibility, trustworthiness and
transparency to describe the quality of the research,
but the underlying concept of rigour and the use of a
systematic approach remains the same. Chapters 11,
13, 14 and 15 will discuss these issues further.

The Research Process

CONCLUSIONS

The research process outlined in this chapter will
be adapted according to the research design, the
scale of the undertaking, resources available and
the context in which the research is conducted.
However, all research needs to be systematic and
rigorous in its approach. This chapter began by dis-
cussing the relative complexity of conducting research
in a social, rather than laboratory, context. Robson
(2002) sums up the situation with characteristic
frankness.

‘One of the challenges inherent in carrying out
investigations in the “real world” lies in seeking to
say something sensible about a complex, relatively
poorly controlled and generally “messy” situation’
(Robson 2002: 4)

One of the particular complexities is the need to
conduct research that involves people according to
ethical principles, and this requirement frequently
impinges on the design and conduct of the research
process. This question is addressed in the next
chapter.
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ony Long

THE IMPORTANCE OF ETHICS
IN RESEARCH

Early nurse researchers paid scant attention to ethics
as such. Nurses were assumed to be professionals
with integrity and a vocation in which putting
patients’ interests before their own could be assumed.
Even from these times, however, researchers were
confronting moral dilemmas and sometimes used
methods which, when made public, were seen to have
infringed human rights and possibly caused harm.
More recently, because of increasing public
concern that not all health professionals have behaved
with complete integrity, procedures to assure ethical
probity of research programmes have become
increasingly rigorous, some might even say tiresome
(Howarth & Kneafsey 2003, 2005). Chapter 10
examines these procedures in some detail. Arguments

regarding the adequacy and appropriateness of some
approaches are provided by Long and Fallon (2007),
while examples of studies where the ethical issues are
controversial are considered elsewhere (Johnson
2004).

In this chapter we aim to introduce basic issues that
researchers need to think about when designing their
studies. We will suggest that while it is essential to
keep the core principle of respect for individuals
firmly in mind, it will also be necessary in most cases
to focus carefully on balancing potential disadvan-
tages of participating in the research study with the
likely benefits for participants. The chapter has two
main parts: issues that require the researcher’s atten-
tion, and strategies that may be employed to deal
adequately and ethically with these issues. This
chapter can present only a brief introduction to the
key ideas and a wide range of resources are available,
some of which we refer to here. We have dealt with
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most of the issues and some of their solutions at much
greater length and with more concrete examples else-
where (Long & Johnson 2007).

ISSUES FOR RESEARCHERS TO ADDRESS

Respect for participants

This key principle is based on the belief that every
individual matters and has the right to be treated with
respect. Most adults are autonomous: that is, they
have the mental ability to deliberate about issues that
affect them and to make decisions (however wise,
foolish or capricious) for themselves. Respecting the
individual implies respecting their decisions. Many
factors may conspire to limit the autonomy of an
individual.

Adequate information on which to
base choices

Many decisions in life would be flawed if vital pieces
of relevant information were not available — or
even deliberately withheld. A constant concern for
researchers in healthcare is how much information to
give people (particularly about unlikely risks) without
worrying them unduly. However, the key aspects of
participation should be made clear to potential recruits
for them to make an informed choice, together with
at least the most important risks in terms of likelihood
of occurrence or extent of potential impact.

Understanding and evaluating
the issues involved

While most adults (and, indeed, many children) are
able to understand a sufficient depth of information
or detail to allow for rational decision making, this is
not the case for all. It is possible for this ability to be
temporarily or permanently lost through illness,
trauma, or degenerative processes of ageing or
disease. Under normal circumstances, potential par-
ticipants need to know what harm, if any, might
result. However, in circumstances where this is
simply not possible, and when the research results
might be important, different approaches may need
to be adopted (see Research Example 3.1).
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Perceived or actual coercion

Health professionals generally accept a role in per-
suading their patients to do what they consider to be
good for them. Nurses regularly encourage and cajole
people to mobilise after surgery, to take medication
and to abstain from harmful behaviours. Coercion,
however, involves using ‘undue’ pressure or leverage
to engage compliance. In practice, the distinction
is often blurred, particularly in circumstances of
increased vulnerability of the patient, when the con-
sequences of a poor choice are potentially disastrous
or at times when staff are under strain. These pres-
sures are easily transferred to the research arena, too.

Freedom from undue social restriction

While the individual’s ability to make decisions may
be compromised by severe intellectual disability
resulting, for example, from dementia or head injury,
it may also be limited by the social diminution of
status which is inherent in the stereotyping and stig-
matisation of some forms of illness or disability
(Johnson 1997). Health researchers therefore need
to be aware that personal autonomy can become
limited for both pathological and social reasons,
rendering the individual more vulnerable and less
autonomous.

Vulnerable individuals and groups

Every recipient of healthcare is in some way vulner-
able, but those with more limited ability to act auton-
omously can also be more vulnerable to the impact
of research activity. For example, those whose first
language is not English, notably some members of
minority ethnic communities, can find it difficult to
make their preferences known or to understand the
issues (RCN 2007). Similar difficulties may attach to
other individuals, such as some deaf people who use
only sign language (whether using English or some
other language in the written form).

Most young children are self-evidently vulnerable.
In light of several scandals in which the poor standard
of care of children has led to their deaths, great prom-
inence has been given to safeguarding children, and
responsibility has been passed to OFSTED ‘fo ensure



3.1 Practical Ethics

Research Ethics

Lawton J (2000) The Dying Process: patients’ experiences of palliative care. London, Routledge.

Julia Lawton used open participant observation to avoid long and possibly exhausting interviews
with dying people in a hospice. In this edited extract from her excellent book she illustrates
how, while attempting to get consent, wherever possible, she had to be practical.

‘Formal interviews not only seemed to be too obtrusive to many patients and their families; in a
substantial number of cases they were simply not viable. Some patients, for example, were heavily
sedated during their stay in the hospice, whilst others experienced changes in their mental state,
such as becoming very paranoid or confused. It was, of course, impossible to interview a patient in
a coma.

| worked as an “in-house” volunteer within the hospice because this particular role enabled me to
have substantial and regular contact with patients and their visitors in the wards, side rooms and
other communal areas within the building ...

| often found that performing a practical task, such as making a bed, gave me an ideal excuse to
enter a ward and make observations in situations when it might have been too awkward and obtrusive
to have a researcher present; for instance, when one of the patients had just died ...

Whenever possible, patients were informed by staff about my research and given the option of “opting
out” of any observations | made. In cases where a patient was admitted in a coma, or was suffering

from confusion, the consent of his or her relatives was obtained instead.’

that services for children, young people and their
families whose circumstances make them vulnerable

are as good as possible’ (OFSTED 2008).
However, continued failures mean that concern for
the safety and wellbeing of children and young people
must remain high on the agenda of all professionals,
including researchers. The ability to act and decide
autonomously develops with maturity, but even very
young children of primary school age can be capable
of holding reasoned, well-informed views on issues
that affect them. When children are unable to deter-
mine what is in their best interests, parents are nor-
mally the best alternative decision makers.

In situations where the planned research partici-
pants are children under the care of the Social
Services, special care needs to be taken to ensure that
decisions are made by the appropriate legal guardian.
Despite the difficulties inherent in researching with
children and young people, such research is essential
if advances in treatment and better understanding of
their needs are to be achieved (Long 2004). Without
such efforts to find ways to make inclusion in a study

(Lawton, 2000: 30-31)

compatible with the best interests of children and
young people, we risk double jeopardy by adding
denial of the chance of improvement to the misfor-
tune of suffering from a health or social problem.

It is equally tempting to assume that older people
are automatically vulnerable to inappropriate clinical
or research interventions. On the other hand, the
majority of healthcare recipients are older people,
and this trend will continue. Although it may some-
times be more convenient, excluding people from
research on the grounds of age alone is not equitable
and constitutes ageism.

The same applies to other groups that might require
extra efforts and resources to reach, but that should
not be excluded inappropriately from studies.
Minority ethnic populations are sometimes difficult
to involve in research, especially where there are
language and cultural differences. For this reason,
sensitive efforts should be made to include people
with such backgrounds where possible, since every-
one should have the opportunity to take part in and
potentially benefit from research (Gunaratnam 2003).
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This applies to both individuals and whole groups
defined by ethnicity, age or gender.

In some cases nurses care for, and may need to be
involved in, research with individuals who are con-
sidered to be no longer cognitively competent to give
consent. For example, some patients may have pro-
gressive dementia or brain damage to a degree that
leaves them in a persistent vegetative state. Leslie
Gelling (2004) discusses approaches that he and col-
leagues took when carrying out research with patients
in a vegetative state and their families. Gelling dis-
cusses the different degrees of loss of competence
and autonomy that can occur as a result of brain
damage. He shows that research with this group and
their families can help to clarify diagnosis and
prognosis, and help in arriving at more appropriate
plans of care and treatment. He argues that despite
the complexity involved, it would be quite wrong to
avoid doing research with this group of individuals
who have been largely ignored by the research com-
munity. In England and Wales, the provisions of the
Mental Capacity Act have clarified the position that
already pertained in Scotland, that an appropriate
advocate, such as a relative, can make decisions
on behalf of those who lack the capacity do so, for
example about treatment or participation in research
(HM Government 2005).

Nurse researchers commonly wish to study their
own clients, students or staff. In this context it is
important to ask why these particular participants are
more appropriate, given the possibility for an existing
power relationship (e.g. teacher/student) that might
affect the individual’s decision to participate or the
outcomes of the study. Even those who are not
affected by illness may become vulnerable in circum-
stances of power differential.

To summarise, research samples should be inclu-
sive and should represent the diversity of society
across all relevant groupings. In particular, vulnera-
ble people should not be excluded from participation
in research except for well-justified reasons, which
do not include mere convenience to the researcher.
A mature approach to such cases is needed in
which extra efforts are made to ensure protection of
vulnerable individuals without denying them the
chance to participate and potentially benefit from the
research.
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Gaining consent

People who are able to consider what participation
will involve should be able to decide whether or not
to take part in a study. Researchers should provide
full information that is easy to understand, and soft-
ware is now available to evaluate the readability of
such information. For example, Microsoft Word for
Windows features such a facility within the spelling
and grammar-checking tool, while standard tests of
readability based on sentence length and other criteria
are also available. Useful resources in this area are
listed at the end of the chapter. The participant should
give their consent freely and there should be oppor-
tunities for consent to be withdrawn at a later stage.
In some studies it may be necessary to ensure con-
tinuing consent on several occasions over a long
period. However, it should be noted that an excess of
concern in this respect could make respondents feel
that research is more harmful than it really is. It is
important to establish a sense of balance here. For
example, participating in a trial of a new anti-cancer
drug carries far greater dangers than being part of a
focus group to evaluate a new service. The potential
harms and possible benefits are of a different order
of magnitude.

Consent freely given to participate in research that
might hold dangers does not absolve the researcher
of accountability for these dangers. It has long been
established that responsibility for the welfare of
research participants rests with the researcher, who
must prioritise the best interests of participants.
Perhaps less serious, but no less challenging, is what
to do when the researcher discovers a clear and
present need, for example for pain relief. In such
cases, where the demands of the research design and
the more immediate needs of participants conflict, the
researcher needs to be clear in advance what they will
do. It is debatable whether or not registered nurses
retain an overriding professional duty to pursue the
best interest of patients and clients when acting solely
as a researcher. Such issues cannot be left until the
point at which a decision is needed, but must be
resolved clearly by the individual before embarking
on the study.

In practice, obtaining consent should involve
giving clear, unambiguous information to potential



respondents so that they (or their advocate) can make
an autonomous decision. Information on participant
information sheets and consent forms is given in
Chapter 10. Further guidance is available for nurses
from the Royal College of Nursing (RCN 2007).

Maintaining confidentiality

The collection of data, usually about people, is the
principal strategy of nursing research. Often these
data include personal, biographical and demographic
information, which, while essential to the analysis,
should normally be used for this purpose only. In
some cases, such as focus groups, research partici-
pants and others may need to be asked to keep matters
discussed confidential to the group. This is illustra-
tive of the need to be responsive to the nature of the
data and address issues of confidentiality accord-
ingly. The possibilities for collecting and holding
data of a novel or non-standard nature have expanded
to a large degree to include:

| still photography

video images and voices

computerised patient records

paintings, sculpture, drama and other forms of
expression

B human tissues.

Each of these forms of data poses different prob-
lems for the researcher, and sometimes creative
means are required for both analysis and safe storage
(Haigh & Jones 2005). However, there is nothing
inherently unethical about their use and we feel that
the potential of some of these tools is insufficiently
exploited in nursing research where the semi-
structured interview seems to predominate (Long &
Johnson 2002).

Collected data must be stored securely, and in
many cases arrangements are made to dispose of data
safely once they have been used for their main
purpose, on the grounds that data used for one purpose
should not, without permission, be used for any other.
Certainly, there is a convention that data should
not normally be put to a use that has not previously
been made clear to research participants. However,
it seems to us that the value of data, suitably ano-

Research Ethics

nymised and carefully stored, should never be under-
estimated. There is no way to know what great benefit
it may offer in the future. What is important is that
people know that data may be kept, and that it might
be used to support research in due course. It is wise
to make clear that such data may be used on more
than one occasion for research and publication
purposes. Before data are destroyed we must ask
what undertakings were made regarding storage or
destruction of data, and what harm such data could
do now.

It has become traditional in much nursing and
health research to assure research participants and
organisations of the confidentiality of the data col-
lected. However, researchers need to be aware that in
a research context (as in a clinical one) they may
become privileged with information of great impor-
tance, for example in a criminal matter. We take the
view that in the overriding interest of personal safety
or the protection of vulnerable people, confidentiality
cannot be considered an absolute duty. This
should be made clear to participants. Declarations
by participants that suggest the potential for harm
to themselves or third parties should prompt the
serious consideration of the researcher divulging
the essential information to an appropriate authority
or professional.

The place of anonymity

A common way of assuring confidentiality of
responses is to anonymise both individuals and
organisations. In large surveys this may be relatively
straightforward. In smaller, qualitative studies, ano-
nymising data can be much more difficult. Certainly,
erring on the side of safety, it has become common
to remove identifying characteristics and to assign
pseudonyms to respondents and organisations in
much health and social care research. However, we
need to remember that in some research traditions,
such as nursing history, the preservation of anonym-
ity is inappropriate and may even be contrary to
respondents’ interests. A historian of British nursing
research would inevitably collect data from, and
name, key individuals and reserve the right to evalu-
ate their contribution critically.
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The unlinked anonymous prevalence monitoring
programme (UAPMP) began in the UK in 1990 and
has tested nearly 10 million samples of human tissue
(mostly blood) from adults since then (Health
Protection Agency 2008). Much of the activity is
related to genitourinary medicine clinic attendees,
injecting drug users and pregnant women — all poten-
tially vulnerable groups. Consent is not sought, but
the samples are acquired through a process that irre-
versibly removes any link to the identity of the donor.
The purpose of the programme is to measure the
distribution of undiagnosed infection, particularly
human immunodeficiency virus (HIV), in parts of the
adult population. This programme — essentially a
public health data collection activity — meets with the
ethical requirements laid down by the National
Research Ethics Service, the Department of Health,
the Medical Research Council and English law, and
it is a prime example of large-scale data collection in
which consent is not sought but otherwise the research
subjects are protected by the maintenance of their
anonymity.

STRATEGIES FOR ETHICAL RESEARCH

Balancing risks and benefits

We would argue that, in general, decisions about
healthcare interventions, and about research, are ones
in which we weigh the possible risks and benefits in
the interests of individuals and wider society. A
problem with this notion of balancing risks and ben-
efits, however, is that it implies a degree of certainty
about what these may be. It suggests a calculation that
cannot actually be performed. Instead, a human judge-
ment needs to be made which accepts the disadvan-
tages of an approach and takes account of the benefits
research may bring, either now or in the future.

In some forms of experimental research, the evi-
dence for and against the planned intervention may
already be substantial and can be summarised for
both approval bodies and research participants.
Certainly, obvious risks (such as allergic reaction)
and discomfort or pain should be made very clear to
all concerned in the context of a rationale that includes
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the likely benefits of the research. In exploratory
research, which is often qualitative, these outcomes
may be less clear. Nevertheless, compared to the
quite profound iatrogenic risks of much healthcare,
serious physical or emotional harms are rare in
nursing research.

Potential benefits from participation
in research

Before any research project is undertaken, the pos-
sible benefits should be clear to all concerned. First
among these might be a direct improvement in the
health or care of individuals participating in the
study. Second are longer-term benefits for others.
Third, as a report by Doyal (2004) has argued, is
the development of research skills, which is itself a
legitimate aim of research. Each of these possible
benefits must be carefully balanced with any likely
disadvantages.

Predicting the benefits of a particular study can be
difficult even with the most rigorous of experiments.
In qualitative research with less foreseeable out-
comes, this estimation can be even harder to make.
For this reason, approval committees and other gate-
keepers sometimes find it difficult to approve such
studies. However, the more such studies are under-
taken, the greater the likelihood that some may be
very beneficial, and few would doubt the influence
and importance of works of this kind by Glaser and
Strauss (1965), which drew attention to the way
the dying were treated; by Stockwell (1984), who
explored the inappropriate labelling of patients; and
more recently by Lawton (2000), who shows clearly
how grim the process of dying can be, even in a
hospice.

Minimising harm

Most patient care and treatment contains an element
of risk of harm or, at the very least, discomfort.
Nurses give injections, dress painful wounds and
detain patients with a clear sense of proportion
between the discomfort or denial of liberty and the
likely future benefit. Research is little different, but
the level of risk depends on the nature of the research.



The trial of new products may cause harm, such as
allergic reaction or worsening of the condition, to
particular individuals. Other risks are less obvious,
such as the possibility of upsetting people during
research about sensitive subjects or inadvertently
stimulating or revealing cause for conflict between
participants. It is therefore important to be clear about
harms and discomforts and to discuss these openly
with research participants. In many cases, nursing
research will involve minor inconvenience at most.
This should be kept to a minimum, but complete
avoidance may be impossible.

Watson (1996) argues that ‘the concept of a test or
trial immediately raises ethical issues’ (Watson
1996:7). Above and beyond the risk of actual harm,
he argues that it is almost impossible to conduct a
clinical trial without a measure of deceit. For example,
even though respondents know they are in a trial, they
may be blinded to which, if any, intervention they are
receiving. Once again, the risk of harm must be mini-
mised, and in such cases truly informed involvement
means that the subject accepts this element of poten-
tial deception.

It may be that this situation of conflict — between
ensuring high-quality research that can result in posi-
tive outcomes and protecting participants — is com-
pounded by being a health professional. It could be
argued that non-professionals would feel less respon-
sibility to rescue research subjects from minor dis-
comforts and dangers. With the aim of minimising
harm, health professional researchers appreciate
that they should intervene to prevent or reduce
harms in certain circumstances. Occasionally, the
issue is potentially too serious for a nurse to ignore.
Researchers learn, however, that many dilemmas are
much less clear-cut, and some tolerance of standards
and procedures different to one’s own is part and
parcel of doing research in practice settings. Such
issues are best discussed with experienced research
colleagues or supervisors.

Personal integrity and professional
responsibility

Although there are many safeguards such as research
ethics committees, NHS research governance proce-
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dures and university approval arrangements, the pro-
tection of participants’ interests in matters of research
still often relies on the professionalism and personal
integrity of the members of the research team.

Promises to keep data safely should be kept, and
research processes should be carried out rigorously.
Research approval processes increasingly have a
brief reporting procedure, but sadly this can hardly
be relied on to assure quality and proper adherence
to high standards of research conduct. Perhaps more
reliable, although far from foolproof, is effective
training of researchers and accountability to depart-
mental or unit-based supervisors. Being overseen by
a steering committee that contains suitably briefed
representatives of the population being studied and a
genuine peer-review process are also usually of great
help, if time-consuming. Additional guidance on per-
sonal responsibility for nurses in research is provided
by the Royal College of Nursing (2007).

The ethical evaluation of research studies

The methodological literature in nursing research is
expanding, but it is clear that despite the current
fashion in the UK for procedural control of research
in an attempt to prevent problems, little exists by way
of ethical evaluation of the nursing research litera-
ture. An edited collection of essays (de Raeve 1996)
examines some dilemmas and legal problems that
researchers have faced themselves, but there is a
general reluctance to debate the issues and problems
faced by others. Matthews and Venables (1998) offer
areas or criteria that might be used to such a purpose,
such as the degree to which participation was volun-
tary, whether informed consent was achieved and the
risk—benefit ratio. Unfortunately, they shrink from
identifying genuine studies to illustrate their use of
this approach. Instead they offer four brief hypothe-
tical examples. Their general intention is sound,
however.

It is important that as part of the reader’s and espe-
cially the advanced student’s evaluation of any
research report they give thought to its ethical
conduct. Achieving this may sometimes require the
reader to dig a little deeper than the published article,
since not all authors are equally robust in reporting
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Box 3.1 Questions to ask about research conduct

For each question the reviewer ought to consider: did this exert any impact on the worth of

the findings?

Who supervised or monitored the study?

of the potential benefits?

What were the aims of the study? How important were they and why?
Who undertook the study and how did their background prepare them?

What sort of ethics approval was given, if any?

What information were participants given and how readable and accurate was this?
What checks were made to ensure that consent was given and remained in force?

What opportunities were given for participants to withdraw?

How were issues of power between researcher and respondents dealt with?

Were any social groups excluded and, if so, how powerful was the justification?

Were participants deprived of a known helpful intervention? If so, on what grounds?
What risks/harms were associated with the study? Were these acceptable in the context

What benefits were likely from the study and for whom?

® Did the effort made to disseminate the study outcomes to all concerned match the

promises made?

the mistakes made and problems encountered while
undertaking research. In Box 3.1, we offer a list of
questions that might be asked about studies being
reviewed or developed. It would be useful if more
attention were given to these issues in the review of
literature than has been customary in the past. It is
possible to bring moral theory such as consequential-
ism, duty and ‘ethics of care’ to bear on these discus-
sions (Long & Johnson 2007), but much can be
achieved generally by critical debate of the issues
raised by these questions.

CONCLUSIONS

Despite the developing bureaucracy that is meant, at
least in part, to assure ethical conduct of research,
much will continue to rely on the integrity and train-
ing of the researchers themselves and their supervi-
sors. They should try not to be intimidated from
undertaking an important study by myths that the
proposed study may be unethical. Such myths include
the involvement of children or the very ill as partici-
pants, and the use of technology to record data. The
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ethics approval mechanisms should review what, if
any, real harm might result, and, in balance with this,
what benefits might accrue. Provided these are
addressed clearly in the proposal, and the approach
defended with rigour and obvious integrity, it should
be possible to negotiate the bureaucracy.

Of course, for those who are less experienced, it is
wise to work with a supervisor to design a study
that is realistic and avoids putting the approval
mechanisms, and the researcher, under too much
strain. Reading widely and considering some of the
more difficult issues that we can refer to only briefly
here can also help. Certainly, novice researchers
should try to develop the skill of identifying the
ethical issues in every study they read or hear about,
but they should also maintain a realistic sense of
proportion.

References

de Raeve L (ed) (1996) Nursing Research: an ethical and
legal appraisal. London, Bailliere Tindall.

Doyal L (2004) The Ethical Governance and Regulation of
Student Projects: a draft proposal. Working group on



ethical review of student research in the NHS, Chair:
Professor Len Doyal.

Gelling L (2004) Researching patients in the vegetative
state: difficulties of studying this patient group. NT
Research 9(1): 7-17.

Glaser BG, Strauss AL (1965) Awareness of Dying.
Chicago, Aldine.

Gunaratnam Y (2003) Researching ‘race’ and ethnicity.
London, Sage.

Haigh C, Jones N (2005) An overview of the ethics of
cyber-space research and the implications for nurse edu-
cators. Nurse Education Today 25: 3-8.

Health Protection Agency (2008) The Unlinked Anonymous
Prevalence Monitoring Programme. London, HPA.
Available at  www.hpa.org.uk/web/HPAweb& Page &
HPAwebAutoListName/Page/1201094588821

HM Government (2005) The Mental Capacity Act. London,
The Stationery Office.

Howarth ML, Kneafsey R (2005) The impact of research
governance in healthcare and higher education organisa-
tions. Journal of Advanced Nursing 49: 1-9.

Howarth ML, Kneafsey R (2003) Research governance:
what future for nursing research? Nurse Education
Today 23: 81-82.

Johnson M (2004) Real world ethics and nursing research.
NT Research 9: 251-261.

Johnson M (1997) Nursing Power and Social Judgement.
Aldershot, Ashgate.

Lawton J (2000) The Dying Process: patients’ experiences
of palliative care. London, Routledge.

Long T (2004) Excessive Crying in Infancy. London,
Whurr Publishers.

Long T, Fallon D (2007) Ethics approval, guarantees of
quality, and the meddlesome editor. Journal of Clinical
Nursing 16(8): 1398-1404.

Long T, Johnson, M (2007) Research Ethics in the Real
World: issues and solutions for health and social care.
Edinburgh, Churchill Livingstone-Elsevier.

Long T, Johnson M (2002) Research in Nurse Education
Today: do we meet our aims and scope? Nurse Education
Today 22(1): 85-93.

Matthews L, Venables A (1998) Critiquing ethical
issues in published research. In: Crookes P, Davies S
(eds) Research Into Practice. Edinburgh, Bailliere
Tindall.

Research Ethics

OFSTED (2008) The Annual Report of Her Majesty’s Chief
Inspector of Education, Children’s Services and Skills
2007/08. London, OFSTED, available at www.ofsted.
gov.uk/Ofsted-home/Publications-and-research/Browse-
all-by/Annual-Report/2007-08/The-Annual-Report-of-
Her-Majesty-s-Chief-Inspector-2007-08

Royal College of Nursing (2007) Research Ethics: RCN
guidance for nurses. London, RCN, available at www.
ren.org.uk/__data/assets/pdf_file/0010/78742/003138.
pdf

Stockwell F (1972, 1984) The Unpopular Patient. London,
Croom Helm.

Watson R (1996) Product testing on trial. In: de Raeve L
(1996) Nursing Research: an ethical and legal appraisal.
London, Bailliere Tindall, pp 3-17.

Websites

www.hpa.org.uk/web/HPAweb&Page &K HPAwebAuto
ListName/Page/1201094588821 — details of the un-
linked anonymous prevalence monitoring programme
(UAPMP), an example of a major survey undertaken
without consent from participants.

www.invo.org.uk — INVOLVE is a national advisory group,
funded by the Department of Health, which aims to
promote and support active public involvement in NHS,
public health and social care research.

www.nres.npsa.nhs.uk — the UK National Research Ethics
Service offers comprehensive guidance to researchers.

The websites of the relevant government departments in the

four countries of the UK contain relevant information for

researchers:

England — www.dh.gov.uk/policyandguidance/researchan-
ddevelopment/fs/en

Northern Ireland — www.dhsspsni.gov.uk

Scotland — www.show.scot.nhs.uk/cso

Wales — www.wales.gov.uk

Sources of standard tests for readability:

www.literacytrust.org.uk/campaign/SMOG. html;
www.usingenglish.com/glossary/readability-test. html

35



In Research

xamcharan

INTRODUCTION

Recent government endorsement of the importance
of the user voice has served to strengthen a growing
commitment to user involvement in nursing
research from many quarters: charitable trusts that
fund research, user organisations and activists,
as well as advocacy organisations and the wider
research community. Evidence has been accumulat-
ing about the engagement of service users in different
parts of the research process (INVOLVE 2004,

2006a,b,c; Lowes & Hulatt 2005; Nolan et al.
2007; Staniszewska et al. 2007, Smith et al.
2008). Though many first-hand accounts by users
themselves are anecdotal, there is a growing body
of more robust evidence garnered by users about
their experiences of engagement in planning and
carrying out health and social care research
(Department of Health 2006). The rhetoric of user
involvement in research has, however, encountered
methodological and other challenges in its practical
implementation.



In this chapter, we therefore consider:

B why user involvement in health and social care
research has become popular

B how user involvement in research has been
depicted

B some experiences of user involvement in
research

B cthical and methodological questions associ-
ated with a commitment to user involvement in
research

B shifting the focus from process to outcome
questions.

A BRIEF HISTORY OF USER
INVOLVEMENT IN RESEARCH

User involvement in research has a rich and long
history and extends at least as far back as the genesis of
action research (see, for example, Lees & Smith 1975)
and the early forays into community development
research commonly associated with developing coun-
tries (see for example, Freire, 1968; Richards, 1985).
Within social science circles the 1980s saw major
questions raised about Grand Theory (i.e. those social
theories designed to understand the whole of society
and human action) and a similar rejection of such
meta-narratives by post-structuralism. Policy during
this period also saw the emergence of localisation and
user involvement in health and social care (Hadley
& Hatch 1981) and the emergence of participatory
politics (Richardson, 1983). The problem was, and
remains, how ordinary citizens are best involved in
decisions about how public services affect their lives.

The political response in the UK in the 1970s and
1980s under Margaret Thatcher and then later under
John Major was the marketisation of health and social
welfare and consumerism such as that represented by
the Citizen’s Charter (1991). This ‘public service ori-
entation’ (Clarke & Stewart 1987) involved
promoting:

B closeness to the customer and citizen

listening to the public

access for the public

service from the public’s point of view

the views, suggestions and complaints of users

User Involvement in Research

B the public’s right to know
B an emphasis on service quality
B public opinion as a test of quality.

Recognition of the importance of the user voice
quickly found its way into national policy. More than
20 years ago it featured in the innovative All Wales
Strategy for the Development of Services for Mentally
Handicapped People (sic) (Welsh Office 1983),
which emphasised the right of service users and
their families to be involved in the planning, manage-
ment, delivery and review of services. The primacy
of public and user involvement has been firmly
embedded for some time within the NHS Plan
(Department of Health, 2000a), reinforced more
recently by Lord Darzi’s next steps review of the
NHS (Department of Health 2008). It is profiled in
the National Service Frameworks, and in the White
Paper Valuing People (Department of Health 2001a),
in which people with learning disabilities helped to
shape policy itself under the banner of ‘nothing about
us without us’ (People First London er al. 2000).
Though user inclusion has been a feature of declared
government research strategy for some time too
(Department of Health 2000b), the new National
Institute for Health Research (NIHR), formed in 2006
to co-ordinate a more strategic approach to clinical,
policy and applied health research in England, has
placed user involvement in research high on its new
strategic agenda by making a more principled com-
mitment to the active involvement of patients a
requirement in its core programmes.

It is easy for researchers to claim that users are
involved in research, but in conventional forms of
research this typically means that users are passive or
compliant subjects with no hand in prioritising, com-
missioning, planning, undertaking, disseminating or
utilising research. More recently, users have been
challenging this position, the disability movement
being particularly vocal and effective in this respect
(see Moore et al. 1998). For some years now leading
research funding bodies such as the Joseph Rowntree
Foundation and the National Lottery Charities Board
(now the Big Lottery Fund) have been exceptions in
adopting a more open and inclusive approach to
research that includes service users, especially those
who are vulnerable. As mentioned above, the NIHR
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has recognised the growing importance of user
involvement in research. One of its new programmes,
the Research for Patient Benefit Programme, is dedi-
cated to applied research with user involvement in
mind. Now operating under the aegis of the NIHR,
INVOLVE (formerly the Consumers in NHS
Research) was established by the government to
promote good practice in research committed to user
involvement, but with a remit extending to social care
as well as healthcare research. INVOLVE (2004)
suggests user involvement in research may be valu-
able because people who use services:

m will offer different perspectives

B can help to make sure that research priorities
are important to them

B can help to ensure that money and resources are
not wasted on research that has little or no
relevance

B can ensure that research does not just measure
outcomes that others (academics and profes-
sionals) consider important

B can recruit their peers for research projects

B are better placed to access people who are often
marginalised (i.e. ‘hard-to-reach’ groups in
research terms)

B can help with the dissemination and implemen-
tation of research findings

B can be empowered through taking part

B are involved in the increasing political priority
of involving consumers around the services
they receive.

So what does this growing experience add up to?
Are assumptions about the value of user involvement
in research, such as those identified by INVOLVE,
mirrored in practice? To address such questions we
need to be rather more discriminating in how we
account for user involvement in research.

MAPPING USER INVOLVEMENT IN
NURSING RESEARCH

A cursory glance at the nursing and nursing-related
research literature now shows growing evidence of
user involvement in different fields of enquiry, for
example learning disabilities (Richardson 2002; Ham
et al. 2004; Department of Health 2006; Grant &
Ramcharan 2007), mental health (Trivedi & Wykes
2002; Simpson et al. 2004; Telford & Faulkner 2004),
forensic mental health (Faulkner & Morris 2003;
Sainsbury Centre for Mental Health 2008), elder care
and dementia care (Tetley & Hanson 2000; Tetley et
al. 2003; Cowdell 2006), cancer and palliative care
(Seymour & Skilbeck 2002; Maslin-Prothero 2003;
Wright et al. 2007), primary care (Thornton et al.
2003) and back pain care (Ong 2003), among many
others. The practicalities, lessons and emergent
models of user involvement in nursing, midwifery
and health visiting research have recently been
reviewed by Smith et al. (2008).

Research Example 4.1 provides an example of user
involvement. The Faulkner and Morris report is

4.1 User Involvement in Mental Health Research

Faulkner A, Morris B (2003) User Involvement in Forensic Mental Health Research and
Development. NHS National Programme on Mental Health Research and Development, Liverpool.

In this expert paper the authors report that user involvement in forensic mental health research
is currently limited to small-scale consultations and audits. Issues associated with the need
to maintain security, confidentiality and the protection of individuals appear to be challenging
user involvement in research as well as in services. At the present time there is thought to
be no magic formula, implying therefore that it is necessary to continue testing and evaluating
different ways of involving users in research. Based on evidence assembled, the report
suggests principles, encompassing procedures and ethics that may be helpful in guiding good

practice.
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applied to the field of forensic mental health. Consider
your own practice field. How far has user involve-
ment in research gone?

In describing the range of activity conducted under
the banner of user involvement in research there has
been a tendency to adopt one or both of two extremes,
i.e. user control versus researcher control. Similarly
the Consumers in NHS Research group (2001) sug-
gests that involvement may entail:

B consultation — where consumers are consulted
with no sharing of power in the decision making

B collaboration — that involves an active ongoing
partnership with consumers in the research
process

B user control — where consumers design, under-
take and disseminate the results of a research
project.

There are advantages and disadvantages associated
with each of these levels of involvement. We briefly
examine these in relation to a case study (Research
Example 4.2) provided by Rodgers (1999).

The main advantage of a consultation approach is
that it is simple. It enables people to express their
views without a commitment to act on them, and it
can feel safe when people have not been involved
before. The disadvantages are that involvement
without action can lead to frustration; consultation
fatigue can set in; and ideas may be constrained by
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the agenda of those in power, so some people may
not see it as worthwhile unless they are full
partners.

The case study shows that there was consultation
involved in establishing the research interest and in
various parts of the research process. It also indicates
that the development of the research idea was not
purely an unencumbered product of the users’ inter-
ests. However, the gatekeeping role of ethics com-
mittees and services tended not to confer as high a
value on the user voice independent of those of
‘professionals’.

In a collaborative approach there are more likely
to be outcome measures, assessment criteria and
forms of evaluation relevant to consumers. As col-
laborators, consumers can help to recruit research
participants and deal with consent issues, and they
can feel a greater sense of ownership. The disadvan-
tages appear to be related to the heightened user com-
mitment and associated issues of time and cost; the
supports that may be needed to sustain commitment;
and the problematical nature of power sharing. In the
case study article, Rodgers reports that although
people with learning difficulties were supposed to be
interviewers they seldom took a lead role.

Finally, in the user control approach, the main
advantages are tied to the greater likelihood of being
able to address questions not thought of by academic
researchers; the prospect of revealing evidence

4.2 Involving People with Learning Disabilities in Research

Rodgers J (1999) Trying to get it right: undertaking research involving people with learning
difficulties. Disability and Society 14(4): 421-433.

Rodgers aimed to examine the health of 30 people with learning difficulties from their own
point of view. The research interest was partly prompted by a consultation with a group of
women with learning difficulties who raised issues about health and medical care. However,
it also reflected the interests of both the researcher and the local health services. Rodgers
had to gain permission for the research from several quarters (ethics committees, GPs, parents
and services) as well as from the research participants. People with learning disabilities were
employed as consultants to the study and developed research questions that gave new insights
into health from their point of view. They also helped in developing plain language findings
summaries and took part in the interviewing with the main researcher. However, Rodgers found
it hard to include them in the analysis of data.
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missed by other researchers; and an even higher sense
of ownership and therefore a fuller commitment to
research dissemination. There are also raised pros-
pects for the empowerment of service users.
Disadvantages relate to the relative lack of experi-
ence and expertise of users in the conduct of the
research; higher research costs; the lack of evidence
about what constitutes good research facilitation and
support for user researchers; and, therefore, some
fears that user-controlled research may not be as inde-
pendent as it seems.

Rodgers reports in the case study article that analy-
sis continued as the research took place so that sub-
sequent interviews could reflect emergent issues, but
she adds that:

‘I found it hard to contemplate how methodological
considerations that I found challenging could be
made more accessible to people with learning diffi-
culties’ (Rodgers 1999: 431).

Rodgers does claim that there was success in
turning complex ideas into plain language in report-

ing the findings, and that this could not have been
done without the co-researchers. However, despite
her best efforts, the research was commissioned
neither by people with learning difficulties nor their
allies; it was not wholly controlled by people with
learning difficulties; and it was greatly affected in
its orientation by other stakeholders from service,
professional and governance sectors. In short,
user control of research is not an easy ideal to
accomplish.

We can see in the case study an implicit reliance
on understanding levels of involvement alongside
different parts of the research process, a position for-
malised by Faulkner and Morris (2003) and summa-
rised in Figure 4.1. However, while it provides a
framework for understanding, Figure 4.1 does not
directly address what value should be placed on each
combination of activities, and whether any are mean-
ingful and relevant to service users. One way of
approaching this last issue is to ask about the values
and principles that should be attached to user involve-
ment in research.

Identification and/or prioritisation of topics

Commissioning, design and management

Consultation?

Data collection

v

A\
Collaboration?

Analysis and report writing

\ 4

Report writing and dissemination

Figure 4.1
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In a consensus study, Telford er al. (2004) devel-
oped a series of principles and indicators about the
successful involvement of consumers in research.
Consensus was reached on eight principles among a
wide range of research participants. The principles
are worth listing.

B Research roles of consumers and researchers
are agreed.

B Budgets should include all costs of consumer
involvement in research (useful guidance about
payments to users participating in research has
been provided by INVOLVE 2006¢).

B Researchers respect the differing skills, knowl-
edge and experience of consumers.

B Consumers are offered training and personal
support to aid their research involvement.

B Researchers ensure that they have the necessary
skills to involve consumers in the research
process.

B Consumers are involved in decisions about
how participants are both recruited and kept
informed about the progress of the research.

B Consumer involvement is described in research
reports.

B Research findings are made available to con-
sumers in formats and in language they can
easily understand.

(Adapted from Telford er al. 2004)

Consensus-based principles have an instant appeal,
but as the authors themselves suggest, the value and
utility of these principles have yet to be established
with reference to different research methodologies
and models of consumer involvement.

The application of general principles like these
may well have rather limited utility when considered
against forms of participatory or participatory-action
and emancipatory research. This may become clearer
when we consider how these forms of research differ
in their stated purposes, philosophy and methods, and
therefore in terms of the roles and allegiances required
of users. These are summarised in Table 4.1.

It is important to say that Table 4.1 is very much
a simplification of broad categories of research.

Traditional research as used here refers to those
forms of scholarly endeavour that are based on careful
hypothesis testing, coupled with testing of the gener-
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alisability of findings. Experimental designs, ran-
domised controlled design studies, population sample
surveys and many kinds of service evaluation studies
fall within this broad category and generally require
high technical expertise.

Participatory research is another very broad cate-
gory. For Cocks and Cockram (1995), participatory
research involves a research question being brought
to the attention of (disabled) people; (disabled) people
and researchers working together to achieve a collec-
tive analysis; and alliances being formed between
(disabled) people and others to make changes follow-
ing research. The potential methods of research
have been suggested as discussion groups, public
meetings, the establishment of investigative research
teams, community seminars, fact-finding tours, the
collective production of educational material, the use
of popular theatre and educational camps or retreats
(Cocks & Cockram 1995: 32).

Emancipatory research, on the other hand, repre-
sents the overt politicisation of research in which
the researcher struggles for ‘transformative change’
(Barnes 2003) as a direct product of the research
experience. Chappell (2000), reviewing the contribu-
tions of Zarb, Morris and Oliver, points to key fea-
tures of emancipatory research as:

B being a tool for improving people’s lives

B providing opportunities for (disabled) people to
be researchers themselves

B involving a more reflexive stance

B being commissioned by democratic organisa-
tions of (disabled) people

B having an accountability to democratic organi-
sations of (disabled) people.

Yet Chappell argues that very little emancipatory
research has been funded by or accountable to organi-
sations of (disabled) people. Of course, a possible
reason for this is that few such organisations are in the
financial position to fund programmes of research.
The difficulties of accomplishing such an approach are
also clear in our consideration of the earlier case study.

Taking traditional, participatory and emancipa-
tory research as points of reference allows us to pose
rather more discriminating questions about the status
of user involvement, as well as emergent good
practice.
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Table 4.1 Parameters of traditional, participatory and emancipatory research

In the case of traditional research it would be
wrong to assume that user involvement does not have
an important place. Research governance and ethics
arrangements (Department of Health 2005, 2001b)
should at least ensure that inclusion/exclusion
criteria and consent and capacity issues affecting
users are accorded their proper status, much as with
any kind of research. Hence the right to participate
in research, but also the accompanying rights to
protection and wellbeing, are to be afforded to eve-
ryone. However, some categories of service users
are frequently excluded from traditional research,
possibly on spurious grounds. For example, in the
earlier case study, Rodgers was instructed to ‘seek
permission’ from both the GP and family carer of
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each interviewee in the research and this affected who
was finally recruited. People with serious mental
health problems or severe learning disabilities, and
others whose capacity to consent may be an issue, are
often subject to exclusion. Policy guidance on this
matter is unfortunately rather confused at this time.
It asserts the presumption of capacity, while stating
that:

‘It is not appropriate to carry out research on adults
who cannot give consent for themselves, if the
research can instead be carried out on adults who are
able to give or withhold consent. The only exception
to this rule would be where clinicians believe that it
is in the person’s best interests to be involved in
research’ (Department of Health 2001c: 15).



4.3

User Involvement in Research

Involving Users in Low Back Pain Research

Ong BO (2003) Involving users in low back pain research. Health Expectations 6: 332-341.

The aim of this study was to determine how patient and professional perceptions of low back
pain and its treatment relate to the use of healthcare and to subsequent outcomes. Focus
groups were held with GPs, other healthcare practitioners and low back pain sufferers. Tensions
arose between involving patients (users) as co-researchers both in designing research tools
and in sharing their experiences of low back pain. However, sharing experiences became a
problem over emotive issues, with some contributors seeking to place an emphasis on areas
relating to their own experiences over those of others. It was therefore considered that agree-
ing a certain distance from personal experiences may be a prerequisite for formulating a
research agenda, especially when discussing emotive issues and that this kind of dilemma
might be the product of the focus group process.

Given the contradictions and ambiguities, it is easy
for researchers to ‘play safe’ by excluding people in
these categories. The wider research ethics issues
involved are discussed more fully in Chapter 3.

Most published evidence about user involvement
concerns participatory research. By its very nature,
participatory research is predicated on strong alli-
ances and partnerships between those involved. In
principle, potentially all the stages of the research
process are shared. In practice, this is much less the
case. As the example from Ong’s study (see Research
Example 4.3) indicates, there is no guarantee of a
strong alliance between people who share particular
symptoms. There are also potential variations between
what constitutes such alliances dependent on the user
groups themselves. People with learning disabilities,
for example, are likely to experience their alliances
over a lifetime. In contrast, pregnant women or those
with treatable critical illnesses may only be users
over a short period. The concept and meaning of alli-
ances may therefore differ substantially between dif-
ferent user groups.

Moreover, it is not uncommon for academic
researchers to go looking for user organisations as
partners, pre-armed with research questions where
the research interest is a product of several competing
interests such as in the case of Rodgers (see Research
Example 4.2). Participatory research can also be a
messy business:

B power relations between those involved have to
be tested and re-tested

B accommodations are required between the
various partner organisations that fund the
research, employ workers or support users

B research methods have to be worked out as
things proceed.

The rhetoric of participation sounds very rosy; the
reality, on the other hand, can be quite different (see
Walmsley & Johnson 2003).

Emancipatory research, much of it tied to social
model thinking within the disability field (Barnes
2003), seeks to address and deal with social, political
and environmental factors that perpetuate forms of
exclusion or oppression in people’s lives and, given
a paucity of research using its principles, remains
largely aspirational. It takes a particular kind of
person to commit themselves to this kind of research,
and resilience to see things through to the end, par-
ticularly in the later action stages. As the example in
Research Example 4.3 also demonstrates, there are
often ‘structural impediments’ such as lack of funding
through user organisations, lack of support from serv-
ices and professionals, differences in the language of
research and the language of those seeking to be
involved, and with ethical and governance issues that
make such research difficult to accomplish in practice
(see Staniszewska et al. 2007).
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CHALLENGES FOR USER INVOLVEMENT
IN NURSING RESEARCH

The practicalities of user involvement in research
leave some important unanswered questions that are
illustrated below.

Fitness for purpose

As has been illustrated, different kinds of research
require different commitment from users, their sup-
porters, researchers and others — a point further devel-
oped recently by Smith et al. (2008). It is useful to
think of user involvement strategies being informed
and led by the purposes and goals of individual
research projects, that is they need to be fir for
purpose. To involve people as an ‘end in itself” can
lead to tokenism, where there is no role to be played
by users and no clear gain for either side. There are
as yet no published criteria against which to measure
fitness for purpose in relation to traditional, participa-
tory and emancipatory research, although a range of
guidance for involvement in parts of the research
process have recently been published by INVOLVE
(for example, INVOLVE 2006a,b,c).

Questions remain about why user involvement has
been more likely in some parts of the research process
than others. INVOLVE’s website revealed a database
of 181 projects in 2004 and 228 in November 2008.
These confirm that users are involved to varying

extents in key stages of the projects listed, and that
over time the contributions in different areas remain
relatively stable (see Table 4.2). Early stages of the
process, especially prioritising research topic areas
and planning research, appear to have quite high pro-
portions of users involved. Writing publications and
implementing action appear to involve users least of
all. Why users appear to be less involved in writing
publications is less clear at this time, although col-
laborative writing, especially when directed towards
academic publishing, can generate tensions between
users and academic researchers. More accounts are
required about how these issues are best addressed.

User involvement and excluded groups

As suggested in relation to traditional forms of
research, it is easy to exclude categories of people on
grounds of mental capacity. Unfortunately, people
can be excluded for other reasons too. People may be
‘invisible’, meaning that they can be ‘lost’ in service
systems through poor case records; they may be lost
‘outside the service system’ because they have lost
contact with services (for example many people with
mild learning disabilities); or they may ‘lack voice’
or articulacy (for example following stroke, head
injury or the onset of dementia). Those who are mar-
ginalised may pose researcher—user translation prob-
lems, both at a cultural and language level, especially
where there are no assistive technologies for com-
munication. Indeed, in Research Example 4.2 above,
Rodgers notes that:

Table 4.2 Summary of user involvement in research projects listed on the INVOLVE website*

Stage of involvement

(n=181)
Prioritising research topic areas 66 (n = 120)
Planning research 77 (n = 139)
Managing research 50 (n = 91)
Designing research instruments 72 (n = 131)
Undertaking research 52 (n = 94)
Analysing research 47 (n = 85)
Writing publications 34 (n =61)
Disseminating 56 (n = 101)
Implementing action 35 (n = 63)

*As at December 2004 and November 2008
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Percentage of projects 2004

Percentage of projects 2008

(n = 228)
61 (n = 140)
73 (n = 167)
48 (n = 109)
68 (n = 155)
48 (n = 109)
44 (n = 101)
32 (n=172)

54 (n = 124)
33 (n = 75)



‘the inclusion of people with more severe impair-
ments meant that there were times when I was not
able to talk directly with the person concerned’
(Rodgers 1999: 427)

This forced her to rely instead on carers or advo-
cates who knew the person well. The roles that advo-
cates, proxies and guardians play here as spokespersons
or enablers for such users in research are matters
warranting closer study.

The indications are that articulate service users or
those closely connected to user organisations are
most likely to be involved in participatory and eman-
cipatory research. If this is indeed the case, it raises
further issues about whose voices are being repre-
sented in such research, and whether this matters.

WEIGHING USER EXPERIENCES -
LEARNING DISABILITY AS A CASE
EXAMPLE

In this light, user views and experiences also prove
complex. Such experiences are seldom unitary. For
example, in a review of the views and experiences of
people with learning disabilities, Ramcharan and
Grant (2001) point to a range of research products:

B ‘testaments of life’ (e.g. life histories, narrative
accounts)

B ‘user movement media’ incorporating materials
published by self-advocacy groups and those
available on the web

B ‘research-based studies’ in which a range of
experiences are collected from people with
learning disabilities.

Moreover, as Telford and Faulkner (2004: 549)
assert, the ‘alternative literature (including what is
commonly called the grey literature) offers a rich
source to learn from’. In these varied accounts there
are issues relating to how best to judge:

B the extent to which non-disabled researchers
have set the agenda of experiences from which
to draw

B the difficulties of translation that are often
required to bring the voices to a wider audience

User Involvement in Research

B the representativeness of the voices heard relat-
ing their experiences
B the power of users in the research process.

As part of our own work as academic co-ordinators
of the Department of Health Learning Disability
Research Initiative (LDRI) linked to the implementa-
tion of Valuing People (Department of Health 2001a),
we have involved people with learning disabilities in
commissioning a nationally funded research initiative
as well as advising on dissemination strategies.
Service users were paid accepted consultancy rates
and involved as:

B members of the research commissioning group

B reviewers whose expert knowledge was used in
assessing proposals against criteria relating to
the involvement of people with learning dis-
abilities in the funded research projects and
whether the research was likely to change the
lives of people for the better.

Research applicants were asked to provide easy-to-
read as well as technical research proposals so that
judgements could be made about the capacity of
researchers to produce information in accessible
formats. Dissemination at three annual research semi-
nars has brought together service users with academ-
ics, managers and civil servants. Newsletters about
the LDRI have incorporated plain language summa-
ries to reach user as well as academic and policy
audiences. The final project to be commissioned
under the initiative was a user-led study supported by
INVOLVE and Values into Action (VIA), which
evaluated the arrangements for user involvement in
the remaining 12 projects.

Comments from participants have suggested that
involvement was welcomed, though the practice
related to implementation was not seen by users as
unproblematic. Among the issues they raised were:

B more time for their personal assistants to ‘talk
them through’ their allocated proposals

B prior training

B feedback to know where the funding was
allocated

B quicker financial reimbursement.

Users on the research commissioning group felt
that people listened to them and that their views made
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a real difference to decision making, although they
would have liked more service users to be members
of the group.

In cancer care research it has similarly been shown
that there are creative avenues for involving consum-
ers in regional and local forums where research
priority setting and commissioning takes place, for
example in the North Trent Cancer Research Network
(NTCRN) (Stevens et al. 2003). In the NTCRN
consumers have an equal say in deciding what
research ideas should be developed and funded, iden-
tifying topics of particular interest to themselves, and
being part of a recruitment panel that appoints
researchers. In addition, sponsored conferences for
consumers have added to this voice. Dimensions of
this experience are being independently evaluated.

SHIFTING THE FOCUS FROM PROCESSES
TO OUTCOMES

With much of the focus having been placed on the
experiences or processes of user involvement in
research, attention now needs to be turned to out-
comes. At the moment evidence about outcomes is
embryonic. Until this changes, the credibility of this
form of research will continue to be questioned. With
this in mind, and drawing from theorising about indi-
vidual and social capital (McKenzie & Harpham
2005), we suggest below some criteria for consider-
ing outcomes of user research at three levels: indi-
vidual, social and project.

Individual

B Technical/analytic — what understanding do
users have of research opportunities? What
research skills can users acquire?

B Psychological — improvements in self-confi-
dence, assertiveness, self-esteem.

B Project management — capacity for decision
making, advice giving, exercise of control.

Social/partnerships

B Security — feeling safe in relationships (ethics).
B Belonging — feeling part of things (valued as a
contributor).
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B Continuity — experiencing links and consist-
ency over time; possibilities of research career
development.

B Purpose — meaningfulness of shared activity.

B Achievement — using knowledge to change
services.

B Significance — feeling that you matter (external
or institutional recognition).

Project

B Rigour of data analysis — attention to reliabil-
ity/validity or authenticity criteria.

B Transparency — of data analysis
interpretation.

B Complementarity of knowledge contributions
— from service user and academic researchers.

B Mutual appraisal of knowledge claims — service
user appraisal of academic knowledge; aca-
demic appraisal of service user knowledge.

B Transformational potential — in terms of theory
testing; practice and policy impacts; research
capacity building.

and

An attempt to apply some of these criteria can be
found in McClimens et al. (2007).

CONCLUSIONS

In this chapter we have considered how and why user
involvement has become popular. We have shown
how it might be categorised in terms of the level of
involvement, i.e. via consultation, collaboration or
control. Categorisations emerging from theoretical
research perspectives have been outlined, i.e. the con-
sumer involvement, participatory and emancipatory
models. We have sought to examine how each of
these categorisations might be used in understanding
the place of users within the research process and,
most importantly, we have pointed out using a case
study that there remain a substantial number of issues
still to be addressed in the field of user involvement
in research. There is much potential to the involve-
ment of users in research but this potential remains
to be more fully demonstrated and substantiated,
especially with respect to generating better evidence



about outcomes. The survival of the approach is
therefore at a critical point in its history.
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INTRODUCTION

The UK is now widely regarded as a multi-ethnic
society. In the 2001 Census, 8% of the UK population
self-identified as non-White, with 13% of the popula-
tion of England identifying as belonging to an ethnic
group other than White British. The terms ‘ethnic
group’ and ‘ethnicity’ are commonly heard in public
policy, the media and even everyday conversation
(Eriksen 2002). Likewise, health and social research
pays increasing attention to ‘ethnic diversity’ and
‘ethnic inequalities’ in experiences and outcomes. As
Anthias (2001) and others have argued, ethnicity is

one of the major social divisions in modern societies
and ethnic identities have important implications
for people’s lives. However, the meaning of such
terms remains ambiguous and research that engages
with these issues is inherently politicised and often
controversial in nature. Conducting research that
appropriately and sensitively pays attention to ethnic-
ity presents an important challenge to researchers and
requires particular competencies (see Box 5.1).
There is substantial evidence that health and
healthcare provision vary along ethnic lines and that
minority ethnic groups are at risk of significant dis-
advantage across a range of indicators (Nazroo 1997;
Gill et al. 2007; Henry 2007). UK health policy and
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Box 5.1 Cultural competence in research

Papadopoulos and Lees (2002) suggest the following model of cultural competence in research:

Cultural awareness: examining and challenging your own personal value base and
behaviours and reflecting on how these may affect the research process.

Cultural knowledge: understanding the similarities, differences and inequalities between
and across ethnic ‘groups’ and the multiplicity of factors that might account for these
patterns. Such knowledge should help to avoid stereotyping, prejudice and discrimination in
research.

Cultural sensitivity: challenging power relationships and oppressive practices to offer true
partnership to the participants of research studies founded on trust, respect and empathy.

Cultural competence: synthesis and application of awareness, knowledge and sensitivity,
enabling racism, discrimination and ethnocentricity to be recognized and challenged.

Both culture-generic and culture-specific competence are considered necessary, the former
being the acquisition of knowledge and skills that are applicable across ethnic groups, the
latter being the knowledge and skills that relate to a particular ethnic group which enable an

understanding of that group’s particular values and behaviours.

practice directives over the past four decades have
repeatedly acknowledged the need to understand and
tackle ethnic health disparities (DoH 2003), identify-
ing nursing as a key profession to contribute to this
endeavour (Culley & Dyson 2001). Further, the Race
Relations (Amendment) Act (RR(A)A) 2000 places
legal obligations on all public organisations to con-
sider the need to eliminate unlawful discrimination
and to promote equality of opportunity and good rela-
tions between people from different ethnic groups.
Given that it is now commonly accepted that
healthcare policy and practice should be evidence
based, these policy directives and legal duties clearly
imply the need for researchers to generate an evi-
dence base that reflects the needs of our ethnically
diverse population. This requirement has been for-
mally acknowledged by the Department of Health in
its Research Governance Framework for Health and
Social Care in which it sets out a number of general
principles that should apply to all research:

‘Research, and those pursuing it, should respect the
diversity of human society and conditions and the

multi-cultural nature of society. Whenever relevant, it
should take account of age, disability, gender, sexual
orientation, race, culture and religion in its design,
undertaking and reporting. The body of research evi-
dence available to policy makers should reflect the
diversity of the population’ (DoH 2005: Para 2.2.7)

However, much health research does not include
participants from minority ethnic groups and/or fails
to give considered attention to ethnicity as an element
of analysis (Hussain-Gambles 2003). Furthermore,
despite government directives and some recent
improvements, routine data collection systems such
as the Hospital Episodes Statistics still achieve low
coverage and poor-quality information on ethnicity
(Aspinall & Anionwu 2002).

A number of factors appear to have contributed to
the inadequate attention to ethnicity in health (and
nursing) research, including:

B alack of awareness of the potential significance
of ethnicity

B a tendency to consider ethnicity as a specialist
area of investigation
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B conscious exclusion of minority ethnic indi-
viduals on the grounds of added cost and
complexity

B a lack of researcher confidence and skills to
engage with individuals from ethnic groups that
are perceived to be ‘hard to reach’.

At the same time, growing awareness of past
abuses and negative experiences of research may also
make individuals from minority ethnic groups reluc-
tant to participate in research.

However, research interest in ethnicity and health
is growing in the UK and elsewhere (Drevdahl et al.
2006). Yet, as the volume of research addressing
ethnicity and health expands, so too do concerns
regarding the quality of this research, its potential to
inform changes in policy and practice that benefit
minority ethnic populations, and its potential role in
stereotyping and stigmatising ethnic minority popula-
tions (Gunaratnam 2007). Indeed, much of the previ-
ous research in this field has been of dubious ethical
and scientific quality and a number of persistent pit-
falls are identified, including:

B the use of outdated, inappropriate models of
ethnicity that present ethnic groups as stable,
discrete entities

B a failure to research issues that are of concern
to minority ethnic people

B a lack of cultural competence in research
practice

B afailure to incorporate a broader social, histori-
cal and political analysis of ethnicity (Stubbs
1993).

Against this rather unpromising history, it is salient
to stress that poorly designed and poorly conducted
research will, at best, fail to contribute to a better
understanding of the links between ethnicity and
health and how ethnic inequalities in health might be
addressed and, at worst, serve to perpetuate the stere-
otyping and disadvantage experienced by minority
ethnic groups. Conducting research into ethnicity and
health appropriately and sensitively raises a range of
complex theoretical, methodological and practical
issues, and researchers require support and guidance
if their work is to make a positive contribution to the
health and healthcare received by minority ethnic
groups.
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This chapter introduces the reader to some of the
most important issues for consideration. We encour-
age researchers to recognise that there are often no
simple, ‘cook book’ solutions to the complex issues
that arise in researching ethnicity and health, and to
aim instead for heightened critical reflexivity in the
research they conduct.

THE CONCEPT OF ETHNICITY

So far our discussion has employed the term ‘ethnic-
ity’ without further elaboration. However, frequent,
everyday reference to ‘ethnicity’” and ‘ethnic groups’
belies the complex and contentious nature of these
terms. As Mulholland and Dyson (2001) argue,
researchers must look beyond the popular everyday
use of these terms and the implicit meanings such use
reflects, and seek a more informed appreciation of
their complex and dynamic nature.

In health research (as well as wider societal and
policy discourse), the term ‘ethnicity’ is used in
diverse and contradictory ways. In its most generic
form, ethnicity represents a form of social or group
identity, which draws on notions of shared origins or
ancestry. However, different conceptualisations of
ethnicity tend to emphasise different aspects of such
group identity and to view the processes of identifica-
tion through which ethnic affiliations arise very
differently. Some conceptualisations emphasise the
cultural commonality within ethnic groups, identify-
ing shared beliefs and behaviours, sameness and
belonging; essentially an internal identification. In
contrast, other ideas about ethnicity place emphasis
on geographical origins and shared biological fea-
tures among the members of ethnic groups. Still
others focus on sociopolitical dimensions, viewing
ethnicity as the process through which boundaries
between hierarchically organised ‘groups’ are con-
structed and symbolised, with the emphasis on the
imposition of categories and labels by external forces.
Indeed, some conceptualisations appear to invoke a
combination of all three of these dimensions. This is
why some have called ethnicity a ‘biosocial’ or ‘bio-
cultural” concept. Similar variability exists in the
ways in which the term ‘race’ is employed (see
Box 5.2).
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Box 5.2 Ethnicity or race?

Though the term ‘ethnicity’ is currently more commonly employed in UK health research than
the term ‘race’, the two concepts are closely related and both are used somewhat interchange-
ably. It is commonly suggested that while ‘race’ refers to biological features (such as skin
colour) to distinguish different groups of people, ‘ethnicity’ focuses primarily on differences in
cultural practices and beliefs. In practice, however, this neat distinction is not consistently
applied in either research practice or social discourse. As Gunaratnam (2003) and others have
noted, ‘race’ may often emphasise differences in physical characteristics (such as skin colour)
but ‘race’ has always been a far broader concept that also sought to reflect differences in a
range of social and cultural characteristics. Likewise, though ethnicity tends to emphasise
cultural and religious attributes, these characteristics are frequently represented as relatively
fixed and inherent, being passed down from one generation to the next through endogamous
marriage as well as processes of socialisation. Given the complex inter-relationships between
the two terms it is not surprising that there is little standardisation of research practice, and
there are disparate opinions as to which of these two terms should be employed by health
researchers. While some advocate avoiding the use of the term race because of its associa-
tion with discredited 19th-century work labelled ‘scientific racism’, other researchers retain its
use as a biological, social and/or biosocial construct. Some researchers go one step further
and place the term race in scare quotes — ‘race’ — both to signal its contested meaning and
to acknowledge that as long as racism exists within society, then ‘race’, however problematic,
will be needed in research. Few comparable concerns have been raised over the use of the
term ‘ethnicity’ in health research, and this partly explains why it is more commonly used in
the UK. However, some researchers have argued that ‘race’ is preferable to ‘ethnicity’ since
the latter tends to obscure the importance of external forces, power and exploitation in the
lives of people from minority ethnic groups, and instead ascribes disadvantage to the internal
attributes of the groups themselves. Other researchers have suggested a compromise of sorts,
in which the two terms are conflated in a joint formulation — ‘race/ethnicity’ — to encapsulate
and signal the diverse biosocial character of both terms while retaining a focus on the role
each have played in stereotyping, discrimination and disadvantage.

There is also variation across research contexts in
the extent to which the boundaries and characteristics
of ethnic groups are seen as fixed and stable. Recent
years have witnessed increasing criticism of health-
focused research that portrays ethnic identities as
immutable and ethnic groups as distinct, homogenous
and unchanging. On the one hand, researchers who
have taken the discredited view that ethnic groups
display wholesale genetic differences (claimed to be
the result of their different geographical and socio-
cultural ancestries) have tended to interpret ethnic
disparities in health as resulting primarily from
biological differences, ignoring the importance of
culture, socioeconomic status and discrimination. On
the other, there are researchers who portray the

culture of ethnic groups (together with related beliefs
and behaviours) as homogeneous, distinct, immuta-
ble and, in some respects, ‘innate’. Such ‘cultural
determinism’ ignores the diverse, fluid and context-
dependent nature of cultural characteristics, over-
looks the potential role of socioeconomic status and
discrimination, and contributes to the stereotyping
and stigmatisation of minority ethnic populations as
culturally deviant or inferior (Gerrish 2000).
Researchers must therefore recognise the multifac-
eted nature of ethnicity and the varied ways in which
health-related experiences and outcomes may be
associated with ethnicity. It is useful to think of two
broad modes of impact: first, the ways in which an
individual’s experience of their own ethnic identity
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informs their health-related attitudes, beliefs and
behaviours (and thus their risks and responses to ill
health); and second, the role of ethnic identification
in processes of inclusion and exclusion that can
importantly determine access to a wide range of
resources relevant to health (including appropriate
health services). Researchers must take care to
‘unpack’ the concept of ethnicity so that it is clear
which of its various biosocial dimensions are being
explored in their work. Furthermore, researchers need
to recognise the dangers of conceptualising ethnicity
in ways that inadequately capture its multi-faceted,
dynamic and context-dependent nature.

Adopting this inherently reflexive approach to
research on ethnicity and health will frequently
require researchers to explore not only the implica-
tions of ethnic identities for health experiences and
outcomes, but also the mechanisms through which
ethnic identification occurs (at both the inter-personal
level and between groups within society at large). As
Gunaratnam (2003) argues, researchers need to ask
questions about why and how ethnic categories, such
as ‘Chinese’, come to stand for diverse groups of
people, and what implications this labelling and
homogenisation has for people’s lives.

IDENTIFYING A RESEARCH FOCUS

Before embarking on the details of study design, we
suggest that researchers should give careful consid-
eration to whether or not attention to ethnicity is
warranted within a particular study. Clearly, there are
some research issues in which ethnic identity is
unlikely to play a role, such as studies exploring the
functioning of a new medical device or the effects of
new technologies on healthcare policies. There may
also be reasons for excluding attention to ethnicity in
some studies on the grounds of cost and/or complex-
ity. However, since ethnicity is such an important
axis of identity and inequality in contemporary socie-
ties there are unlikely to be convincing arguments
for overlooking ethnicity in most areas of nursing
research.

Where the broad topic of inquiry makes a com-
pelling case for paying attention to ethnicity, the
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researcher then needs to carefully consider how to
focus the research. As Johnson notes:

‘from the perspective of minority populations there
may be both “too much” research — insofar as their
particular (‘peculiar’) specific characteristics may
attract research attention that is unwelcome or serves
to stigmatise their community — or “too little”,
insofar as they may be excluded from research that
has measureable benefits or informs policy and prac-
tice shaping the provision of services they want or
need’ (Johnson 2006: 49)

Framing research questions in such a way that the
knowledge generated contributes positively to under-
standing and tackling ethnic inequalities in health
requires careful thought. Key issues to consider
include the following.

B Does the study aim to explore processes of
ethnic identification (how and why individuals
identify themselves and others as belonging
to particular ethnic groups in particular
contexts)?

B Does the framing of the research avoid present-
ing ethnic categories as taken for granted,
natural or neutral?

B Does the research aim to describe differences
between ethnic groups?

B Does the study hope to go further and seek to
explore the possible reasons behind differences
between ethnic groups?

B Does the study seek to identify similarities as
well as differences across ethnic groups?

B Does the research focus too narrowly on any
particular dimension(s) of ethnicity thereby
closing off potentially important avenues of
investigation?

B Does the research over-emphasise ethnicity to
the exclusion of other aspects of identity and
difference, such as gender, age, social class and
so on?

More fundamentally, researchers must ask them-
selves whether their focus is important and meaning-
ful to those who are the subject of the research.
Engagement with people from minority ethnic back-
grounds can help ensure that research is adequately
informed by the experiences and perspectives of



these groups. However, this requires careful planning
to achieve adequate representation of diverse views
and experiences, cultural sensitivity and meaningful
involvement (Johnson 2006).

ETHNIC CATEGORIES AND LABELS

In studies that gather new data, the researcher must
decide how to operationalise, or measure, ethnicity
within their research. Studies that explore ethnic
identification as a process will need to examine
the multiple and diverse constructions of ethnicity
and will most often employ qualitative, inductive
approaches (though some quantitative studies have
offered important insights; see, for example, Karlsen
2004). In such studies the researcher will generally
avoid the use of predetermined, fixed ethnic catego-
ries and will instead operationalise ethnicity as a fluid
property of individuals and groups. Nevertheless,
there is clearly a need to start somewhere and, in most
studies, to identify potential respondents who might
be included as sources of data. For this reason,
researchers will often be guided by what Mason
(2002) calls ‘real-life’ categories — using, for instance,
self-reported religion or ethnicity, physical appear-
ance or perhaps membership of an ethnically affili-
ated organisation, to identify a selection of respondents
who seem likely to have a range of relevant social
positions and experiences.

Studies that seek to understand ethnicity as a
potentially important determinant of health experi-
ences and outcomes tend to be framed differently.
Here the focus is usually on the characteristics, out-
comes or experiences of a set of individuals catego-
rised as belonging to an ethnic ‘group’. Frequently,
comparisons are made between two or more such
‘groups’, and these can be useful in identifying areas
of inequality or minority ethnic disadvantage. These
studies usually need to operationalise ethnicity as a
discrete categorical variable, and this can be chal-
lenging for those researchers who regard ethnicity as
a fluid and context-specific concept. Furthermore,
attempts at categorisation and the labels employed
vary over time and place, calling into question their
meaningfulness, and making comparison and synthe-

Research for a Multi-ethnic Society

sis of findings from different studies difficult.
However, while accepting that ethnic classifications
will always be crude, researchers can nonetheless
seek to identify the best available categorisation for
the study in hand (Ellison 2005).

It is important to consider the extent to which the
categories chosen can serve as adequate proxies for
the components of interest in the current study
(whether cultural, sociopolitical and/or genealogical
factors). As such, it should be recognised that particu-
lar categorisations will have utility in some research
studies but be less helpful in others. For instance,
Bhopal et al. (1991) argue that the collective ethnic
category ‘Asian’ or ‘South Asian’ is inappropriate for
understanding coronary heart disease risk and treat-
ment in the UK and can lead to false interpretations,
advocating instead the use of the more refined catego-
ries: Indian, Pakistani and Bangladeshi. In contrast,
Ali et al. (2000) in their study of patient—general
practitioner interactions employed the grouping
‘South Asian’ and found that the ‘finer distinctions’
of Indian, Pakistani and Bangladeshi were neither
relevant nor necessary within the context of their
study.

Notwithstanding the observation that some catego-
risations will be more or less useful depending on the
research topic, any attempt at categorising ethnicity
will not get over the fundamental tension that exists
in ‘fixing’ socially mediated categories that are inher-
ently complex and variable.

In many instances, researchers interested in explor-
ing ethnic variation in health and healthcare will be
forced to rely on secondary data collected using
standardised and statutory classifications, categories
and labels (such as those developed for use in the
2001 UK Census, see Box 5.3). When undertaking
new data collection more options are available, but
there will be pros and cons to adopting bespoke,
rather than standard, classifications.

The disadvantages of standardised schemes include
the fact that they may not be precise measures of the
key dimension(s) of ethnicity that the study aims to
examine, or they may not be sufficiently refined to
differentiate between important ethnic subgroupings
(such as those with different religious, socioeconomic
or ancestral characteristics). For instance, the cate-
gory ‘Black African’ frequently employed in UK
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Box 5.3 Measurement of ethnic group in the UK Census

The most recent census in the UK, carried out in 2001, asked people the following

questions.

What is your ethnic group?

Choose ONE section from A to E then tick the appropriate box to indicate your cultural

background.

A White

[ British I Irish

[J Any other White background (please write in).

B Mixed
[J White and Black Caribbean,

C Asian or Asian British
[ Indian

D Black or Black British

[J Caribbean [J African

(1 Any other Black background (please write in).

E Chinese or other ethnic group

(1 Chinese
L] Any other (please write in).

[J White and Black African,
(1 Any other Mixed background (please write in).

[ Pakistani
(] Any other Asian background (please write in).

[J White and Asian

[] Bangladeshi

Questions were also asked on religion and country of birth.
Adapted from information provided by the Office for National Statistics, www.statistics.gov.uk/

national surveys has doubtful utility in many contexts
because of the substantial heterogeneity with respect
to national origins, religion and language concealed
within (Aspinall & Chinouya 2008). However, statu-
tory categories have often gone through substantial
testing and development to ensure that they are both
acceptable and meaningful to respondents, a factor
that may be worth bearing in mind in terms of how
research findings are received and acted on. Moreover,
statutory classifications and categories are often used
by a large number of studies and agencies, and there-
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fore facilitate comparisons. However, when studies
(only) use these types of classifications, they are gen-
erally constrained in the analyses and explanations
they can offer.

A final issue for consideration is how ethnic cate-
gory should be assigned. An individual’s self-reported
ethnicity will best reflect their own perceptions of
who they are, and some would argue is the only
ethical way to measure ethnicity. Nonetheless, assign-
ment of ethnicity by a third party may be appropriate,
particularly when the focus of study is how one per-



son’s view of other people’s ethnicity (e.g. a health-
care practitioner’s view of a patient’s ethnicity)
affects the way they treat those people.

Regardless of the exact approach to categorisation
and labelling adopted, it is important to be explicit
about the methods employed and their rationale, so
that any inherent problems and potential limitations
are clearly articulated.

SAMPLING

Researchers interested in exploring the ways in which
health experiences and outcomes are influenced by
ethnicity will commonly engage with individual
people — be they patients, providers or members of the
public — to elicit data that are relevant to their focus of
inquiry. Though the logic behind sampling in qualita-
tive and quantitative research is very different, the
approaches share important elements. First, the sam-
ple’s purpose is to provide access to data that will
allow the research questions identified to be answered.
Second, a sample must have an explicit and meaning-
ful link with a ‘wider universe’ — a larger population
to which the results of the research can then be applied.
Third, as Mason (2002) notes, the drawing of a sample
implies that other selections would have been possible
and therefore demands a clear rationale for why that
particular sample was chosen. Sampling must there-
fore link clearly to both the study’s research questions
and any planned analyses.

As suggested above, studies that seek to under-
stand processes of ethnic identification will usually
adopt sampling strategies that access a diverse range
of individuals capable of capturing the full scope of
ethnic identity as understood and experienced by the
populations of interest. Such sampling schemes tend
not to be fixed but rather are flexible and involve the
selection of participants in a purposive, non-random
manner. Often data analysis and theory building take
place alongside data collection, so that new partici-
pants are chosen intentionally to fill gaps in under-
standing or to test out emerging hypotheses from the
data gathered so far.

Studies that are framed more in terms of describing
the experiences and circumstances of delineated
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ethnic groups and those that aim to explain any dif-
ferences (or similarities) found between these groups,
can essentially adopt one of three different sampling
strategies: exclusive, comparative or representative.

Exclusive sampling strategies aim to recruit par-
ticipants from just one ethnic group and can be
justified on two grounds: first, for studies that aim to
generate evidence on an issue that only, or dispropor-
tionately, affects the population concerned; and
second, for studies that aim to generate evidence for
an ethnic group that has not previously been ade-
quately studied with regard to the topic concerned. In
quantitative work, such exclusive samples should be
representative of the wider population that could be
categorised as belonging to the specific ethnic group
concerned. In qualitative work, the exclusive sample
drawn will relate to the wider ethnic group in a more
theoretical or interpretive way. Bearing in mind the
tendency for research to stereotype and homogenise
the experiences of minority ethnic groups, exclusive
qualitative samples will often usefully aim to capture
a diverse set of respondents.

Comparative sampling strategies aim to recruit
participants from two or more ethnic groups to assess
any similarities and differences in the outcome of
interest (e.g. health or healthcare) among different
ethnic groups. An important consideration in such
quantitative designs is the need to ensure that the
ethnic categories used are equally diverse, capture an
equivalent focus on ethnic identity (and on the cul-
tural, sociopolitical and/or genealogical dimensions
of ethnicity) and that the samples of each are of a
comparable size. These are complicated technical
issues that need not undermine simple descriptive
comparisons, but are worthy of consideration by a
qualified statistician when designing studies that aim
to explore causal relations between health/healthcare
and ethnicity. Similar concerns arise in qualitative
work when comparisons are drawn between prede-
fined ethnic groups that do not necessarily include
individuals with uniform or meaningful experiences,
and thereby lead to misleading or partial interpreta-
tions. However, the qualitative researcher has greater
flexibility to investigate ethnic group identification
and, if appropriate, to modify the sampling strategy
as analysis proceeds. For instance, a study initially
designed as a comparison between two ethnic groups
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might, as analyses proceed, be reconfigured as a
three-way comparison if the findings reveal important
unforeseen diversity within one of the groups as
originally delineated. Such a development in theory
might lead to subsequent sampling of respondents to
allow further investigation of these intra-group
differences.

Comparative sampling strategies, whether qualita-
tive or quantitative, also need to generate an equiva-
lent volume of data relating to each of the ethnic
groups of interest to ensure that any comparisons
are not compromised by spurious or inaccurate find-
ings that more often arise with smaller samples.
Quantitative surveys often include so-called ‘boosted’
samples to generate adequate data for minority ethnic
‘groups’. Researchers using comparative sampling
also need to consider how many different ethnic
groups to include. Qualitative studies should generally
not try to include too wide a range of ethnic groups
because they are likely to provide greater clarity and
depth of understanding when fewer categories are
considered (Atkin & Chattoo 2006). Practical consid-
erations may also limit the number of groups that a
quantitative study can sample, particularly since costs
canbe considerable when seeking to generate ‘boosted’
samples from small and geographically dispersed
populations.

Finally, representative sampling strategies aim to
ensure that the ethnic diversity found within the
study’s sample is the same as that found in the wider
target population to which the study’s results are
intended to apply. This notion is fundamental to
quantitative research and researchers should strive to
ensure that their sampling strategies generate samples
that are representative of their target population.
However, the fluid and context-specific nature of eth-
nicity means that careful consideration should also be
given to specifying the target population to which
findings can be most safely extrapolated (for instance
in terms of geographical location). A final word of
caution is also offered. Representative samples from
ethnically diverse populations will ordinarily include
participants from a range of different ethnic groups
and it is important to recognise that samples of this
sort are often inappropriate to use for comparative
analyses. This is because, except in the case of
extremely large study samples, representative sam-
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pling strategies inevitably generate samples of differ-
ent ethnic groups that are of very different size with
very different statistical power (see Chapter 36).

The principle that a sample should be empirically
representative of the wider (target) population is
rarely adopted by qualitative researchers on both
theoretical and practical grounds. Nevertheless, qual-
itative researchers should consider whether their
samples adequately offer the potential to generate
data that are generalisable. Indeed, even when there
is no intention to perform systematic comparative
analyses across ethnic groups, it will often be desir-
able for qualitative work to generate findings that
have a wider resonance with the diverse experiences
of multi-ethnic communities.

DATA COLLECTION

Researchers have a wide range of methods to choose
from when deciding how to generate the data needed
to address the research questions at hand. Here we
highlight some general issues relating to data genera-
tion that are worth considering when researching the
field of ethnicity and health.

First, ethnicity is a multifaceted concept that can
be a marker or proxy for a wide range of factors.
Studies that seek to do more than simply document
differences between ethnic groups will therefore
need to adopt data generation methods that yield
information on a variety of potentially important
dimensions of ethnicity. In particular, there are con-
cerns that health-related research has been poor at
addressing the sociopolitical dimensions of ethnicity
(including the effects of racism) (Gill et al. 2007),
and that innovative tools are needed to effectively
capture these dimensions (Gunaratnam 2007). Studies
that exclude attention to particular dimensions of eth-
nicity run the risk of producing partial and superficial
findings.

Second, ethnicity research will frequently imply
the need for researchers to work across languages and
cultural contexts. In quantitative work, careful atten-
tion is needed to ensure the equivalence of standard-
ised measurement tools, and caution should be
exercised when employing measures and tools for
which cross-cultural/cross-language validity and reli-



ability have not been established. Standard guidelines
exist for translating between languages (Behling &
Law 2000), and in general the focus should be on
ensuring conceptual equivalence (Atkin & Chattoo
2006). We would strongly recommend the inclusion
of multilingual researchers within the research team
rather than reliance on interpreters and translators
who are unfamiliar with the context and purpose of
the research.

More generally, researchers must be alert to the
possibility that their data-generation methods may
operate differently among different sets of partici-
pants. For instance, methods that depend heavily on
respondents’ narratives may lead to erroneous inter-
pretations if there is significant diversity in forms
of expression among groups of study participants.
Further, the identity of the researcher/data gatherer
and their interactions with research participants
deserve attention. Notions of ‘insider’ and ‘outsider’
status are complex and there are no simple rules
regarding ethnic matching (Gunaratnam 2003).
Indeed, the personal characteristics and skills of the
data gatherer are likely to be just as important as any
marker of social identity in gaining the trust of par-
ticipants and generating credible findings.

DATA ANALYSIS AND INTERPRETATION

As we have seen, much health-related research that
pays attention to ethnic diversity takes a comparative
approach, often comparing outcomes and experiences
of minority ethnic groups to the majority (usually the
White or White British group). While this approach
may be a useful way of flagging up inequalities,
caution is needed in both the analytical procedures
employed and the interpretations drawn.

First and foremost, researchers should recognise,
and counter, any tendency for associations to be
interpreted as explanations. It is important that analy-
ses seek to identify underlying causal factors rather
than simply inferring their existence. Where data on
potential causal attributes are unavailable, analysis
and interpretation must be cautious and speculative.
It is also important that researchers are aware of
factors that may be significant in shaping minority or
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majority experiences but may be beyond the scope of
their analysis (such as geographical concentration of
particular ethnic groups, historical factors or wider
social structures). As described earlier, researchers
should recognise that analyses taking an ethnicity-
focused approach may fail to capture the diversity of
experiences within groups. In both qualitative and
quantitative work it is useful to explore the ways in
which other factors, such as age, gender, class and
so on, inter-relate with ethnicity to create divergent
experiences and circumstances within delineated
groups.

Finally, it is important that analyses explore abso-
lute levels of particular outcomes and experiences, in
addition to relative differences between ‘groups’, and
that comparisons are drawn with a range of ‘groups’
rather than with the majority/‘White’ category alone.
This approach helps to avoid the tendency to over-
look important issues facing minority ethnic ‘groups’
just because they are similar to those experienced by
the majority “White’ group.

ETHICAL ISSUES

Many general issues of research ethics apply to
research that gives attention to ethnicity. However, a
further point worth emphasising is the potential for
group harm that can ensue from research that includes
minority ethnic individuals. Attention to this issue is
warranted at all stages in the research cycle, but par-
ticular care is needed in the presentation and dissemi-
nation of findings. Researchers must be alert to, and
should manage from the outset, the ways in which the
findings of their work might be interpreted, distorted
and (mis)used by the media and others — particularly
in establishing or contributing to the stereotyping and
stigmatisation of ethnic groups, and the threat of
breaching the confidentiality of data collected from
very small ethnic groups. Indeed, it has been argued
that researchers should even consider withholding
findings from dissemination where there is the poten-
tial for more harm than good to the individuals and
communities represented.

In general, researchers should consider carefully
the best way to represent and disseminate the findings
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of their research. As with all good research, it is
important to ensure effective communication to all
stakeholders, but particularly to ensure that the
minority ethnic individuals and communities who are
the subject of the research have ready access to the
findings in a format that is accessible and relevant.

CONCLUSIONS

Many of the issues raised above are fundamental to
sound research practice. Clear conceptualisation,
careful measurement, strategic sampling, rigorous
analyses and accurate representation are clearly
generic elements of good research. However, the
dangers of poor research are much greater when the
focus of the research is ethnicity. Indeed, there are
concerns that such research, if poorly executed, may
do more harm than good. While there are no simple
answers to some of the issues raised in this chapter,
critical reflexivity and a cautious approach to inter-
pretation can go a long way to improving the quality
of research and the usefulness of findings.

We urge nursing researchers not to shy away from
these complex and contentious issues, but rather to
accept their responsibility to generate an evidence
base that informs positive change in nursing policy
and practice for all members of contemporary multi-
ethnic societies.
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Research for a Multi-ethnic Society

Websites

mighealth.net/index.php/Main_Page — information network
on good practice in minority and migrant healthcare. The
website aims to give professionals, policy makers,
researchers, educators and representatives of migrant and
minority groups easy access to an evolving body of
knowledge and a virtual network of expertise on migrant
health.

www.jiscmail.ac.uk/cgi-bin/webadmin? AO=MINORITY-
ETHNIC-HEALTH - discussion list on minority ethnic
health. This listserve is aimed at professionals working
in the academic, NHS and local government sectors who
seek to improve the health of minority ethnic communi-
ties in the UK via a multidisciplinary approach.

www.library.nhs.uk/ethnicity — NHS Evidence — ethnicity
and health (formerly a Specialist Library of the National
Library for Health). This site provides information on the
best available evidence about management of healthcare
services and specific needs in healthcare for migrant and
minority ethnic groups.

www2.warwick.ac.uk/fac/med/research/csri/ethnicity-
health/ — Centre for Evidence in Ethnicity, Health and
Diversity (CEEHD) supports interdisciplinary, collabo-
rative research in the field of ethnicity and health,
working with NHS Trusts, community groups and other
academic centres. The website contains various resources
on the topic.
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Preparing the
Ground

At the beginning of any research enterprise, a considerable amount of work needs
to be undertaken before the active stages of data collection and analysis can begin.
This section deals with five major issues that require attention in the early stages
of a research project, leading on to research design that will be the subject of
Section 3.

Chapters 6 and 7 are linked, and draw on the discipline of information science.
Chapter 6 takes the reader through the essential preparatory stage of reviewing
existing evidence in the field of interest for research. Chapter 7 builds on this base
using the now well-established science of critical appraisal and equipping the reader
with tools with which to test the validity and applicability of published research to
their own situation. It is impossible to overstate the importance of these prepara-
tory stages in research; unless new knowledge is developed from a sound base of
previous well-validated evidence, the credibility of nursing research will be called
into question. More than this, those who implement research findings must also
develop the skills of finding and appraising the evidence that is available.

Chapters 8, 9 and 10 are concerned with practical issues of preparing to under-
take a specific project. Chapter 8 has been written by a new author for this edition,
but as before, guides the reader through the formal process of writing a research
proposal. The proposal might be for an academic dissertation or for a national
funding body, but the process is the same in principle. Getting the proposal right
is likely to make the difference between obtaining approval and funding or not, but
writing the proposal also helps to clarify the researcher’s thinking. Chapter 9 is
newly written for this edition of the book, and deals with planning and managing a
research project. The chapter focuses particularly on the needs of students pursu-
ing higher degrees and their relationship with supervisors and other sources of
support. Many of the users of this book will be engaged in research in the course
of academic study and will find this chapter a valuable source of advice. Chapter
10 completes the section by discussing in detail the complex process of obtaining
formal permissions for research and the regulatory frameworks that exist in the UK
for research in health and social care. No research project that takes place in a
healthcare context in the UK can proceed without going through the ethical and
governance approval procedures, and successful negotiation of the regulations
depends on careful and informed preparation and planning.
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INTRODUCTION

As the nursing and healthcare literature grows, so
does the need for individuals to acquire and maintain
the skills to search it effectively. Increasingly, nursing
education programmes are including teaching on lit-
erature searching and its application to evidence-
based practice — demonstrating the increasing
importance being placed on these skills (Mohide &
Matthew-Maich 2007). While databases such as
CINAHL (the Cumulative Index to Nursing and
Allied Health) continue to be key for those seeking
to access the nursing and healthcare literature,
resources such as the Cochrane Library (www.
thecochranelibrary.com) now complement traditional
information sources.

The nursing literature is expanding rapidly as more
nurses are encouraged to become involved in research

(Purkis et al. 2008). Searching the literature is also
essential when developing policy, evaluating practice
or attempting to implement change. When auditing a
service, up-to-date, high-quality evidence is required
on which to base the proposed standards. So, consider
the ability to search the literature as a skill to support
you throughout your career and to enhance your life-
long learning.

ELECTRONIC INFORMATION RESOURCES
AND THE INTERNET

Recent years have seen dramatic increases in access
to the internet by healthcare staff. It is now recog-
nised that all staff need to be able to access the neces-
sary resources if they are to obtain timely, high-quality
information to support clinical effectiveness and
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evidence-based practice. UK National Health Service
staff have access via the internet to a host of specialist
resources developed to meet their needs via the
national NHS Evidence — Health Information
Resources (www.library.nhs.uk). Such resources
underpin the use of high-quality research. Before car-
rying out any research you should undertake a sys-
tematic search of the literature to identify previous
studies that are similar or identical to the proposed
study.

In this chapter, the ‘internet’ is not considered as
an information source in itself; strictly speaking, it is
primarily a means of delivering access to informa-
tion. The internet, while undoubtedly useful, is unsys-
tematic and provides materials of variable quality.
However, once a useful report or journal article has
been identified it is worth checking to see whether
the internet provides access to this specific item.

THE RESEARCH LITERATURE

We have already referred to the ‘research literature’,
but it is important to be aware of the full range of
literature available to support research and practice.
The word ‘evidence’ is now widely used to describe
the information on which clinical decisions should be
based, and this evidence comes from a variety of
sources (Ehrlich-Jones et al. 2008). Below we con-
sider some key forms of ‘evidence’.

Journals and journal articles

Journals and journal articles perhaps come to mind
first when thinking about the ‘research literature’.
Journals not only contain research (such as clinical
trials), but also opinion, editorials, letters, case studies
and reports. All contribute evidence to support prac-
tice and research. However, background questions
such as general information on a disease or condition
may best be answered from a current textbook.
Knowledge in journal articles tends to be specialised
rather than general.

Most of the key health and social care databases
now offer increasing numbers of articles electroni-
cally as full text. With a few clicks of a mouse you
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can move from the database results to the full version
of an article. This potentially saves a visit to the
library and the effort of photocopying articles that
have been identified.

Books

While books are not always sufficiently up to date to
support research they can provide useful background
information to assist in developing a research ques-
tion. Many library users enjoy browsing the shelves
to find books of interest, but electronic library cata-
logues now feature in most health libraries. These
enable relevant books to be identified much more
efficiently.

Reports

In addition to research published in journals, some
research findings are published as reports. Research
reports may yield useful facts and figures such as
statistics and cost data and thus complement informa-
tion from books and journals. Bear in mind that some
research that has not been successful in getting pub-
lished in the journal literature may be issued as a
report as a ‘last resort’, so quality may be variable.
However, reports are not included in many of the
major databases such as MEDLINE. It is possible
to identify reports using specialist databases such as
the Health Management Information Consortium
(HMIC) database or by searching appropriate internet
sites.

Theses

Theses are usually the end product of research degrees
either at master’s or doctoral level. They provide an
extensive record of a student’s research project and
are therefore considerably longer than most journal
articles. To identify relevant theses, major databases
and specialised sources such as Dissertation Abstracts
(an electronic database of abstracts for theses) and
Index to Theses need to be searched. Most university
libraries hold an extensive collection of theses by
their own students so are a good place to look.



Conference proceedings

Papers presented by speakers at a conference are
often collected together and published either in print
or electronic form as ‘Conference Proceedings’. This
allows those not at the conference to read through the
papers that were presented. Conferences are fre-
quently used as a forum for presenting the results of
ongoing or recently completed research. They can
therefore provide up-to-date information if proceed-
ings are published soon after the conference has
ended. Not all papers presented at a conference are
necessarily included in the proceedings — sometimes
a peer-review process will approve those papers to be
included. Bear in mind too that less than half of all
conference abstracts result in published papers
(Scherer et al. 2007) and, even when they do, there
may be inconsistencies between interim results and
what is ultimately printed (Toma et al. 2000).
Conference proceedings are often referenced in
the main databases (such as MEDLINE and CINAHL).
If you are trying to locate the proceedings of a
particular conference, it might be worth searching
the internet to see if the conference has a website,
as proceedings are sometimes published in this
way.

Government circulars

Circulars are published by governmental depart-
ments, groups and committees. Such documents
are usually available via the relevant government
department’s website, such as the UK Department
of Health’s publications site (www.dh.gov.uk/
publications), though a health library may maintain
a small print collection.

Grey literature

‘Grey literature’ describes literature, ranging from
pamphlets and leaflets to governmental or health
service documents, which is often not collected by
libraries and is frequently not referenced in electronic
databases (Conn et al. 2003). The key characteristic
of this literature is that it is elusive and fugitive.
Again, the internet has made such literature easier

Finding the Evidence

to identify and obtain. Specialist databases, such
as HMIC (available via NHS Evidence Health
Information Resources) and OpenSIGLE (http://
opensigle.inist.fr/), offer access to selected grey lit-
erature. Local health library staff are able to identify
available resources to locate grey literature.

ACCESSING THE LITERATURE

The existence of the internet has resulted in major
changes in not only how the literature is accessed, but
also where it can be accessed from, be that in the
workplace or at home. Many resources discussed
earlier can now be accessed in electronic format.
Clearly, information technology skills are an impor-
tant factor in how an individual searches the available
literature, so both traditional and modern methods
will be examined.

Finding the nearest/best library

Most health organisations maintain their own librar-
ies and additionally many negotiate ‘access agree-
ments’ with local libraries to complement their own
resources. However, certain services, such as print-
ing, borrowing materials or photocopying, may be
unavailable or only available on a fee-paying basis.
If you are unsure of what services are available,
enquire at the nearest hospital-based library. Training
in the use of electronic resources is usually provided,
either as hands-on practical sessions, e-learning
modules, lectures or on a one-to-one basis.

Going further afield

Some of the above resources may not be available via
a local library. In going further afield, there are three
main things to consider

B Are the cost of services such as photocopying
and printing affordable if they are not provided
free?

B How feasible is it to travel to use the library?

B How can the best use be made of libraries that
are not nearby?
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Making sure that resources you are seeking further
afield are not available locally prevents wasting valu-
able time.

National/international electronic resources

Many public healthcare systems fund access to major
electronic databases, journals and books. For example
the NHS Evidence Health Information Resources
(www.library.nhs.uk) offers access to a variety of
databases that match the needs of staff in the NHS.
You should also bear in mind that some nursing
organisations provide access to databases and/or elec-
tronic journals. For instance, the Royal College of
Nursing provides its members with electronic access
to a core collection of nursing and health-related jour-
nals. Key international databases available online via
the NHS Evidence Health Information Resources
include the following.

B AMED: an allied and complementary medi-
cine database compiled by the British
Library, with references from nearly 600
journals.

B CINAHL: the Cumulative Index to Nursing
and Allied Health has references to almost all
English-language journals in the nursing and
allied health literature, plus conference pro-
ceedings and reports. It is the most comprehen-
sive nursing database.

® MEDLINE: a major medical database of more
than 16 million records, with references from
more than 3,900 journals, covering a broad
and expanding range of medical specialities. It
also includes some references to conference
proceedings

m EMBASE: similar to MEDLINE but with an
emphasis on drugs and pharmacology, and
superior coverage of European publications. It
has references from more than 3,500 journals
and also includes some references to books and
conference proceedings.

B PsycINFO: this specialised database covers
psychology and allied fields. It contains refer-
ences from more than 1,900 journals plus
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books, reports, etc. Ninety-eight percent of
journals indexed are peer reviewed.

B HMIC: a database produced jointly by the
King’s Fund and the UK Department of Health.
It contains references to health and social care
management literature, including journal arti-
cles, conference proceedings, grey literature
and policy documents.

In addition to the databases provided by the NHS
Evidence Health Information Resources, nurses may
also find the following databases useful. All of these
databases are web-based, free to access and do not
require a login or password.

B Social Care Online (www.scie-socialcareonline.
org.uk/): this database abstracts social work and
social care literature. It contains more than
75,000 references to books, journal articles,
government reports, etc. The database covers
English language publications from the UK,
North America and beyond.

B PubMed (www.pubmed.com): is produced in
the US by the National Library of Medicine and
is a search interface to a collection of databases,
the key database being MEDLINE. Although
PubMed has powerful searching facilities, you
will generally find it more useful to use locally
available commercial versions of MEDLINE,
particularly if you require links to full-text
journal subscriptions held by your local library.

B Cochrane Library (www.thecochranelibrary.
com): more details about the Cochrane Library
are provided later in this chapter. It is not a
single database but a collection of databases
that can be searched simultaneously. It is an
essential source for information on the effec-
tiveness and cost-effectiveness of healthcare
interventions.

B OpenSIGLE (http://opensigle.inist.fr/): is the
System for Information on Grey Literature in
Europe. It contains references to research
reports, dissertations and policy documents
from European countries.

Information about access to other databases,
e-journals and e-books can be obtained from a local
health library.



Access to PCs

PCs are normally available in wards and hospital
libraries, or via local research and development
offices or postgraduate education centres. Booking in
advance is wise as it may save a wasted trip.

PLANNING A LITERATURE SEARCH

Planning a literature search is vital and yet this
stage is often neglected. Remember, much time and
effort can be saved by planning a search strategy
before you begin searching. Furthermore, such plan-
ning will dramatically improve the quality of the
search.

The importance of a focused search
question

A focused search question is critical when searching
the literature (Cleary-Holdforth & Leufer 2008). If
the question is not sufficiently focused you will find
yourself wrestling with large sets of mostly irrelevant
search results. A focused question helps to ensure that
the search is precise and accurate and that you are
able to manage the volume of literature rather than
drowning in it (McKibbon & Marks 2001).

Finding the Evidence
The anatomy of a question

It is helpful to develop a focused question using one
of the available models (see PICO or SPICE below).
These will assist you in planning the search
strategy.

PICO

The PICO model is an acronym made up as follows
(Stone 2002).

m Patient/Problem (e.g. common cold)

B Intervention/Exposure  (e.g. vitamin C
supplements)

B Comparison (e.g. no vitamin C supplements)

B Outcome (e.g. reduced incidence of common
cold)

PICO works well for questions about healthcare
interventions. Once the four elements to the question
are identified, the next step is to make a list of all the
words and phrases needed to search for each PICO
element. Remember to think of synonyms, alternative
spellings and plurals. Box 6.1 provides an illustration
of the PICO model. Within the specific context of
systematic reviews, where you also need to identify
the types of study required to answer the review ques-
tion, you will frequently see PICO become PICOS
where the additional S is used to designate Study
design (see Chapter 24).

Box 6.1 lllustration of the PICO model
Patient/Problem Intervention/Exposure Comparison Outcome
Cold/s Vitamin C Placebo Prevention
Common cold/s Ascorbic acid Prevents
Preventative
Incidence
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There will be many additional terms, so Box 6.1 is
a simplified version. Under the ‘comparison’ heading
the term ‘placebo’ (i.e. vitamin C is being compared
with no treatment) is provided as a suggestion. The
‘comparison’ element of PICO is sometimes implicit
and it may be possible to obtain a good set of results
by simply identifying the other elements and then
combining them.

SPICE

The SPICE model is a useful alternative to the PICO
model for questions that relate to qualitative method-
ologies or the social sciences. Using a similar format
to PICO, the SPICE model breaks a search question
down into the following.

B Setting (e.g. general practice)

B Perspective (e.g. smokers)

B Intervention (e.g. smoking cessation advice)

B Comparison (e.g. variation from patient to
patient)

® Evaluation (e.g. reasons for giving/not giving
advice)

As Box 6.2 illustrates, it is not necessary to identify
terms for all aspects of the SPICE model to produce
a useful list of terms and a search strategy. In
this example combining the terms from the ‘S” ‘P’
and ‘I" sections may be sufficient to find relevant
articles. Adding additional terms from the ‘E’
section might help to identify papers that investigate
how GPs decide to provide or not provide smoking

cessation advice to smokers. A search using just the
S* ‘P> and ‘T" sections of this strategy retrieves
the article from MEDLINE shown in Research
Example 6.1.

Clearly, analysing the information using these
models helps to produce a more relevant set of results.
Once the PICO or SPICE model has been developed,
each element is searched separately and then each
search statement is combined to produce a smaller set
of results using Boolean operators.

Boolean operators

Boolean operators are simply the words ‘AND’, ‘OR’
and ‘NOT’ that are used to combine search concepts.
Box 6.3 shows how they work for the example given
earlier.

When using the ‘OR’ operator you are asking the
database to identify papers that feature either of
the terms you have searched. In the example above,
the ‘Patient’ element retrieves papers that contain the
word ‘cold’ or the phrase ‘common cold’, as both
could be relevant. Similarly for the Intervention,
‘ascorbic acid’ is a synonym for ‘vitamin C’, so ‘OR’
is used to find papers that feature either term. When
combining across PICO elements the ‘AND’ operator
is used. When combining the Patient and Intervention
columns we are instructing the database to find papers
featuring the terms ‘cold” OR ‘common cold” AND
also the terms ‘vitamin ¢’ OR ‘ascorbic acid” within
the same paper.

Box 6.2 lllustration of the SPICE model
Setting Perspective Intervention Comparison Evaluation
General Practice Smokers Advice No terms required Motivation?
Primary care Smoking Support Selection?
Family Practice Counselling Reason?
Choice?
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6.1 A Medline Abstract

Authors

Murray, Rachael L; Coleman, Timothy; Antoniak, Marilyn; Stocks, Joanne; Fergus, Alexia;
Britton, John; Lewis, Sarah A

Institution

Division of Epidemiology and Public Health, University of Nottingham, Nottingham, UK; rachael.
murray@nottingham.ac.uk

Title

The effect of proactively identifying smokers and offering smoking cessation support in primary
care populations: a cluster-randomised trial

Source

Addiction 103(6): 998-1006; discussion 1007-8 (Jun 2008)

Abstract

Aims: To establish whether proactively identifying all smokers in primary care populations and
offering smoking cessation support is effective in increasing long-term abstinence from
smoking. Design: Cluster randomised controlled trial. Setting: Twenty-four general practices
in Nottinghamshire, randomised by practice to active or control intervention. Participants: All
adult patients registered with the practices who returned a questionnaire confirming that they
were current smokers (n = 6856). Intervention: Participants were offered smoking cessation
support by letter and those interested in receiving it were contacted and referred into National
Health Service (NHS) stop smoking services if required. Measurements: Validated abstinence
from smoking, use of smoking cessation services and number of quit attempts in continuing
smokers at 6 months. Findings: Smokers in the intervention group were more likely than
controls to report that they had used local cessation services during the study period [16.6%
and 8.9%, respectively, adjusted odds ratio (OR) 2.09, 95% confidence interval (Cl) 1.57-2.78],
and continuing smokers (in the intervention group) were more likely to have made a quit attempt
in the last 6 months (37.4% and 33.3%, respectively, adjusted OR 1.23, 95% Cl 1.01-1.51).
Validated point prevalence abstinence from smoking at 6 months was higher in the intervention
than the control groups (3.5% and 2.5%, respectively), but the difference was not statistically
significant (adjusted OR controlling for covariates: 1.64, 95% Cl 0.92-2.89). Conclusions:
Proactively identifying smokers who want to quit in primary care populations, and referring them
to a cessation service, increased contacts with cessation services and the number of quit
attempts. We were unable to detect a significant effect on long-term cessation rates, but the
study was not powered to detect the kind of difference that might be expected.
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Box 6.3 Example of Boolean operators

Patient/Problem Intervention/Exposure Comparison Outcome

cold/s Vitamin C placebo prevention

or or or

common cold/s Ascorbic acid prevents

and and and or

preventative
or
incidence

SEARCHING THE LITERATURE

Electronic searching

Despite differences between databases in terms of
interfaces and search terminologies, many key tech-
niques are common to many different databases.
Once you have mastered these techniques on one
database it becomes correspondingly easier to
approach the next one (Poynton 2003).

Free-text searching

Most databases allow you to type in words and
phrases and search for references that feature those
terms in the title, abstract, authors, journal name, etc.
This is how most people instinctively search data-
bases, but it has its drawbacks. As mentioned above,
you need to be able to think of all the synonyms and
alternative spellings for each term to be sure not to
miss anything important. ‘Truncation’ is a technique
that saves time when typing in variations of a word.
Most databases allow you to enter a truncation mark
(often a $ or a *) after a word stem. For instance, if
you want to search for:

B prevent

B prevents

B prevention
B preventative
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you can simply enter Prevent$ (or Prevent*
depending on the database) to find all the above
words.

It is important to note that such a search will gener-
ate numerous results that make a fleeting reference to
the search term but are not fundamentally about that
subject. The abstract in Research Example 6.2, found
by searching MEDLINE for the free-text terms
‘vitamin C’ and °‘cold’, illustrates this. Although
vitamin C and cold are mentioned in the abstract, this
paper is not about these subjects but is using an
analogy about how regulation of telemedicine is as
annoying as a common cold.

Subject headings

Due to the limitations of free-text searching, it may
be necessary to search for subject headings that relate
to the topic. Subject headings are standardised terms
used to describe the content of an article. They enable
searchers to avoid typing multiple terms for the same
subject, as a single subject heading is assigned to
replace them all. For instance, for a free text search
for papers about ‘vitamin C’, you would need to enter
all of the following terms (and possibly others):

B vitamin C

W ascorbic acid
B hybrin

B ]-ascorbic acid.
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6.2 A Retrieval Error from MEDLINE

Bilimoria NM (2003) Telemedicine: laws still need a dose of efficiency. Journal of Medical

Practice Management 18(6): 289-294.

Ever have a cold that just won’t go away? You try lozenges, vitamin C, and a humidifier. Nothing
seems to work. Telemedicine still has the same cold today in the form of laws and regulations
that make the practice of telemedicine onerous. The best a health practitioner can do today
is weather the cold that plagues telemedicine and make the best of it until legislators and
regulators work on solutions to remove the barriers to effective telemedicine practice. This
article provides a view of the landscape of telemedicine law today, outlines the barriers to the
effective practice of telemedicine and offers strategic concerns for health care providers to
consider before entering into telemedicine arrangements.

However, indexers may assign a single subject
heading ‘ascorbic acid’ to describe all papers about
this subject, regardless of the terminology used by the
authors. Once a paper has been assigned a list of
subject headings, the terms that describe the main
concepts of the paper are emphasised as ‘major
subject headings’. Several subject heading systems
are used by health-related databases. The most well
known is MeSH (Medical Subject Headings), used
by the US National Library of Medicine for the
MEDLINE database.

Limiting searches

Once you have completed initial free-text and subject
heading searches you may wish to limit your results
set further. Typical limits include the following.

B Age: to restrict the search to patients within
certain age groups.

B Language: to confine the search to publications
in a specified language.

B Date range: to identify papers that have been
published in the past few years, or if historical
articles are required.

B Full text: to limit the search to papers available
in full to print or download.

Limits are a useful way of making the results
set more focused and smaller. They should be used
with caution to ensure that relevant material is not
missed.

Grey literature

A good starting point for health-related grey literature
is the homepage of a national governmental health
department, such as the Department of Health (www.
dh.gov.uk) in England or the US Department of
Health and Human Services (www.hhs.gov). In terms
of electronic databases, in addition to HMIC (men-
tioned earlier), there is the OpenSIGLE (System for
Information on Grey Literature in Europe) database.
Ask at your local health library about access to these
databases or to others that they can recommend.

Manual searching

Some techniques used for manually searching the
literature are mentioned earlier in this chapter. These
are particularly useful when searching for grey litera-
ture which often ‘slips through the net’ of the major
electronic databases.

Journal indexes

Many journals produce an annual printed index to
help users find the articles they need. This is pub-
lished either as a separate volume or in the back of
the last issue of a volume or year. The index usually
enables a reader to look up articles by a particular
author or that contain a specific keyword. These
indexes are useful if you wish to browse a key journal
in a subject area but do not want to go through each
table of contents individually.
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Reference lists

It is useful to search through the lists of references of
any relevant articles that you have found. When a
useful reference has been identified this way, it is
worth trying to retrieve the reference from databases
you have already searched to identify why it was not
found by your search strategies. It will also allow you
to read the abstract for the paper and helps you to
decide whether the paper is worth obtaining.

Tables of contents

For journals that do not produce an annual index, the
best alternative is to browse tables of contents. This
can be a lengthy process so you will need to target
key journals in your subject area and simply read
through the titles in the table of contents of each issue
to find relevant articles.

Further help with literature searching

Literature searching is an important skill for nurses
to develop. This chapter has attempted to introduce
the key concepts and methods, but you will need to
seek further assistance. Always ask for help from
your local health library or the research support facil-
ities in your area. In the UK, NHS regional Research
Design Services (RDSs) for the National Institute for
Health Research (NIHR) (www.nihr.ac.uk/) provide
arange of services to NHS staff involved in research,
including support for literature searching. Your NHS
trust Research and Development Office should be
able to provide information about available support.

SPECIALIST INFORMATION SOURCES

‘Digested’ forms of evidence:
reviews and syntheses

While there is a wealth of literature available to help
nurses answer clinical questions, it is often difficult
and time-consuming to wade through the enormous
quantities of studies published. One approach is to
limit a search to a particular type of study design
(Littleton et al. 2004; Flemming & Briggs 2007).
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However, even within one study design studies will
vary considerably in quality, due to such factors as
poor resourcing, inappropriate methodology, etc. The
need to provide healthcare professionals with reliable
evidence on which to base decisions has led to the
increasing importance of published reviews (Docherty
2003). Reviews aim to bring together and ‘digest’ a
body of research on a subject and find common
themes in the results, enabling the reviewer to draw
conclusions for their proposed research question.
Broadly speaking there are two different types of
review, ‘traditional’ and ‘systematic’.

Traditional reviews take many forms, but they are
usually highly selective in the literature that is
reviewed. For instance, in a literature review, a
reviewer may include only papers published in the
past year or in certain key journals. Reviews such as
this are useful for keeping up to date and managing
the volume of literature in a subject area, as they
provide a brief summing-up of several papers in a
single article.

Systematic reviews are the focus of Chapter 24.
They are the ‘gold standard’ research method for
reviewing the literature on effectiveness in health-
care. They aim to bring the same rigour and discipline
that characterises primary research to the review
process, leaving a reproducible audit trail of methods.
Systematic reviews are often, though not always,
characterised by the presence of ‘meta analysis’: a
combination of statistical techniques enabling the
reviewer to produce an overall estimate of the results
of the individual studies. They are mentioned here as
an invaluable starting point for your own research.

Cochrane Library

The Cochrane Library is produced by the Cochrane
Collaboration, an international organisation compris-
ing numerous subject-specific groups conducting sys-
tematic reviews in their topic areas. The Cochrane
Library comprises seven different databases. The
most prominent of these is the Cochrane Database of
Systematic Reviews (CDSR), which contains reviews
undertaken by the Cochrane Collaboration. Other
databases include the Cochrane Central Register of
Controlled Trials containing randomised controlled



trials used in Cochrane systematic reviews. This data-
base is now considered the single best source of infor-
mation on controlled trials of quality. The Cochrane
Library also includes a database of appraised reviews
not produced by the Cochrane Collaboration, the
Database of Abstracts of Reviews of Effects (DARE).

Evidence-based journals

The number of journals devoted to summarising key
research findings has grown significantly in recent
years. The BMJ Publishing Group alone numbers
three such titles, Evidence-Based Medicine, Evidence-
Based Mental Health and Evidence-Based Nursing.
Digests of systematic reviews, reviews and meta-
analysis such as Bandolier (www.medicine.ox.ac.uk/
bandolier/) make the findings from research even
more accessible. Another journal that will be of inter-
est to nurses is World Views on Evidence-Based
Nursing.

Web 2.0 technologies

Increasingly, web 2.0 technologies are used to dis-
seminate research and popularise evidence-based
practice. An excellent example is the ‘Nursing
Research: Show me the evidence!” blog from St
Joseph’s Hospital, California, used by nursing
staff to communicate their research activity
(evidencebasednursing.blogspot.com/).

Evidence summaries

Clinical Knowledge Summaries (www.cks.nhs.uk/
home) is a service delivered via the NHS Evidence
Health Information Resources (www.library.nhs.
uk/). It enables practitioners to put research into
practice by summarising evidence on the effective-
ness of healthcare interventions, providing guidance
on diagnosis and management and offering printable
leaflets that practitioners can pass on to their patients.
Arranged alphabetically by clinical specialty (e.g.
‘child health’), it enables the healthcare practitioner
to make decisions about patient care based on up-to-
date evidence about treatments. Similar resources
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are available via the internet and are -easily
accessible.

WRITING A LITERATURE REVIEW

Once the literature search is completed and papers are
identified to answer the search question, the next
stage is to write a review. There are three key stages.

B Sorting the ‘wheat from the chaff — this
involves examining retrieved papers critically
to decide whether they meet the criteria for the
review and whether they really help to answer
the question. Chapter 8 considers this in more
detail.

B [dentifying key points, results and themes — this
involves interpreting research findings and
applying them to your own questions (see
Greenhalgh 2001).

B Writing up your findings — this involves using a
clearly structured approach. It may be helpful to
look at examples of reviews or digests to get a
feel for different ways of presenting the results.

MANAGING REFERENCES

Why you need to record and manage your
search results

When the electronic and manual searches are com-
pleted it is important to document the search strate-
gies. First, providing examples of search strategies
demonstrates the quality and efficacy of the search
effort; second, it may later be necessary to update the
searches or to re-run them. Searches can be recorded
manually (by printing out the search strategies) or
electronically. Many bibliographic databases now
permit users to store their search strategies online for
later recall. This is particularly useful if you need to
conduct the searches again or modify them, saving
you the time-consuming task of retyping the search
terms. The databases that have been used should also
be documented, with the dates on which they were
searched.
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Consideration should also be given to using a
system to manage all the references as they are
obtained (Nicoll 2003). Using an organised system to
manage your references will help you when you are
obtaining copies of papers and appraising them. It
will also prove valuable when you come to write up
your work and need to produce bibliographies, foot-
notes, etc.

Electronic reference management software

There are several software packages available to help
researchers manage their references. Popular com-
mercial examples include Procite, Reference Manager
and Endnote. Other products are available to down-
load free of charge from the internet. A principal
advantage of using an electronic method is that
most reference management software allows you to
produce bibliographies in various formats very effi-
ciently. Many also interact with word-processing
software to enable references to be inserted directly
into the text. References can be individually anno-

tated and keywords identified as they are imported
into the software. This allows subgroups of different
records to be kept within the database.

Figure 6.1 shows a screen-shot for the popular
reference management software package Reference
Manager. Individual references are displayed at the
top of the screen and a full list of references appears
below. This makes browsing and checking references
simple and speedy.

Manual methods

Manual methods of organising your references still
have their advantages. They are cheaper and easier to
manage, and do not require special training. However,
they will typically be more time-consuming. One
method is to maintain a simple card index. A manual,
hand-written index card might look like Box 6.4.
Whichever method you choose, it is important to
get into the habit of recording references as they are
obtained. This will help to prevent references ‘slip-
ping through the net’ and becoming lost. Managing
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Box 6.4 A manual index card

Finding the Evidence

Manual reference cards versus reference management software: a review of the

Author/s: Smith A, Jones B
Title:
literature
Source: International Journal of Reference Management
Year: 2008
Volume: 52
Part: 8
Pages: 79-93
Notes: mentioned in footnote 2

references effectively as the search progresses will
save much hard work at the conclusion of your
project.

CONCLUSIONS

This chapter has examined the importance of focus-
ing a search question and planning the search to save
both time and frustration. It has outlined the various
methods of searching and using the literature. Here
are a few key points to remember.

B First, focus your question and plan your search
strategy. Make notes on paper and do not be
tempted to go straight to the computer to start
searching.

B Get to know your local health library and the
librarians who work there. They are a valuable
resource for your research and can save you
time and effort.

B Familiarise yourself with the resources that are
most relevant to you by using them regularly.

B Try to practise your searching as frequently as
you can. Repeated searching is the best way to
hone your search skills.

Finally, remember that the skills of searching and
using the literature are not just useful for research,
they will support you throughout your professional
career. Taking the time to gain these skills now will

pay great dividends both immediately and for many
years to come.
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INTRODUCTION

Critical appraisal focuses on the practical application
of research, whether it be in applying the findings of
research to clinical or managerial practice or in estab-
lishing an evidence base to which our own research
will add a distinctive contribution.

Critical appraisal skills enable us to assess whether
an individual study has particular value for us.
Equally, they help us to reconcile dissonant, even
conflicting, messages from different research studies.
For example, one study conducted in a very selective
population may show that a treatment works. A
similar study in a general population may show less
favourable results. Critical appraisal helps us to
understand reasons for such differences and to decide

which study, if any, we will use to inform our prac-
tice. Critical appraisal is equally valuable whether we
have to start from scratch ourselves in assessing a
research study for a new treatment or whether we
seek to interpret the appraisals of others in the form
of systematic literature reviews, guidelines or criti-
cally appraised topics (CATS) (Guyatt et al. 2000).
For a profession with a justifiable reputation for
challenging ‘nursing ritual’, critical appraisal is a key
skill. Critical appraisal of relevant research helps us
to cease ineffective procedures and put a brake on
unquestioning acceptance of novel or fashionable
technologies. For example, after critically appraising
evidence supporting vitamin C in the healing of pres-
sure sores, a dietitian and information specialist were
able to challenge textbook recommendations based
on a 20-year-old flawed study. They were thus able
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to ‘encourage disinvestment from an ineffective,
though non-harmful, treatment in favour of spending
resources on treatments for which there is at least
sufficient proof of benefit” (North & Booth 1999:
243).

WHAT IS CRITICAL APPRAISAL?

Critical appraisal is ‘the process of assessing and
interpreting evidence by systematically considering
its validity, results and relevance’ (Parkes et al. 2001:
10). This definition not only values the technical
skills of ‘assessing evidence’, understanding study
design and research quality, but also the contextual
knowledge of ‘interpreting evidence’, based on clini-
cal experience. This combination of skills and knowl-
edge, while recognising the values and preferences of
the individual patient, constitutes evidence-based
practice.

A key principle of critical appraisal is that a good
study usually provides enough information to help
a researcher to judge that it is a good study.
Unfortunately, the reverse is not necessarily true —
the IMRAD (Introduction, Methods, Results And
Discussion) structure used to present published
research may make research appear superficially
plausible. To help ‘scratch beneath the surface’ you
typically use a published checklist. Many such check-
lists exist for different audiences or different types of
study. However, checklists should focus on the actual
quality of the methods and not merely on how well
the study is reported. Avoid checklists that focus
on factors external to the study itself, such as ‘Have
you heard of the author? What qualifications do
the authors have? Is the journal peer-reviewed?” The
study should speak for itself. A wuseful critical
appraisal checklist focuses on the validity, reliability
and applicability of a study. These three associated
concepts are central to all critical appraisal, regard-
less of whether the research being appraised is quan-
titative or qualitative, or whether it is a primary study
(e.g. a randomised controlled trial) or a secondary
study (e.g. a guideline or systematic review). Each
concept will be considered in turn.
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Validity (are the results of
the study valid?)

Suppose you were to stand in your work area with a
clipboard. What effect might this have on patients or
colleagues? Given that even the smallest observa-
tional study can, like a pebble in a lake, disturb the
‘real world’, what might we expect if we design a
large and complex experimental study? Clearly we
want limitations arising from our chosen research
method to be outweighed by the ‘trueness’ of the
findings. If we suspect that the picture obtained by
the research no longer relates to the ‘world’ that we
are investigating, then the study is invalid. The
researchers may have based their study on flawed
assumptions, there may be some inherent weakness
in the study design they have chosen (bias) or they
may have failed to take into account an important
complicating factor (confounding).

Reliability (what are the results?)

All research results are subject to the possible effects
of chance. When we measure outcomes we want to
be sure that the results are reliable. If we were to
measure the same outcomes repeatedly, would we
still obtain the same results? Statistical measures
allow us to interpret whether the results fall within
the bounds of reasonable expectation. Finally, when
the variability of results from repeated measurements
is taken into account, we want to be able to judge
whether we would make the same decision based on
the best possible result as we would when faced with
the worst possible result.

Once we have established that the results are reli-
able we want to ascertain whether an effect is mean-
ingful — is it large enough to be clinically significant?
For example, a study may demonstrate a change of
five points on a pain scale. However, you may know
from experience that a change of less than 10 points
makes no difference at all to how a patient is feeling.
A change of five points may be statistically signifi-
cant, but as a clinician you may decide that only
a change of 10 points or more is clinically
significant.



Applicability (will the results help locally?)

If the study is well designed and shows a reliable
enough result, we need to consider its implications
for both current clinical practice and future research.
It is helpful to separate the strength of the evidence
(in terms of validity and reliability) from the strength
of recommendations or action (in terms of applicabil-
ity). Most practitioners will broadly agree whether a
study has been designed well or a result is meaning-
ful. However, when they come to determine whether
the results can be applied locally they will take into
account available resources, the skills of involved
staff, and local policies and politics.

THE NEED FOR CRITICAL APPRAISAL

Critical appraisal has become increasingly important
for several reasons. First, the sheer volume of infor-
mation available, in printed form or via the web, has
meant that any aspiring researcher needs to filter out
unreliable lower-quality studies. Second, even the
best journals can publish poor or misleading informa-
tion. Even where information is of good quality,
delays of up to 10 years may occur before research
findings become standard practice in textbooks
(Antman et al. 1992).

Researchers need to judge whether the study design
used to conduct research makes the findings either
potentially useful or unusable. If an inferior study
design has been used, you may be able to examine
the same research question with a more robust design.
If a robust design has been used and the findings are
still open to doubt you may wish to repeat the study
with a larger sample size. Finally, if the research has
been conducted well and has conclusive results you
are free to concentrate on other aspects that need to
be researched. Critical appraisal skills are required
throughout a research career and are thus skills for
lifelong learning.

Any research study is prone to two potential flaws:
bias and confounding.

‘Bias is a systematic tendency to underestimate or
overestimate the parameter of interest because of a
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deficiency in the design or execution of a study’
(Coggon et al. 2003: 21)

For example, when patients self-report whether
they have given up smoking, some may convey a
more positive image than is truthful. Whereas self-
report is open to bias, biochemical confirmation of
nicotine in their blood or saliva would be a more
objective (less biased) way of establishing the facts.
Confounding is where you cannot ascertain whether
an effect is caused by the variable you are interested
in or by another variable. So, for example, a study
may demonstrate a link between alcohol consumption
and lung cancer. However, alcohol consumption
is commonly associated with smoking. Smoking is
therefore a potential confounder for your study.
Ideally, a researcher identifies potential confounders
before they begin and then adjusts their results
accordingly in the analysis. Common confounding
variables are age, sex, ethnicity and co-morbidity.

VALIDITY OF RESEARCH DESIGNS

An optimal research design minimises bias and antic-
ipates confounding. The researcher therefore has the
responsibility to choose the best research design to
answer the question that they are asking. This choice
is limited by ethical or practical considerations (Ploeg
1999; Roberts & DiCenso 1999). For example, if a
researcher believes that keeping pigeons causes bird-
fanciers’ lung it is not ethical to randomise subjects
to keep pigeons or not within a randomised controlled
trial. The strongest available design would be an
observational study that simply observes what the
population chooses to do. A researcher selects the
most appropriate research design from within a so-
called ‘hierarchy of evidence’ (Sackett 1986) (see
Box 7.1).

This hierarchical approach has several limitations.
By emphasising the study design over the features of
an individual study it gives the false impression that
a poor randomised trial is better than a good obser-
vational study. Nor can it handle conflict between the
findings of several observational studies and a single
randomised controlled trial or a situation where
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Box 7.1 The hierarchy of evidence

1 Systematic reviews and meta-analyses
Well-designed randomised trials

N

3 Well-designed trials without randomisation (e.g. single-group pre-post, cohort, time-series

or matched case-controlled studies)

4 Well-designed non-experimental studies from more than one centre
5 Opinions of respected authorities based on clinical evidence, descriptive studies or

reports of expert committees

randomised controlled trials are split in favour of and
against the same intervention. It is more important to
trade off the strength of a paper’s findings against the
weaknesses of its methodology than slavishly follow
a hierarchy of evidence (Edwards et al. 1998).
Alternatives to Sackett’s hierarchy are being devel-
oped to take some of these limitations into account
(Evans 2003).

HOW TO APPRAISE QUANTITATIVE
RESEARCH STUDIES

As a researcher you will encounter many checklists
that claim to be useful when appraising different
types of quantitative study. A useful checklist will
only include criteria that are relevant for a given
paper. For example, a clinical trial should demon-
strate that it has avoided selection and observer bias
and that the large majority of subjects (80% or more)
are accounted for by the results. We also want to
ensure that the outcomes chosen measure the right
thing over the right time period. Finally, quantitative
studies need large enough numbers of patients to
avoid being wrong because of the random play of
chance. In summary, then, for a quantitative paper to
provide strong evidence, it must be high quality, valid
and well powered.

For an individual researcher, checklists provide a
framework for analysing a published article. Similarly,
for the reviewer producing a systematic review or a
clinical guideline, a checklist provides a standardised,
explicit tool for consistently examining all articles
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being considered. Two main sources for checklists
are the Critical Appraisal Skills Programme and the
influential Users’ Guides to the Medical Literature
(Box 7.2).

Getting started

While every quantitative article is different LoBiondo-
Wood and colleagues (2002) suggest that critical
reading falls into four stages:

B preliminary understanding — skimming or
quickly reading to gain familiarity with the
content and layout of the paper

B comprehensive understanding — increasing
understanding of concepts and research terms

B analysis understanding — breaking the study
into parts and seeking to understand each part

B synthesis understanding — pulling the above
steps together to make a (new) whole, making
sense of it and explaining relationships.

Experience confirms that several practical strate-
gies prove useful when appraising a research article.
First, quickly read the abstract. Increasingly, articles
use a structured abstract to make it easier to identify
the study design, the participants and the intervention
being studied. Pay particular attention to the main
outcome measures — most studies contain multiple
measurements, but you should isolate the outcome
measures of importance. If the study is a randomised
controlled trial you should look for a table describing
the baseline characteristics. This enables you to
assess whether the experimental and controlled
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Box 7.2 Sources of critical appraisal checklists

Critical Appraisal Skills Programme: www.phru.nhs.uk/Pages/PHD/CASRhtm

Evidence Based Medicine Tool Kit: www.med.ualberta.ca/ebm/ebm.htm

Guyatt G, Rennie D et al. (eds) (2008) Users’ Guides to the Medical Literature: a manual for
evidence-based clinical practice. Ontario, McGraw-Hill Professional.

Guyatt G, Rennie D et al. (eds) (2008) Users’ Guides to the Medical Literature: essentials of
evidence-based clinical practice. Ontario, McGraw-Hill Professional.

Users’ Guides to Evidence Based Practice: www.cche.net/usersguides/main.asp

groups are similar at the beginning of the study.
Having established a ‘level playing field’, you can
look for a detailed description of the study design.
While the Introduction, Discussion and Conclusions
may inform an understanding of the issue, it is the
Methods section that enables you to decide whether
or not it is a good study. The Methods and Results
sections should command most attention. Increasingly,
randomised controlled trials present a flowchart that
shows how withdrawals and dropouts are handled
within the study — a requirement of the CONSORT
agreement among journal editors (Begg et al. 1996),
which dictates clearer standards of trial reporting.
You should also focus on results that are considered
significant (i.e. that have a p value of 0.05 or less),
as these are where the research team has demon-
strated a measurable (and possibly important) differ-
ence. However, you should make sure that these
relate to primary outcomes of the study, because a
significant difference is not always an important one.

Examples of published checklists include those for
randomised controlled trials (Box 7.3), those for
surveys (Box 7.4), and those for observational and
epidemiological studies. Research Example 7.1 gives
a sample critical appraisal of a survey.

HOW TO APPRAISE QUALITATIVE
RESEARCH STUDIES

While critical appraisal of quantitative research
studies is relatively well established and uncontrover-

sial, appraisal of qualitative studies is less widely
accepted. Appraisal of qualitative studies seems more
intuitive and less deductive; less of a science and
more of an art (Booth & O’Rourke 2001). In addition,
tools used for data collection (such as interviews and
focus groups) seem more prone to the influence and
bias of the observer. Indeed, some argue that such
research does not seek a result that is replicable, and
hence generalisable, but rather to provide a valid
observation of an individual phenomenon.

Research into the use of checklists in appraising
qualitative research suggests that it is neither desir-
able nor practical to select a single instrument or tool
(Barbour 2001). With so many different approaches
to qualitative research, one checklist might privilege,
for example, grounded theory, while another might
be more appropriate for ethnographic studies.
Nevertheless qualitative research should still
demonstrate:

B a clear aim for the project

B an appropriate methodology

B justification for the sampling strategy, i.e. who
was and who was not included.

In addition, qualitative research should be reflexive
on the possible effect that the relationship between
investigators and subjects might have had on inter-
pretation of the phenomenon. Ironically, given
general mistrust of subjectivity in qualitative research,
approaches to handling bias in quantitative research
appear crude and formulaic by comparison.

While much is made of differences between
quantitative and qualitative research, both should
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Box 7.3 Questions for critical appraisal of a randomised

controlled trial

A Are the results valid?

1 Did the study address a clearly focused issue? Are you able to describe the study
participants, the intervention under study, the outcomes being measured and the

comparison(s) being made?

OO WN

B What are the results?

Was the assignment of subjects to treatments randomised?

Were all the subjects who entered the trial properly accounted for at its conclusion?
Blinding: were the subjects, workers, study personnel ‘blind to the treatment’?
Were the groups similar at the start of the trial?

Aside from the experimental intervention, were the groups treated equally?

7 How large was the difference between the two groups? (consider what outcomes
were recorded, and how the differences between the groups were expressed)
8 How precise was the estimate of the treatment effects? (hint: look for confidence

intervals)
C Will the results help locally?

9 Can the results be applied to your work? (or, how different are the subjects in the
study to the population you are interested in?)

10 Were all the important outcomes considered? (would you make a different decision if
other important outcomes had been included?)

11 Are the benefits worth the harms and costs?

essentially pose and answer the three

questions:

same

B what is the message?
B can I believe it?
B can I generalise?

The recent growth in so-called mixed-methods
research has made it more necessary to establish a
common approach between the two types of research
(Gilbert 2006).

While it is clear that qualitative research has an
important and expanding role within nursing research,
the researcher should be aware that there remains
much opposition to criteria-based approaches to
appraisal. In an attempt to sidestep such objections,
Dixon-Woods and colleagues (2004) have proposed
a minimal set of prompts designed to stimulate
appraisal of different dimensions of qualitative
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research while remaining explicitly methodology-
neutral. They argue that any approaches to critical
appraisal of qualitative studies should recognise
the importance of distinctive study designs and
theoretical perspectives within qualitative research.
They conclude that any such approach should distin-
guish fatal flaws from minor errors. They further
assert that:

‘the more important and interesting aspects of quali-
tative research may remain very difficult to measure
except through the subjective judgement of experi-
enced qualitative researchers’ (Dixon-Woods et al.
2004: 225)

Box 7.5 and Research Example 7.2 show examples
of how a qualitative research article might be
appraised.
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Box 7.4 Questions for critical appraisal of a survey

A Are the results valid?
1 Objectives and hypotheses
® Are the objectives of the study clearly stated?
2 Design
® |s the study design suitable for the objectives?
Who/what was studied?
Was this the right sample to answer the objectives?
Did the subject represent the full spectrum of the population of interest?
Is the study large enough to achieve its objectives? Have sample size estimates
been performed?
Were all subjects accounted for?
Were all appropriate outcomes considered?
Has ethical approval been obtained if appropriate?
What measures were made to contact non-responders?
What was the response rate?
3 Measurement and observation
® |s it clear what was measured, how it was measured and what the outcomes were?
® Are the measurements valid?
® Are the measurements reliable?
® Are the measurements reproducible?
B What are the results?
4 Presentation of results
® Are the basic data adequately described?
® Are the results presented clearly, objectively and in sufficient detail to enable
readers to make their own judgement?
® Are the results internally consistent, i.e. do the numbers add up properly?
5 Analysis
® Are the data suitable for analysis? Are the methods appropriate to the data? Are
any statistics correctly performed and interpreted?
C Will the results help locally?
6 Discussion
® Are the results discussed in relation to existing knowledge on the subject and
study objectives?
® |s the discussion biased?
® Can the results be generalised?
7 Interpretation
® Are the authors’ conclusions justified by the data? Does this paper help me answer
my problem?
8 Implementation
® Can any necessary change be implemented in practice? What are the enablers/
barriers to implementation?
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7.1 Sample Critical Appraisal of a Survey

Question: How do older people’s expectations regarding ageing affect their physical and
mental health status and how do health-promoting behaviours mediate the relationship
between expectations and health status?

Kim SH (2009) Older people’s expectations regarding ageing, health-promoting behaviour and
health status. Journal of Advanced Nursing 65(1): 84-91.

Aim
The objective of the research reported here was to investigate how older people’s expectations
of ageing influence their physical and mental health, and also to assess how health-promoting

behaviours might mediate the relationship between expectations of ageing and physical and
mental health.

Design and setting

A survey of older Korean people residing in the community. There is reason to suppose that
community-dwelling residents may not be representative of the more general older population
in Korea, and that Korean culture may differ from other cultures in ways that could influence
the results of this study and affect its applicability to older people in another population.

Methods

Three standardised measures were used — a short version of the Expectations Regarding Aging
questionnaire, the Health Promoting Lifestyle Profile Il and the Medical Outcomes Study 12-
item short form. Measures used are well established and have been previously validated.

Results

Ninety-nine community-dwelling older Korean people responded. The participants were a con-
venience sample — meaning they were chosen for reasons of ease of data collection by the
researchers — this affects the validity of the study as the researchers may have been biased
in their choices, for instance choosing (consciously or unconsciously) participants who would
be most likely to provide data that supports the study hypothesis.

The study found a statistically significant relationship between higher expectations of
ageing and better physical and mental health. The study also proved statistically that health-
promoting behaviours partially mediated both expectations of ageing and physical and mental
health.

Conclusions

The results confirm that older people who plan to maintain high levels of health when they are
older have better physical and mental health. Nursing care of older people should therefore
focus on improving older people’s expectations about ageing. Additionally, the study found that
those older people who plan to maintain high levels of health as they age are more likely to
participate in health-promoting behaviours, which in turn improve their physical and mental
health status. This suggests that older people should be encouraged and supported to promote
and manage their own health.
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Box 7.5 Critical appraisal checklist for a qualitative research article

A Are the results of the study valid?

1
2
S

Was there a clear statement of the aims of the research? Why is it important?

Is a qualitative method appropriate?

Sampling strategy

[Includes selection and purpose of sample, who was selected and why, how they
were selected and why, whether the sample size is justified and why some
participants may have chosen not to take part]

Was the sampling strategy appropriate to address the aims?

Data collection

[Includes whether it is clear why the setting was chosen, how the data were
collected and why (e.g. focus group, structured interview, etc.), how the data were
recorded and why (e.g. tape recording, note taking, etc.) and if the methods were
modified during the process and why]

Were the data collected in a way that addresses the research issue?

Data analysis

[Includes a description of the analysis, how categories and themes were derived
from the data, whether the findings have been evaluated for credibility and whether
we can be confident that data have not been overlooked]

Was the data analysis sufficiently rigorous?

Research partnership relations

[Includes whether the researchers examined their own role, the setting in which data
were collected and how the research was explained to participants]

Has the relationship between researchers and participants been adequately
considered?

B What are the results?

7

8

Findings

Is there a clear statement of the findings?

Justification of data interpretation

[Includes whether sufficient data are presented to sustain the findings and how the
data used in the paper were selected from the original sample]

Do the researchers indicate the links between the data presented and their own
findings on what the data contain?

C Will the results help locally?

9

10

11

12

Transferability

Are the findings of this study transferable to a wider population?

Relevance and usefulness

[Includes whether the research is important and relevant in addressing the research
aim, in contributing new insights and in suggesting implications for research, policy
and practice]

Are the findings of this relevant and important to your patients or problems?
Eliciting your patient’s preferences and values

Do you and your patient have a clear assessment of their values and preferences?
Meeting your patient’s preferences and values

Are they met by this regimen and its consequences?
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7.2 Sample Critical Appraisal of a Qualitative Research Study

Question: What are the self-management behaviours of patients with chronic obstructive
pulmonary disease?

Chenk H, Chenm L, Lee S, Choh Y, Weng| C (2008) Self-management behaviours for patients
with chronic obstructive pulmonary disease: a qualitative study. Journal of Advanced Nursing
64(6): 595-604.

Design and setting

The aims of the research are clearly indicated in the paper. A qualitative design using semi
structured, face-to-face interviews is appropriate because the researchers are investigating
patients’ perceptions or attitudes to their self-management. If researchers wished to ensure
that this self-reported behaviour is what is happening in practice then they might follow this up
with a quantitative observational study.

Patients

18 male COPD patients aged 55-81 years again chosen from a convenience sample for ease
of data collection by the researchers. The study took place in Taiwan, all patients were
Taiwanese or Mandarin speakers. As with the example of the survey above (Box 7.5) there may
be issues about the extent to which results in a Taiwan-based, non-English speaking population
may be transferable to a different cultural setting.

Methods

Face-to-face, semi-structured interviews were conducted with all patients. Interviews were
transcribed by a research assistant and verified by the first author of the study. The taped
interviews and transcripts were analysed by two researchers for consistency. Use of a second
researcher helps to add rigour and ensure that the analysis is based on the data and that each
researcher has not imposed their own interpretation without it being verifiable from the data.
Data collection from the transcripts continued until ‘theme saturation’ was achieved. Analysis
of data was completed using a three-step process: data reduction, data display and conclu-
sion drawing. The researchers have described how they derived the categories from the data.
We are not able to tell if the researchers took their own role (reflexivity) into account when
collecting and interpreting the data.

Main findings

Self-management techniques mapped to five main themes:

symptom management

activity and exercise implementation
environmental control

emotional adaptation

maintaining a healthy lifestyle

s wWN R
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Thirteen subthemes were also identified. The reader can examine these themes and the
supporting data extracts to establish the extent to which they believe them to apply to COPD

patients in their own culture or setting.

Conclusions

Patients chose self-management techniques to help prevent or reduce episodes of exacerbated
lung disease. Patient’s choice of technique depended on lifestyle, personal preference and
ability to maintain stable health. A reader seeking to meet the preferences and values of their
own patient and to apply these findings in their own practice will consider lifestyle and personal
preferences as important alongside disease-related factors.

HOW TO APPRAISE SYSTEMATIC
REVIEWS, PRACTICE GUIDELINES
AND ECONOMIC ANALYSIS

Up to this point we have focused on single research
studies, either quantitative or qualitative. However,
basing research plans on the results of a single
research study in isolation may prove misleading. As
a researcher you need to examine the entire body of
evidence as captured by a systematic review (over-
view); typically this provides a rigorous summary of
all the research evidence that relates to a specific
question (Engberg 2008).

Systematic reviews make strenuous attempts to
overcome possible biases (see Chapter 24). They
follow a rigorous methodology of search, retrieval,
appraisal, data extraction, data synthesis and interpre-
tation. To protect against possible bias, explicit, pre-
set inclusion criteria are used in selecting studies for
inclusion. Similar protections are used when produc-
ing clinical guidelines. Much time and resources are
expended in assuring the quality of the process by
using more than one reviewer to independently select
studies and by recording explicit details of methods
used at every stage.

Systematic reviews focus on high-quality primary
research reports in attempting to summarise research-
based knowledge on a topic. Nevertheless, not every
systematic review is of high quality and critical
appraisal remains essential. Box 7.6 gives guidelines
on appraising a review article.

Systematic reviews are one type of research syn-
thesis, other examples include practice guidelines and
economic evaluations. These integrative studies fre-
quently draw on the results of systematic reviews and
so share common principles for critical appraisal.
Economic evaluations compare costs and conse-
quences of different strategies, with consequences
and the values attached to them frequently being gen-
erated from systematic reviews.

APPLYING THE RESULTS OF CRITICAL
APPRAISAL

Reading, appraising and applying the results from
research articles is a time-consuming concern. While
the evidence-based healthcare movement originally
aspired for all practitioners to locate and appraise
their own evidence, recent years have seen the lower-
ing of this bar (Guyatt et al. 2000). Now proponents
suggest all practitioners should learn the skills of
critical appraisal primarily to enable them to use
other people’s products of critical appraisal with con-
fidence. Such products fall into one of two categories:
article-based and topic-based. Article-based critical
appraisal is represented by a plethora of evidence-
based journals such as Evidence-Based Nursing,
Evidence-Based Medicine, etc. These summarise the
cream of current journal articles in single-page sum-
maries that present the main methodological features
of each study and appraise them for quality. Each
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Box 7.6 How to critically appraise review articles

A Are the results of this systematic review valid?
1 Is this a systematic review of randomised trials?
2 Does the systematic review include a description of the strategies used to find all

relevant trials?

3 Does the systematic review include a description of how the validity of individual

studies was assessed?

4 Were the results consistent from study to study?
5 Were individual patient data or aggregate data used in the analysis?

B What are the results?
6 How large was the treatment effect?

7 How precise is the estimate of treatment effect?

C Will the results help locally?

8 Are my patients so different from those in the study that the results do not apply?

9 Is the treatment feasible in our setting?

10 Were all clinically important outcomes (harms as well as benefits) considered?
11 What are my patient’s values and preferences for both the outcome we are trying to
prevent and the side effects that may arise?

summary is arranged under an indicative title that
captures the study’s principal result in a clinically
relevant ‘bottom line’. Similarly, databases such as
those from the NHS Centre for Reviews and
Dissemination at the University of York provide free
internet access to article-based summaries of particu-
lar types of research synthesis, notably systematic
reviews (the Database of Abstracts of Reviews of
Effects, DARE) and economic evaluations (the NHS
Economic Evaluations Database, NEED).
Topic-based critical appraisal is question driven,
rather than literature driven. Important questions
from clinical practice are identified and specialist
staff or volunteer clinicians search for answers from
the research literature. Results identified from the
literature are summarised and presented in a concise
and meaningful summary, for example as a Critically
Appraised Topic (CAT). Alternatively, this process
may contribute to some wider publishing enterprise
such as the clinical handbook, Clinical Evidence pub-
lished by BMJ Publishing Group, or results posted on
a website, as with the Manchester-based BestBETS
initiative. Concern has been expressed over the
quality of CATS — not with regard to appraisal, which
is largely found to be satisfactory, but because search
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procedures have frequently failed to identify the most
relevant items to address the clinical question
(Coomarasamy et al. 2001). Clearly the value of
appraisal depends on first finding the most appropri-
ate research study.

Successful application of appraisal results also
assumes that the study population is similar enough
to the local population. Questions such as those given
below are key when deciding whether we need to
replicate research carried out elsewhere or simply to
extrapolate findings from existing research.

® Can I apply results from a study that only
includes patients between 70 and 80 years old
to those in the 65 to 70 age group?

B What about relatively fit and ‘biologically
young’ 81-year-olds?

B Can the results of studies conducted in
Edmonton, Alberta, be extrapolated to
Edmonton, north London?

B Are rural practices in Finland different to those
in Wales?

For the researcher the value of pre-appraised prod-
ucts is twofold. First, they provide a quality-fortified
environment for assessing key research studies that



contribute to knowledge within a particular topic area
(for example, hospital infection or hand-washing).
Second, and more importantly, studies critically
appraised by experienced researchers provide a useful
benchmark against which you, as a less-experienced
researcher, can chart your progress as you become
more aware of methodological issues.

CONCLUSIONS

This chapter demonstrates that critical appraisal has
become increasingly important. It can be used by
the researcher as a quality control tool to assess
individual studies. Alternatively, if the researcher is
reviewing multiple studies, it provides a standardised
approach for producing systematic reviews and clini-
cal guidelines. The key concepts of validity, reliabil-
ity and applicability have been emphasised together
with the usefulness of a checklist-led approach.
Notwithstanding essential differences between quan-
titative and qualitative research, this chapter demon-
strates the value of a common approach. Above all,
the take-home message is that critical appraisal is
not simply a pure academic skill — it is an ongoing
strategy to help you in your continuing clinical and
research career.
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rch Proposal

INTRODUCTION

One of the most rewarding tasks in a researcher’s life
is writing a successful research proposal. It is also a
task that can be the most frustrating, because writing
a proposal is always time-consuming and, if written
to seek funding to support the proposed study, it may
not always be successful. However, there are a
number of key principles that can be applied to
preparing a research proposal and a few tactics that
can increase the success rate. This chapter provides
an overview of how to construct a robust research
proposal, whether this is for an education programme
or as an application for funding. It will address the

main points that are needed in the proposal, and also
how to meet the requirements of the intended
audience.

Research proposals are written for a number of
reasons. These include:

B for a dissertation towards the end of a period of
study (e.g. for a master’s degree)

B to undertake doctoral studies

B to respond to a specific research or develop-

ment tender

to answer a competitive grant application call

B to seek funding for your own research idea

M to obtain research governance and research
ethics approval.
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Although the reasons for writing a research
proposal may vary, the components of a successful
proposal are the same whatever the purpose. All
research proposals need to be able to meet a few
essential criteria, it is just a matter of scale or
emphasis.

Once a proposal has been written it will generally
be subject to some form of review, for example by
supervisors or examiners, members of an independ-
ent scientific review committee or ethics committee,
or reviewers acting on behalf of a funding agency.
Reviewers will make decisions about the quality of
the proposal, and in cases where funding is being
sought, make recommendations about whether or not
the proposal should be funded.

So why may a research proposal be rejected? The
main reasons are:

B poorly phrased research question

B flawed research design

B no articulation with the aims of the funder/
programme/university/supervisor

B the research has been done before

B no evidence that the applicant(s) have the skills
or potential to be able to deliver the work

B over-ambitious in terms of timescale, expected
outcomes or funds

B under-ambitious for the amount of money or
‘reward’ being asked for

B did not respond to feedback given at an earlier
stage.

Even when a proposal is judged to be of a high
quality it may still be rejected because there is limited
funding available and it did not score as highly as
others.

Paying careful consideration to the above points
when developing a proposal will enhance the likeli-
hood of success.

IDENTIFYING A RESEARCH IDEA

One might think that identifying a research idea is
easy. However, the feasibility, practicality and use-
fulness of ideas is another matter. There are several
key questions to consider.
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B Is my idea something that can be researched?

B Is it something that could be made into a
proposal?

B Is it something I could do in the time that is
available?

B If I need to apply for external funding, is it an
idea that would appeal to the funding body?

B If I am undertaking an education programme,
is my idea likely to appeal to a potential super-
visor. This is especially important with PhD
proposals.

Some universities produce a list of topics or
research questions that supervisors are interested in
and students may select to develop into their own
project. This can be especially useful when students
have to complete a research project in a relatively
short period of time and can provide a close match
between the student’s and the supervisor’s interests.
Alternatively, hospitals and primary care organisa-
tions may identify research areas that merit investiga-
tion. Selecting a topic that is of interest to the
organisation in which you work and to the managers,
may help in securing support for the study and in
disseminating the findings.

As discussed in Chapter 2, there are many sources
of research questions; however, in a practice-based
profession such as nursing, clinical practice is an
important source of ideas. We talk a lot about evi-
dence-based practice, but it is equally as important
that nursing research is driven from and informed by
practice. So what do nurses and midwives need to
know that would make the patient experience better?
Are there perceived gaps in knowledge that practi-
tioners want to know about, or problems they think
they have to deal with unnecessarily? What do
patients and carers require to be done?

IDENTIFYING SOURCES OF FUNDING

If your research proposal is for an education pro-
gramme, for example a master’s course, funding may
not be an issue, although you might want to seek
funding to support some parts, for example transcrib-
ing interview tapes. However, for most people
engaged in research, identifying a source of funding



is essential. With increasing financial pressures
on healthcare organisations and universities, the
luxuries of researching a project as part of the job
just for personal satisfaction are largely gone.
Researchers need to ensure that the full costs of their
proposed project are covered, including in many
instances overheads specified by their employing
organisation.

Securing funding can be difficult; the requirements
of funding bodies are stringent and they will only
fund high-quality applications. If this is the first time
aresearcher has sought funding, it is advisable to start
with a relatively small and less competitive funding
body, but it will still have to be a high-quality appli-
cation to stand a chance of success. It is good practice
to identify potential funding bodies from the outset
and tailor the proposal to meet their requirements.
Funding bodies are usually very clear about what
they will and will not fund. There is no point submit-
ting a proposal on educational methods for student
nurses, however good it is, to a funder who is only
concerned with funding clinical trials for interven-
tions on neuromuscular disease.

It is therefore important to seek out information on
possible funding bodies to ascertain whether your
interests match those of the funder. Most organisa-
tions that fund research display details of the topic
areas they are interested in funding, and details of
past projects they have funded, on their websites.
There is usually a contact name and it is often worth
discussing your research interests with this person.
Do you know anyone who has had success with this
funder before? If so, talk to them. Do you know
someone who sits on the scientific panel that will
review proposals? If so, get in touch.

In the UK, there are small charities, local health
service grants, professional awards, etc., that do not
receive enough applications of sufficient quality each
year. Even if an organisation does not offer a large
amount of funding, it may be possible to approach
them to support a particular part of a project (e.g. a
systematic review of the literature) and to apply to
another organisation to support a different component
(e.g. data collection and analysis). Additionally, two
or three small-scale projects on related aspects of the
same topic can be very convincing when it comes to
putting in a PhD proposal or a larger grant application

Preparing a Research Proposal

to pursue the topic further, especially if the findings
have been published. So targeting a particular funder
from the outset is a good strategy.

THE RESEARCH PROPOSAL

Whatever the purpose of the proposal, the main topics
that need to be covered will probably be dictated by
the university or funding body, and they generally fall
under the same main headings.

Title and summary

Research projects become known by their title so it
is important to provide a brief but accurate summary
of the project. An acronym may be helpful as long as
it is not too contrived. The title should give a clear
indication of the purpose of the study and it can be
helpful to indicate the methodology used, for example
‘survey’, ‘randomised controlled trail’, ‘evaluation’.

For example, the titles for three recently funded
proposals from the Chief Scientist Office (Scotland)
(CSO 2008) are given below.

B Perceptions of future fertility among people of
reproductive age with cancer, and their profes-
sional carers

B Cross-sectional survey of the individual, social
and environmental determinants of physical
activity participation in older people

B Response to oral agents in diabetes (ROAD) —
pilot study

These titles all give enough information to describe
the study and provide an indication of how they will
be approached. And importantly, they are short and
readable.

The summary that follows the title often has a
specified word limit or number of characters (for
example 150 words), so it is important to be succinct
to ensure that all key areas relating to the proposal
are covered. The summary should normally be written
for a lay audience and provide an accessible overview
of the focus of the study, how it will be undertaken
and what the intended outcomes will be. Although
the title and summary are usually written last of all,
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they are the first things that the reviewers will read
and therefore give a strong indication of the quality
of the proposal.

Background and justification of the study

Explaining why the proposed research study is impor-
tant is absolutely pivotal. From my experience of
reviewing proposals, it is often the flimsiest part of a
proposal. There is often a misconception that the
background literature can be reviewed as part of the
actual study, either during the first few months of the
PhD study or by a research assistant employed on a
funded project.

Although an in-depth consideration of the known
evidence base on the topic is usually included as part
of an actual study, a research proposal needs to
provide a strong case for the intended research, which
draws on relevant literature. It is therefore paramount
to undertake a review of key literature on the topic to
demonstrate that the proposed study is needed because
there is a gap in knowledge.

Proposals are usually sent out to reviewers who are
experts in the topic area. So if [ am making an argu-
ment that child neglect is under-researched on a par-
ticular aspect, I can be sure that the proposal will be
sent to someone in the field of safeguarding children.
I need to convince the reviewer that I have a good
understanding of the main literature on the topic. In
preparing the proposal it is essential that, as a nurse,
I do not restrict my initial review solely to nursing
journals. The two articles on child neglect (for
example) that appeared in Journal of Advanced
Nursing or Journal of Clinical Nursing this year may
have been excellent, but these are not the key journals
for child neglect research. So assume that the pro-
posal will be sent to the key researchers on this topic
(who may not be nurses) and write the proposal to
persuade them of the need for the research. Knowing
who the lead researchers are in a field is crucial, and
including their work is obvious (but oft-forgotten).
Venture beyond nursing journals to really contribute
to nursing research.

As well as being thoroughly steeped in the litera-
ture and contemporary debates on a topic, it is
also worthwhile considering the likely impact of
the research on healthcare policy and/or practice.
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Moreover, simple statistics can be used to provide a
convincing argument for the research, for example
the percentage of the population who experience a
particular health problem, the incidence of hospital-
acquired infection among a patient population or the
ratio of the number of qualified to unqualified staff
in a particular healthcare setting.

So, for example, we may want to undertake a
small-scale, local study of student nurses’ under-
standing of drug calculations. To provide a convinc-
ing case for the proposed research we can explain
how many drug errors occur each year at a local and
national level; we could project the costs of these
errors to the health service, to the legal system, to the
trade unions, as well as the emotional impact on the
nurse or the patient if errors occur. We can locate the
argument in the topical Patient Safety agenda and
expose numerous benefits on a range of levels for
undertaking this research. A small-scale study cannot
possibly solve all the problems, but we could make
links between our small local topic and the much
wider political agenda. We could demonstrate that the
proposed study could lead to a better understanding
of the risks and lead to identifying potential interven-
tions, to be tested in subsequent work, which may
ultimately save the NHS money.

Box 8.1 identifies 10 key points that should be
considered when preparing the background and
rationale sections of a research proposal.

Research question and aims

The research question is arguably the most important
part of a research proposal and requires careful con-
sideration. Chapter 6 provides more detail of how to
develop a research question. It is important to keep
the question(s) simple and concise. Ideally, the back-
ground discussion will have led directly to the ques-
tion, demonstrating a lack in current knowledge and
why this is a worthwhile area of study. It is also
acceptable to have more than one research question,
although the design will need to demonstrate that
they can all be answered.

Rather than research questions, or indeed in addi-
tion to these, you may prefer to describe the aims and
objectives. This is a matter of style, but it may also
be a requirement of the target audience for the pro-



Box 8.1 Background and rationale

better)

Succinctly describe what is already known
Expose the gaps in the evidence

posal. The same principles apply: research aims and
objectives need to be clear and precise. Clearly artic-
ulating a research question/aim that comes directly
from what has been found missing in the literature
review and can be investigated is crucial.

The design (or plan of investigation)

At this point in the proposal the study area should be
clear; a good case will have been made for it; and
there should be a well-constructed question that
clearly states the focus of the proposed study. The
design of the study (sometimes referred to as a plan
of investigation) should then follow. Chapter 2 pro-
vides an overview of the main issues to consider in
designing a research study, which include selecting a
suitable research methodology (quantitative or quali-
tative), the methods of data collection and analysis,
and identifying an appropriate sample. It is essential
that the research methodology is selected to address
the research question rather than the other way round.
A researcher may have a personal preference for
undertaking qualitative research, but it is wholly
inappropriate to use a qualitative approach to inves-
tigate a research topic that requires a quantitative
design, for example investigating the effectiveness of
a particular intervention. Use quantitative methods
to answer quantitative questions, and qualitative
methods to answer qualitative questions. Mixed

Preparing a Research Proposal

Cite key literature in the field (and if you or one of the team has written this, so much the

Make clear linkages between different theories and models
Summarise the main methods and findings in the field
Leave an impression of thoroughness and mastery on the topic

Make a strong argument as to the benefits to practice, to policy, to the funding body
Highlight the value to the health service, to users and carers, to practitioners

Point out the consequences of not doing this research

Locate the arguments in current and forthcoming priorities and concerns

methods may be helpful if the research question has
elements of both approaches (see Chapter 27 for
more detail on this approach).

The research design should:

B demonstrate clearly how the research questions
will be answered

B describe and justify the proposed sample

B explain how the research participants will be
identified, approached and recruited to the
study

B provide a robust account of how data will be
collected and analysed.

Chapter 12 provides an overview of factors that
should be considered in identifying the sample
for both quantitative and qualitative studies. In
quantitative studies, for example a clinical trial,
power calculations may be undertaken to ascertain
the correct sample size, but even if power calcula-
tions are inappropriate, it is still important to justify
the proposed sample size in some other way. The
advice of a statistician can be usefully sought at this
stage.

Although it can be against the ethos of qualitative
research to specify a precise sample size in advance,
some indication of the number of research partici-
pants will need to be provided to demonstrate that
sufficient data will be collected to answer the research
questions and that the proposed data collection and
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Box 8.2 The plan of investigation

Will the methods answer the questions?
Is the sample size defined?

What tools will be used for data collection?

Is the timeline clear and feasible?

What are the likely outputs of the research?

ensuing analysis is feasible within the timescale of
the study and funding available.

An account should also be provided of the pro-
posed methods of data collection, justifying their
inclusion and explaining how they will be carried out.
For example, in undertaking a survey it will be
important to state whether an existing validated ques-
tionnaire will be used and if so, to justify its appro-
priateness for the proposed study. Alternatively, if a
new questionnaire is to be developed for the project,
an explanation needs to be provided as to how it will
be developed, piloted and validated. Likewise in an
interview-based qualitative study, the choice of
methods needs to be justified and an explanation pro-
vided as to how the interviews will be conducted,
including venue, means of recording, etc.

This section of the proposal also needs to take
account of how data will be analysed, by whom,
using which methods and at what point in the time-
line. It is important to provide as much clarity as
possible. It is not sufficient to say that data will be
analysed using SPSS v18. What tests will be under-
taken using SPSS? Is the appropriateness of such
tests demonstrated? Chapters 35 and 36 introduce the
reader to statistical analysis; however, it can be useful
to involve a statistician to help write this section of
the proposal. Clarity regarding the analytic methods
used for qualitative research is also required. It is not
enough to suggest that themes will be derived from
the transcripts. How will this happen? Using what
tools and techniques? The analytic methods need to
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Is access to the population clear (and even agreed)?
How will the data collection be undertaken, and by whom?

Are there examples of these tools (e.g. questionnaire, interview schedule)?

How will the data be analysed? By whom? When?
What feedback will be given to participants and funders and at what stages?

be clearly described and reference made to appropri-
ate frameworks for analysis. Chapter 34 provides an
overview of different approaches to qualitative data
analysis.

The plan of investigation should clearly demon-
strate that every part of the research process has been
carefully thought through. Box 8.2 provides 10 areas
that should be considered.

The research team and project
management

If writing a proposal for an education programme
(e.g. a master’s degree or PhD) the research ‘team’
will comprise primarily the student. However, when
applying for research governance and ethical
approval, the proposal will need to include details of
the student’s supervisor, as approval bodies consider
the supervisor (as the more experienced researcher)
to have overall responsibility for the research project.
Chapter 9 provides guidance on identifying an appro-
priate supervisor.

If funding is being sought for the proposal, the
composition of the research team will be crucial. The
lead applicant (known as the principal investigator or
PI) should have the experience, reputation and previ-
ous research success to give the proposal stature. Of
course, everyone has to be principal investigator for
a first time, but the PI should still have a reasonable
publication record in the field, and if they do not have



a track record of successful grant capture, there
should be more senior people on the team who can
offer support. Crucially, the composition of the
research team needs to convince the funder that there
is the necessary experience and expertise to deliver
the grant successfully. Usually this means that one or
two people have had previous successes, preferably
with the same funder or at least a similar one. The
best way to get this experience is to be co-applicant
on some proposals first. Funders are cautious, and
will be more inclined to fund studies undertaken by
people who they consider are most likely to deliver.

The members of the team should provide comple-
mentary expertise. The curriculum vitae of each team
member (which usually have to be provided as part
of the submission) should demonstrate the range of
experience in both the topic area and the proposed
methods. There should be no glaring gaps in the
team’s expertise. If the team (or some combinations
within the team) have worked together before, so
much the better.

Approaching senior people who you want to be
part of the research team can be daunting. However,
if it is a good research idea and a well-formed pro-
posal, they may well be willing to participate. With
a large team it is important to gain agreement before
submission on exactly what and how much everyone
will be doing. The PI will have overall responsibility
for the management of the project, but individual
duties, tasks and areas of responsibility should all be
articulated. Contracts of employment should be
agreed with relevant human resource departments
before commencement, as should agreement about
office space and equipment. If there are likely to be
issues relating to intellectual property rights (IPR)
these should be discussed with the research contracts
team at the researcher’s place of employment.

Ethical considerations

A research proposal needs to include an account of
the main ethical issues associated with undertaking
the project and explain how these will be addressed.
In the UK, it is almost certain that ethical approval
will be required from either the National Research
Ethics Service (NRES) or from another appropriate
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body (e.g. the university research ethics committee).
Chapter 4 introduces the reader to the main ethical
issues that need to be considered in developing a
proposal, and Chapter 10 outlines the mechanisms
required to gain ethical approval for health research
in the UK. The application form for seeking approval
from an NHS research ethics committee is extensive
and there are potential benefits in starting to complete
the application at the same time as you are developing
the research proposal. The questions asked on the
ethics application form may help the researcher select
scientifically sound as well as ethically appropriate
methods. The ethical application can then be held on
file and submitted once funding has been secured.

Value for money

Reviewers of funded research proposals are always
asked to consider whether a study represents good
value for money, and will weigh up the costs of the
study against the likely outputs. Contrary to popular
opinion, this is not only whether people have asked
for too much, but also if they have asked for too little.

All costs need to be justified, and fortunately uni-
versities and NHS R&D departments provide help
with this aspect. Indeed, proposals normally have to
be signed off by an appropriate finance officer prior
to submission to a funding body.

Salaried time is usually the largest expense
incurred. Is the research assistant employed at the
appropriate rate? Costs may have been kept low, but
the study may require someone on a higher salary
scale because of the nature of the work. Employing
someone full time for two years to undertake 10 inter-
views and a focus group is unlikely to be seen as good
value. Conversely, is the proposal realistic in how
much time is likely to be needed? Are the associated
travel, consumables and equipment fully costed?
Table 8.1 identifies the main points that need to be
considered when costing a research proposal.

Dissemination
The dissemination plan requires careful consideration

to demonstrate to the reviewers how the research
team plan to share their findings with research
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Table 8.1 Preparing the budget

participants and potential users of the research.
Funders are increasingly looking for innovative and
targeted means of dissemination that take account of
practitioners, academics, patients and carers, policy
makers and the public. As outlined in Chapter 37,
although journal articles and conference presenta-
tions are common forms of dissemination, research-
ers would do well to consider other avenues. For
example, research websites, ‘good practice’ leaflets
or stakeholder events are worth considering.
Increasingly, funders are giving high weightings to
dissemination plans as they seek assurance that the
studies they fund have the potential for wide impact.
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User involvement

The time has gone (thankfully) when research was
undertaken on patients or other service users and they
were then possibly told about what was found at the
very end. As Chapter 5 has demonstrated, patients/
service users and carers should be involved in every
part of a study. A well-constructed proposal will
demonstrate how public engagement has informed
the development of the proposal and how they will
be involved in the study itself. There is a fine line
between tokenism and active participation and
reviewers will be seeking evidence that where claims




are made for user involvement it is meaningful and
has been articulated clearly.

SUBMISSION REQUIREMENTS

Before spending hours writing a proposal it is impor-
tant to check the requirements of the funding body.
When does the proposal have to be submitted, by
which date, electronically or in hard copy or both,
how many copies and whose signatures need to be
secured? These small bureaucratic details can be
enormously time-consuming and can unravel every-
thing right at the end. It is worth trying to get every-
thing into place as early as possible. The rules for
each submission will be slightly different, but one
thing is certain: if the deadline is 12 noon on Tuesday,
then the proposal must not be submitted at 4 pm
Wednesday! If the proposal can be a maximum of
eight pages in font size 12, then 10 pages in font size
6 will be discarded. Whereas it may be possible to
adjust the margin width, most reviewers do not want
to read a tightly condensed proposal with a magnify-
ing glass. If not specified in the submission require-
ment, use a plain font (e.g. Arial or Verdana) and a
font size of at least 10.

Even with excellent organisational skills, collating
signatures can be a challenging undertaking. For
larger grants it is not unusual to require all the appli-
cants’ signatures and those of their respective line
managers. This should not too problematic, but you
may also need the signature of the research sponsor
(usually the head of the research services department
in your organisation), who will not sign until
they have read and understood the full proposal; the
financial manager, who will not sign until all costings
have been approved; the head of the NHS research
and development office, who may not sign until the
others have signed; and possibly various other people
as well. It is worth alerting such individuals to the
timescales and proposal development as early as pos-
sible, finding out what they require to be in place
before they sign; and checking when and where they
will be available. This all needs to be completed
before final copies of the proposal are made and
posted.

Preparing a Research Proposal

Most successful researchers will have had prob-
lems at this stage; mine include having to drive the
submission to another city at 4am to deliver by hand,
and racing around in a taxi to gather disparate signa-
tures from across the region because I had overlooked
the fact that every applicant had to complete an indi-
vidual equal opportunities form. So the key message
is to check the rules of submission and not wait until
the last minute. If you have not followed the rules
exactly, you will be giving the supervisor/committee/
funder the message that you are not reliable or careful,
and that you cannot follow instructions. This is not a
message likely to help you on your way to success.
Box 8.3 suggests 10 points to consider before submis-
sion for a grant application for funding.

MAXIMISING SUCCESS

Even experienced researchers are not always success-
ful in seeking funding for their proposals. Having a
proposal turned down after all the hard work that has
gone into its development is very disappointing and
frustrating. It can be difficult to pick yourself up
when this happens and the temptation is to discard
the proposal. But while there are lots of reasons why
proposals are not accepted, very few proposals are
worth discarding altogether. It is always worth taking
some time to reflect on the reasons why it was turned
down and then trying again in a modified way, pos-
sibly with an application to a different funding body.
It is a fact of life that more proposals will be rejected
than are ever accepted. The acceptance rates of the
larger research councils run at about 25%, and this is
probably average for many other funders. This means
that for every four proposals written by an experi-
enced researcher, three are likely to be rejected. For
novice researchers this rate is likely to be higher, so
the effort:reward ratio in proposal writing is fairly
imbalanced. However, the satisfaction that comes
from having a grant accepted is perhaps worth the
disappointments.

Proposals may not be rejected outright and the
reviewer may provide guidance on how the proposal
might be further developed. Because of the personal
investment that has gone into developing the research
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Box 8.3 Checklist for final submission

Date and time of submission

All signatures have been obtained

read

responding to earlier feedback)

Number of copies required and in which format — paper or electronic?

Costings have been signed off by the relevant department(s)

All applicant CVs are complete and in the required format

All additional forms required from the applicants have been completed and signed

Word limits have been checked for each section (if applicable)

Font sizes and types and line spacing have been adhered to, and the proposal is easy to

Accompanying letter written by the principal investigator (either introducing the study, or

® Arrangements for posting/courier/hand delivery are in place

proposal it may be tempting to ignore the advice and
stick to the original ideas. This kind of behaviour
rarely pays off and on the whole it is worth respond-
ing to feedback from reviewers — even if you submit
to a different funder. A proposal submitted after
a response to feedback will almost certainly be
enhanced. Of course, there may be some areas of
disagreement, or it may appear that the reviewer had
not fully understood some aspects of the proposal.
Clarifying these points in a revised proposal and
sending an accompanying letter in which you indicate
that you have given careful consideration to the
reviewer’s comments and explain why you may not
have addressed some of the concerns will often
satisfy the funding body.

CONCLUSIONS

This chapter has charted the journey through writing
a research proposal. The overall message is that the
proposal needs to be written clearly, fit for purpose,
robust and explicit. While there is no easy way of
preparing a proposal, there are various strategies that
can be used to increase the quality of the proposal.
Working with more experienced researchers is an
extremely useful way to begin. Although some of the
bureaucratic detail required can be off-putting, there
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should be people available to help with this side and
engaging them from the beginning will maximise
success. Resilience is key, as is the ability to learn
through the process, even when a proposal is turned
down for funding.

Well-constructed proposals using appropriate
methods for the research question are generally suc-
cessful. We owe it to our professional identity and
reputation to make sure nurses submit high-quality,
appropriately argued, well-constructed research pro-
posals. If nursing is to truly make a difference to
clinical practice, then rigorous research proposals
that extend our knowledge and evidence base are
essential.
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Websites

www.esrcsocietytoday.ac.uk — Economic and Social
Research Council (ESRC). Click the ‘academic’ button
and follow the links to writing a good proposal.

www.mrc.ac.uk/Fundingopportunities/Applicanthandbook/
index.htm — Medical Research Council (MRC). The
applicant handbook provides detailed advice on how to
apply for an MRC grant, information that is useful more
broadly.

www.rdinfo.org.uk/flowchart/Flowcharthtml - R&D
funding provides an overview of all stages of the research
process, with useful sections on writing a successful
proposal.
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INTRODUCTION

For many research students, finding funding for their
studies is the first hurdle they have to overcome in
their educational advancement. Students need to be
aware of how to identify and secure various sources
of funding. However, funding is only one aspect of
the support necessary to undertake a research study.
The supervisor/student role is crucial to the success-
ful completion of a research dissertation or thesis and
cannot be taken for granted. Both supervisor and
student need to understand how to get the most out
of the supervisor—student relationship by being clear
from the outset about expectations, roles and respon-
sibilities. This chapter offers practical advice on how
to identify and secure the necessary funding resources

and ensure appropriate supervisory, peer and emo-
tional support to ensure success.

IDENTIFYING AND FINDING FUNDING

One of the first challenges facing the potential student
is how to fund their study. Some employers are open
to the idea of supporting students to undergraduate
level; however, support for higher levels of study can
be harder to obtain. There are a number of funding
bodies that will provide financial support for indi-
viduals undertaking advanced study. Some of these
may be disease-specific, such as the Parkinson’s
Disease Society, which will provide scholarships for
nurse undertaking higher-level studies in Parkinson’s



disease, and there are other similar schemes run by
healthcare organisations such as BUPA, professional
organisations such as the Royal College of Nursing
and the pharmaceutical industry.

One way of finding funding opportunities is to sign
up for email alerts from funding databases such as
RD Info (www.rdinfo.org.uk/), an organisation that
is part of the National Institute for Health Research
(NIHR) in the UK and which offers scholarship infor-
mation for those researchers in the field of health and
social care. Other professional groups or disciplines,
such as the Joseph Rowntree Foundation (Www.
jrf.org.uk/)  for social policy research, offer
similar schemes. Many universities subscribe to the
ResearchResearch website (www.researchresearch.
com), which allows you to search by discipline,
country and programme/level when seeking funding,
as does the Postgraduate Studentships website (www.
postgraduatestudentships.co.uk/). There are a number
of other such sites and inserting the search term
‘research student funding’ into any internet search
engine will bring them up. In addition, research
scholarships for masters and doctoral studies are
offered by the seven UK Research Councils, all of
whom offer doctoral and postdoctoral fellowships in
their associated disciplines (Haigh 2008).

For UK students wishing to study overseas, or
for international students wishing to study in the
UK, there are a number of fellowships run by
organisations such as The British Council (www.
britishcouncil.org) and The Fulbright Commission
(www.fulbright.co.uk). UK universities occasionally
offer scholarships for overseas students and these
are advertised in the press and on websites such as
the previously mentioned RDInfo.

Be aware that if you are planning to go for any kind
of scholarship or funding for training from a specific
funding body, time lines are usually quite tight. If you
have already selected the institution in which you
plan to study, and especially if you already have a
contact in that institution, it might be a good idea to
involve the programme leader or your potential doc-
toral supervisor in any scholarly funding bid. Not
only will this give you the advantage of having an
experienced mentor to help with the bid, it will indi-
cate to funding bodies that you have identified a
research mentor and a host organisation in which to
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carry out your research activity. Indeed, some funders
expect the application to come from the supervisor
rather than the student, so you need to be clear about
who can actually apply before you start. Competition
for studentships and fellowships is fierce, so you need
a well-crafted project that makes a clear contribution
to your discipline.

ACADEMIC AND PRACTICAL SUPPORT

Most students, at any academic level, find the thought
of completing their dissertation or thesis a challeng-
ing one. A suitable supervisor and a clear understand-
ing of the roles and expectations of both parties in the
supervisory relationship can go some way to making
the preparation and production of a dissertation or
thesis achievable and fulfilling.

How to choose a supervisor

The relationship between a research student and their
supervisor is one that can be argued to develop lon-
gitudinally as the student moves through the different
strata of academia. The roles of both student and
supervisor change over time; as the student acquires
more knowledge they will require different things
from their supervisor and the supervisor, in turn, has
different expectations of the student (Thompson et al.
2005). It is appropriate at this point to explore what
these needs and expectations are before exploring the
student—supervisor relationship in greater detail.

Undergraduate supervision

Generally, at undergraduate level the relationship is
very much that of a student and teacher. The student
is starting out on the research path and can be seen
to be a novice seeking support and direction from a
more experienced colleague. At this stage the student
often finds that they are allocated a supervisor and
expected to make contact with them.

The main advantage of this approach is that the
student, who may have little or no insight into the
practicalities of the research process, is spared
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the stress of selecting someone to support them by
an educationalist who has a good overview of the
research skills and interests of the university staff and
can try to match students with supervisors who will
be best placed to help them through the process. The
two main disadvantages are, first, that students may
be allocated a supervisor based on their research topic
rather than their approach. This may result in the
student being supervised by a subject specialist who
may have little expertise in the research methodology
chosen. It is unfortunate when this scenario occurs
because undergraduate research is often designed to
introduce the student to research methods and proc-
esses that can be used in a wider context than in a
confined, specific disciplinary field. It can also present
a challenge if the student is choosing to explore a
methodology that is not widely used in their specific
field. For example, person-centred disciplines such as
counselling tend to used person-centred research
methods, so the undergraduate student who wishes to
undertake a randomised controlled trial in that area
may struggle to find a supervisor with the relevant
experience.

In addition, students are usually allocated only one
person to supervise their study at this level and this
can present difficulties if the relationship is not an
amiable one. Undergraduate students are generally
unaware that they have any sort of influence in the
selection of supervisors; it is not inappropriate for a
student to approach academic staff with supervision
requests, although it is sensible to select such staff on
their suitability rather than their personality. If a
student wants to change supervisors they should
negotiate this with the undergraduate research tutor
who may be able to help. It is never in the student’s
interest to simply disregard their supervisor, no
matter how difficult the relationship or the synchro-
nisation of diaries for tutorial time.

Postgraduate supervision
As with undergraduate research, there is some
element of pedagogy in the student—supervisor rela-

tionship at postgraduate level. In the UK, the impact
that the research governance system had on times-
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cales for research approval led to universities making
changes to undergraduate dissertations such that
master’s level may be the first time the student
has attempted a research project. So there needs to
be a strong element of educational input from the
supervisor. However, at the postgraduate level,
particularly in the healthcare professions, a degree
of professional expertise can be assumed and it is
therefore, potentially, more useful to the student to
have a supervisor with research rather than clinical
expertise.

The relationship between doctoral student and
supervisor is, it must be said, different from any other
supervision relationship to which the student may
have been exposed. The pedagogy of undergraduate
and master’s level supervision is subsumed by a part-
nership approach to project management in which it
is as acceptable to challenge as be challenged by your
supervisor.

TYPES OF SUPERVISOR

Work carried out by Trocchia and Berkowitz (1999)
suggests that there are four main categories of super-
visor and supervision.

B Nurturing — in this relationship the student
obtains a great deal of help and support from
their supervisor and other members of the
faculty. Supervision tends to be formal and
directive.

B Top down — similar to the formal nurturing
role with the exception that the student is
expected to show more signs of independent
self-management.

B Near peers — this model is best suited to those
students who value a high degree of independ-
ence in the direction of their study but who
appreciate having access to their supervisor
within a relationship of collegial equality.

B Platonistic — can be summed up in the phrase
‘go away, do something, come back when it’s
good’. Students who benefit most from a pla-
tonistic supervisor are those who are extremely
self-motivated and individualistic.



It can be seen that different supervision styles are
appropriate at different academic levels and for differ-
ent study styles. A supervisor’s supervision style is
something a student may wish to consider when select-
ing an academic mentor to support them through their
research process. Standards for postgraduate student
supervision are articulated in the UK by the Quality
Assurance Agency for Higher Education (2004), and
most universities base their own guidelines and regu-
lations on them across all of the academic levels.

SUPERVISION SELECTION CRITERIA

At postgraduate and doctoral level, students will find
that they have a degree of input into the make up of
the supervisory team. Ellis (2006) and Lee (2008)
have suggested that the following criteria should be
considered when selecting a supervisor.

B Find a supervisor who is knowledgeable in
their field.

B Whether methodologically focused or subject-
specific, it is not inappropriate to expect poten-
tial supervisors to be fully conversant with the
topic or methods to be used.

B Expect to have or find a supervisor who under-
stands the nature of master’s or PhD work.

B Any supervisor involved should be familiar
with the standards expected of students study-
ing at these specific academic levels.

B The potential supervisor should have enough
time for meetings.

B Sometimes this can only be assessed once the
student—supervisor relationship has been estab-
lished, but a simple rule of thumb is that
students should expect to have at least an undis-
turbed hour of their supervisor’s time.

B Find someone with whom you can get on.

For doctoral students, the relationship with their
supervisor will be one that lasts at least three years
or even longer for part-time students, so it is impor-
tant that the association is one that is founded on
mutual regard. Life can be very difficult for both
student and supervisor if that regard is absent.
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THE RESPONSIBILITIES OF
THE SUPERVISOR

As has already been emphasised, the relationship
between supervisor and PhD student is very different
from other supervisory relationships. For the relation-
ship to be a success, the expectations of both parties
should be made clear at the start.

At the earliest point of the relationship negotiation
is of key importance. A wise supervisor will use
initial meetings to ensure that supervision arrange-
ments and the role of progress meetings are clear and
agreed. At undergraduate and master’s level, when
students are working to an extremely strict time
schedule, the supervisor may expect such meetings to
be regularly scheduled. However, doctoral students
have the luxury of more time for the completion of
their study so some supervisors may well be more
flexible and less prescriptive about contact (Malfroy
2005).

In the early stages of research, particularly at
undergraduate but often at higher levels as well, the
student can feel as if they are drifting because they
may have an idea of what they wish to study but no
concrete plans as to how to collect information. In
these cases, the supervisor may be able to assist in
the planning and operation of a realistic plan of
research and provide guidance about literature.

Although at undergraduate and at master’s level
the dissertation is the end point of a programme of
study — the task that draws all previous work into a
coherent whole — one of the defining characteristics
of doctoral study is the expectation that the student
will develop and enhance research skills throughout
the process. To this end, a good supervisor will
provide an example of good research and academic
conduct, arrange instruction in research techniques
and supplementary classes as required, and support
access to any doctoral training programmes on
offer. They can also encourage integration with the
wider academic community via conferences and
seminars.

One of the biggest challenges for students who are
undertaking healthcare research is the obligation to
obtain ethical approval from an ethics review com-
mittee and, in the UK, this is further complicated by
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the need to obtain research governance approval as
well. This is the point when supervisors and students
should discuss the personal safety of the student
throughout the research process and delineate lone-
worker policies or strategies if appropriate. It is not
inappropriate for students to expect help with ethical
approval, risk assessment and governance forms and
attend local research ethics committee meetings when
appropriate. Ethics committees appreciate it when
supervisors attend to support their students, as do
most students. Chapter 10 provides more detail of the
processes involved in securing ethical approval.

On the more practical side of the supervision
process, all supervisors have a significant role to play
in monitoring the standard of the work produced and
the student’s progress. This includes ensuring that the
appropriate documents and milestones are met in
order for the student to progress.

At doctoral level the supervisor has a responsibility
to make sure that the student understands the nature
and process of thesis examination; for many students
this can include setting up practice viva voce events.
The thought of the viva is one that many doctoral
students dread. The challenges of the examination
can to some extent be obviated by careful selection
of examiners and the supervisor has a key role in this
respect. The recruitment of and liaison with examin-
ers is the sole responsibility of the supervisor, as is
approving submission of the finished thesis. Students
should be aware that, even though the supervisor
approves the thesis for submission, final approval of
the thesis is a matter for the examiners not the
supervisor.

What supervisors should do to keep
students happy

While the practical element of the supervisory role
clearly helps to facilitate the student’s progress, there
are a number of simple things that a supervisor can
do to promote peace of mind in their supervisees.
Set clear goals. The first meeting of any supervi-
sory relationship is the most crucial since it is the one
at which the tone and direction of all future meetings
will be set. Clear outlines of the roles, requirements
and expectations can be discussed and agreed by all
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parties. It is crucial that the student is clear on what
is expected of them and what they can expect of the
supervisor if the relationship is to flourish.

Be prepared for supervisory meetings. It is impor-
tant that the supervisor and student view supervision
sessions with the same degree of importance. For the
supervisor this means ensuring that work the student
has submitted for the session has been thoroughly
read and critiqued and, if necessary, feedback pre-
pared. It is also a good idea to review the notes made
at the previous meeting to ensure that there are no
outstanding tasks for the supervisor to complete
before the next encounter.

Answer emails. One of the biggest criticisms lev-
elled at supervisors by their students is the dilatory
nature of email response. Even a simple response
acknowledging receipt of the student work and pro-
viding a broad timetable for a more detailed response
will help to make the student happy.

Be available to attend seminars, local research
ethics committees, eftc., to support the student. One
of the crucial sources of support that a supervisor can
offer is to be present at some of the presentations or
professional encounters the student will undertake at
various stages of their programme of study. It can be
very comforting to a student to have their supervisor
present when they are making their first conference
presentation for example, if only to field some of the
challenging questions that are often posed to novices
on the conference circuit (Haigh 2007).

It is also very important that the supervisor makes
every effort to attend the local research ethics com-
mittee with their student. Although ethics committees
are generally sympathetic to student research, espe-
cially at the undergraduate and postgraduate levels,
doctoral students are regarded as researchers first and
students second. Having their supervisor with them
can provide much-needed confidence and support and
also, incidentally, shows the ethics committee that the
student is adequately supervised.

Be there at all the important milestone events —
especially the viva. As a student progresses through
their postgraduate and doctoral studies there are
various points of assessment that require the reassur-
ing presence of the supervisor. Different education
institutions mange these in different ways, but the one
event that the supervisor must not miss is the PhD



viva. Although, often the supervisor is not permitted
to participate in the viva process, merely having them
in the room taking notes on the proceedings is a
source of tremendous support for the student.

In summary, whether at undergraduate, postgradu-
ate or doctoral level, the supervisor is there to help
to support and guide the student to a greater or lesser
degree. The relationship develops and changes across
the academic levels, but students should remember
that a fundamental part of the supervisor’s role is to
facilitate them through the process.

THE RESPONSIBILITIES OF THE STUDENT

The section above clearly delineates the responsibili-
ties of the supervisor. However, it must be acknowl-
edged that the supervisor—supervisee relationship is a
two-way street, with the student having a significant
part to play. It may seem evident to suggest that the
student should undertake to study conscientiously
and at a level appropriate to the research degree.
However, this is a fundamental student responsibility.
It is not appropriate for the student to interpret the
supervisory relationship as one in which they only do
what the supervisor suggests or, an even worse sce-
nario, they expect the supervisor to do the majority
of the work.

It is incumbent on the supervisee to seek the advice
and constructive criticism of the supervisor. In many
cases, with the exception of doctoral study, the super-
visor is involved in the marking of the finished work
and it is therefore sensible to listen to the suggestions
they make. Having said that, it is also important to
remember that it is your study, so do not allow your
supervisor to sidetrack your project if you do not feel
it is an appropriate or fruitful direction in which to
go. However, it is in the student’s best interest to
attend regular supervisory meetings. This can be dif-
ficult if study is being undertaken on a part-time
basis, especially as many healthcare students are
fitting their studies around the demands of the clinical
environment. If it has been difficult to make contact
with or keep appointments with supervisors and some
period of time has elapsed since the last meeting,
students sometimes feel reluctant to make contact.
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However, most supervisors will be pleased to hear
from their student no matter how much time has gone
by and will understand the pressures inherent in bal-
ancing study with clinical practice. It is important that
students do not lose contact with supervisors or allow
themselves to ‘drift’ simply because they are too
embarrassed to get in touch. At all levels of study
there is an obligation on the student to undertake to
submit the finished dissertation or thesis within the
scheduled registration period, and doctoral students
will be expected to attend such research training as
is offered or provided by the supervisor or the research
institute — regular contact with supervisor(s) will
facilitate this.

Every university has a number of milestones
inherent within the dissertation/thesis route that are
designed to assess progress. These milestones tend to
be more formalised at the doctoral level. The doctoral
student will be expected to work with the supervisor
to meet all important milestones, producing any
written work expected to deadline and to a suitable
standard. Participation in these progression meetings
are another useful source of support, since they often
constitute an opportunity for a student’s work to be
scrutinised by people who are external to the super-
visory team. This brings the advantage of a new per-
spective to the work.

The opportunity to integrate with the wider aca-
demic community is one that is more likely to be
offered to postgraduate and doctoral students rather
than undergraduates. However, most undergraduate
students can expect to be called on to undertake pres-
entations to their peers at some point in their pro-
gramme of study. Although this can seem daunting,
and even experienced presenters often find it easier
to present to strangers rather than peers, it is an essen-
tial skill to possess. Research that is not promulgated
is pointless and so the early development of confi-
dence in presenting your own work is essential.

Many master’s-level students are encouraged by
their supervisors to turn their dissertations into con-
ference presentations or published papers. This is an
excellent thing to do. Such presentations, developed
and produced by the student, are sometimes reviewed
and edited by the supervisor. If that is the case then
it is not inappropriate for the supervisor to be credited
as an author. Authorship, order of authors and
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potential publications should be discussed early on in
the writing process.

At doctoral level there is an absolute expectation
that the student will publish, if not during, then very
soon after the completion of their work. In this
instance the supervisor will expect to be credited as
an author. Students are strongly encouraged to publish
their work only with the prior knowledge of their
supervisor, since more than their own reputation may
be at stake. Conference presentations, particularly at
the national and international level, are also key to
the doctoral student’s development and the supervi-
sor can be helpful in signposting which ones will be
most useful to the student. The doctoral student, par-
ticularly in the latter stages of their study, will be on
the look out for suitable examiners and such events
are often a good way of getting a feel for those people
who may be potential assessors.

What students should do to keep
supervisors happy

So far, this chapter has focused on the practical
support inherent within the supervisory relationship.
However, the key to a successful supervisor—
supervisee relationship, as with any other, is under-
standing the small things that can be done to ensure
the co-operation and regard of the other party. So, to
ensure that supervisors come to supervision sessions
in a tranquil and positive frame of mind, the follow-
ing strategies are recommended.

Do not expect them to comment on written work
that they have not seen in advance. Nothing can
annoy a supervisor more than if the student arrives
for a supervision session equipped with their latest
draft chapter (or even the entire first draft of their
thesis) expecting the supervisor to read it and
comment on the content intelligently while the
student sits expectantly at their side. Likewise, if the
focus of the supervision session is to be your latest
20,000-word literature review, sending it to your
supervisor at 3.30 on a Friday afternoon does not
mean you can expect them to have reviewed it by
10.30 on Monday morning.

Make proper appointments. One of the difficulties
inherent for most supervisors when supervising
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work colleagues or full-time students who work on
campus is the informal ‘pop-in’. Slipping into your
supervisor’s office to say ‘hello’ and leaving 2 hours
later having discussed your latest data collection
problems is likely to become irksome to your super-
visor sooner rather than later. It is always advisable
to make a follow-up appointment at the end of each
scheduled supervision session. If you do not need
it you can cancel it at a later date, whereas trying
to make an appointment at short notice can be
troublesome.

Bring an agenda. One of the expectations of
undertaking a dissertation or thesis is that the student
will develop or enhance their organisational skills.
Whether working at undergraduate level, when you
want your supervision to be direct and to the point,
or at master’s or doctoral level, where supervision
may be more discursive, bringing an agenda to meet-
ings will ensure that you cover all the points on which
you want an opinion and thus derive the maximum
benefit from the encounter.

Be prepared for constructive criticism. It can be
quite difficult, as you nurture your thesis to its con-
clusion, to expose it to scrutiny and criticism.
However, your supervisor will comment on both the
strengths and the weakness of the work you produce
and you should expect such criticism to be construc-
tive. Your supervisor will probably expect you to take
their criticism into account. It is not compulsory, but
if the criticism is constructive and you choose not to
address it, you should have a strong rationale for your
decision.

Keep in touch. It has already been shown how easy
it is to lose contact with your supervisor and how
difficult it is to re-establish that contact as time goes
by. Most supervisors see maintenance of contact as a
student responsibility and so would be unlikely to
chase up communication defaulters. However, they
will value the occasional email to reassure them that
your work is continuing.

Do not demand or agree to unrealistic deadlines.
Many students, especially at the earlier stages of their
academic career, find the setting of goals or deadlines
to be met before the next supervision meeting gives
a structure and focus to their work. However, if
having demanded such deadlines of their supervisor,
the student is regularly unable to meet them, the



supervisor may become annoyed or begin to question
the student’s commitment to the study.

Keep comprehensive records. Some supervisors
are very efficient in the record they keep of supervi-
sion sessions, others less so. It is always in the stu-
dent’s best interest to keep records of the discussion
and goal setting that occurs in the supervisory session,
but sharing and agreeing these records with the super-
visor will help to facilitate the relationship.

In summary, the student must be aware that the
supervision process is a collaborative one. The
amount of power and autonomy the individual has
within the relationship varies across the academic
levels, but students should remember that a funda-
mental part of the success of supervisory support is
their participation in the process (Thompson et al.
2005).

SOURCES OF EMOTIONAL AND
PEER SUPPORT

Your supervisor is there to offer academic advice and
support. Boucher and Smyth (2004) have suggested
that it is possible for a satisfactory supervisory rela-
tionship to be maintained between two people who
are also friends. However, Sullivan and Ogloff (1998)
have warned that the supervisor’s objectivity may be
jeopardised if a more personal relationship is in exist-
ence, and Lee (2008) cautions that boundaries may
become blurred to the detriment of both the supervi-
sory and the personal relationship. For the supervi-
sory relationship to serve the student’s best interests
it is wise to ensure that boundaries are clear and to
seek emotional support from other sources.

Personal tutors

Many universities insist on students having a per-
sonal tutor. This person is generally external to any
academic supervision team, exists to act in a pastoral
role and is usually concerned with the students
welfare. Very often the personal tutor role is a loose
and casual one and students only seek out their tutor
when in the throes of a personal crisis. Malik (2000)
noted that uptake of and satisfaction with the personal
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tutor role was enhanced when regular meetings were
formally scheduled and the student and tutor worked
to develop a relationship early on in the education
process.

Family, friends and other students

There is no doubt that undertaking a dissertation or
thesis can impact significantly on family life. Family
and friends will have to become accustomed to your
long periods of absence as you write up your research.
However, they can also be a good source of emo-
tional support and may be counted on to act as passive
listeners when things go wrong. They can also help
to counteract ‘writing-up syndrome’ by encouraging
you to take a break from the computer.

Thomas (2002) noted that the ‘family’ played a
significant role in undergraduate student retention,
citing the support offered as a major factor contribut-
ing to completion of a programme of study. She also
acknowledged that the identity of the family changed
to include other students on the programme who pro-
vided support and understanding. This can be an issue
for part-time students who may lose out on this cama-
raderie, and/or doctoral students who very often work
in isolation, and these groups should be encouraged
to make extra effort to connect with their peers.

Thus, it can be seen that other students are a good
source of emotional support throughout the process.
It is ironic that, at doctoral level, where input from
peers could be seen to be crucial to mental wellbeing,
students tend to work alone with little engagement
with the academic community. However, peers
understand the challenges and pressures inherent in
the course of study and can often provide both practi-
cal and emotional support.

External support mechanisms

Although friends, family and other students can
provide good levels of emotional care, it is also a
good idea to seek such support from people who are
external to the institution of study. This is especially
true at the doctoral level, when conversation with
other PhD students allows for comparison of super-
visory styles, institutional expectations and a sharing
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of concerns and worries. There are a number of doc-
toral student support networks around the UK; some
are organised by universities while others, such as the
Doctoral Student Network (www.rcn.org.uk/devel-
opment/researchanddevelopment/rs/networking/
phd_student_network), are hosted by professional
organisations, in this case the Royal College of
Nursing. These networks are similar in that they
attempt to provide an arena for doctoral students
across the UK to meet and exchange experiences. In
addition, a number of clinical and research-focused
conferences have fringe events that are explicitly
aimed at students of all levels who are undertaking
the research element of a programme of study or a
PhD, and it is often worthwhile making an effort to
attend them.

Online communities and social
network sites

One of the difficulties that face practitioners is finding
enough time to attend support events in the ‘real’ or
offline world. That is why online communities and
social networking sites can be an attractive source of
support. An asynchronous discussion board, that is a
site where messages are posted but interaction does
not take place in real time, can allow students to post
their concerns at any time of the day or night. An
added advantage of using international rather than
national or university-specific discussion groups is
that, as the internet transcends geographical bounda-
ries, there is always likely to be someone online to
talk with.

A number of research students finding blogging a
cathartic and useful way of seeking emotional support
from others. Blog is a portmanteau word that is a
contraction of the term ‘web log’. A blog is a website
that has regular entries of commentary that can be
read and commented on by others. There are a number
of student blogs of all academic levels on the internet
and at the very least they can reassure students that
they are not alone in their experiences.

Finally, social networking sites such as Facebook
or Bebo can also be attractive to students. Social
networking sites are places where users can join
networks organised by city, workplace, school and

112

region to connect and interact with others. People can
also add contacts and send them messages, and update
their personal profile to notify contacts about them-
selves. It must be noted that some social networking
sites are banned in certain overseas countries and so
this option may not be so useful to some international
students.

CONCLUSIONS

This chapter has signposted some of the sources that
are available to research students for the funding of
their studies. Nurses and other health-related profes-
sionals have not had a tradition of seeking funding
from external bodies that is other than their employ-
ing institution or from their personal finances.
However, as more healthcare professionals enter
academe an awareness of alternate sources of funding
is important.

The main focus of this chapter, however, has
been the roles and responsibilities inherent in the
supervisor—supervisee relationship: the nature and
style of supervision, and strategies for emotional and
peer support. Students of all academic levels need to
be aware that they have varying degrees of autonomy
in the supervisory relationship and that they should
exercise this autonomy if they are to get maximum
benefit from the experience.
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www.researchresearch.com — ResearchResearch offers a
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INTRODUCTION

Of all the chapters undergoing revision for this sixth
edition of The Research Process in Nursing, none can
be more in need of update than this one. Since pub-
lication of Amanda Hunn’s chapter in the 2006
edition, the multiple processes for seeking permis-
sions and approvals to access research sites have

moved on considerably. In addition, significant
changes and additions to the law in European Union
(EU) and the UK have transformed the legal context
within which research is now undertaken. This
chapter will offer a practical overview of the approv-
als required to access research sites, drawing on the
author’s experience as a researcher, as chair to an
NHS research ethics committee (REC) and as chair
to a university faculty research ethics panel.



THE NEED FOR REGULATION OF
RESEARCH

In recent years researchers have been expected to
adhere to a wealth of regulations, guidance and codes
of practice when undertaking their research endeav-
ours. Most professional bodies and research organisa-
tions have published their own guidance, including
the Royal College of Nursing (RCN 2005; 2007) and
the Medical Research Council (MRC 2005). The
problem with these and other multiple guidelines is
that they are not mandatory and can offer conflicting
advice. Researchers have also been expected to
comply with the principles of the World Medical
Association’s Declaration of Helsinki since its
publication in 1964. There have been multiple revi-
sions, most recently in 2008, but again the Declaration
is not compulsory and there has been much discus-
sion about how the Declaration should be used in
different forms of research and in a climate very dif-
ferent to that in which the Declaration was first pub-
lished (Goodyear et al. 2008). Despite the differences
of opinion, the Declaration of Helsinki remains the
foundation upon which ethical practice in all bio-
medical research, including nursing research, involv-
ing human participants is performed.

What is clear is that these various guidelines and
codes of practice have repeatedly failed to halt unethi-
cal research in the past (Beecher 1966; Pappworth
1967) or more recently (Smith 2006; Saunders &
Savulescu 2008; Wells & Farthing 2008). Repeated
high-profile incidences of unethical and potentially
harmful research, including the retention of chil-
dren’s organs without informed consent at Alder Hey
Children’s Hospital in Liverpool, resulted in the
Department of Health publishing its Research
Governance Framework for Health and Social Care
in 2001, which was revised and updated in 2005
(DoH 2001a; 2005). This framework clarified the
roles of all those involved in health and social care
research and added the requirement that researchers
seek local NHS approval in addition to seeking an
ethical opinion. Researchers are now required to
undertake this dual review process before they are
able to access research sites or to begin their research.

The UK has had a system for ethical review in
place since the 1970s, but it is only more recently that

Gaining Access to the Research Site

ethical review has been regulated by the law. The
EU Clinical Trials Directive 2001/20/EC (European
Parliament and Council of the European Union 2001)
and the Directive’s implementation into UK law
through the Medicines for Human Use (Clinical
Trials) Regulations (2004) have placed particular
legal requirements on RECs, not least the obligation
that they make their final opinion available within 60
days of a valid application being submitted. In addi-
tion to dealing with practical matters related to the
management and organisation of RECs, the Directive
also outlined the important points to be considered
during the process of ethical review. The Directive
was written primarily to harmonise the management
of clinical trials across the EU and its implementation
by member states, including the UK, has undoubtedly
improved the processes of ethical review for both
RECs and researchers. Although the Directive strictly
relates to clinical trials only, there have also been
advantages for researchers undertaking all other
forms of research in health and social care. For exam-
ples, the 60-day rule has been applied to all research
reviewed by NHS RECs in the UK, not just to clinical
trials.

Past failures by researchers to comply with ethical
guidelines and codes of practice have resulted in an
increasing reliance on the law to provide a structure
to the context within which research is undertaken.
In addition to the EU Clinical Trials Directive,
researchers are also now required to comply with a
number of legal requirements when seeking approv-
als to access research sites (see Box 10.1).

Box 10.1 Research
ethics and the law

The Children Act 1989

The Data Protection Act 1998

EU Clinical Trials Directive
2001/20/EC

The Human Tissue Act 2004

The Medicines for Human Use
(Clinical Trials) Regulations 2004

The Mental Capacity Act 2005
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During the process of ethical review, a REC will
need to be convinced that all data and personal infor-
mation will be handled in compliance with the Data
Protection Act 1998, that the collection and storage
of human tissue samples complies with the require-
ments of the Human Tissue Act 2004, and that the
acquisition of informed consent always complies
with the requirements of the Mental Capacity Act
2005. This is further complicated because the law can
be different in different parts of the UK. For example,
in Scotland the Children (Scotland) Act 1995 and the
Adults with Incapacity (Scotland) Act 2000 take
precedence over the above Acts of Parliament.

Recent changes to the law have placed greater
emphasis on the need for researchers to always act in
a manner deemed acceptable by society and the wider
scientific community. RECs and R&D departments
play important roles in ensuring that researchers
comply with the law, act in an ethical manner and do
not put research participants or themselves in posi-
tions of unacceptable risk while undertaking scientifi-
cally rigorous research that will contribute to existing
knowledge. Ultimately, the aim is to generate high-
quality evidence to inform clinical practice, an aim
shared by researchers, RECs and R&D departments.
Evidence would suggest that researchers have repeat-
edly failed to always act in an ethical manner, so it
is through a meticulous and rigorous dual review
process that society can have confidence in the safety
and value of health and social care research.

RESEARCH ETHICS

All research involving human participants requires
ethical review by an appropriate REC. Research
involving NHS patients, staff or property requires the
opinion of an NHS REC. Although NHS RECs will
give an opinion on any health and social care research
placed before them, there are RECs outside the
NHS, including university research ethics commit-
tees (URECs), RECs in social care organisations and
independent RECs. These non-NHS RECs undertake
important work and make a significant contribution
to supporting health and social care research in the
UK. The remainder of this chapter will focus on
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ethical review by NHS RECs, but it is usually pos-
sible to find information about URECs on individual
university websites. Although the organisation, man-
agement and membership of different RECs may
vary, the principles underpinning ethical review are
constant. This is demonstrated by the membership
and work of the Association of Research Ethics
Committees (AREC). Members are drawn from all of
the above RECs with the shared aim of protecting
research participants from unduly risky or unethical
research, while also encouraging research of high
quality.

The remit of research ethics committees

NHS RECs (from here on known as RECs) will con-
sider all research involving the NHS or research
requiring review by an NHS REC as a result of recent
changes to the law. This includes research that needs
to meet the requirements of the Medicines for Human
Use (Clinical Trials) Regulations 2004, the Mental
Capacity Act 2005 and the Human Tissue Act 2004.
In addition, RECs will review any human research
submitted from any source related to health and
social care.

RECs have evolved over time but it remains their
principal objective to protect potential and actual
research participants from harm associated with
research (Gelling 1999). RECs do not attempt to
eliminate all risk but they do try to balance risks
against possible benefits. Almost all research involves
risk, either physical or psychological. In particular,
much research, including clinical trials of medicinal
products, has a high degree of uncertainty about pos-
sible side effects. RECs will want to be reassured that
the risks are not excessive and do not exceed the pos-
sible benefits. As importantly, the REC will want to
be confident that research participants are made
aware of the risks to which they might be exposing
themselves before and during the research.

In addition to protecting research participants,
RECs will also be keen to protect others, including
the researchers, from possible risks associated with a
research project. For example, if researchers plan to
visit participants in their own homes, the REC will
want to be reassured that all possible steps are being



taken to protect the researchers from harm. Many
research groups now have lone-worker policies that
address such matters, and details should be provided
to the REC reviewing the research.

RECs will also want to know that appropriate
indemnity arrangements are in place should anything
go wrong. For student projects, indemnity is usually
arranged through their university. For all other
research, indemnity is usually arranged through the
chief investigator’s employer. In all instances where
the application for ethical approval is being made to
an NHS REC, the sponsor will sign to confirm that
the appropriate indemnity arrangements are in place.
Other RECs, including university RECs, will also
want to be sure that arrangements are in place.

The system for ethical review

While there has been a formal research ethics system
operating in the UK for many years, such systems
only acquired legal status in 2004 as a result of the
EU Clinical Trials Directive 2001/20/EC and the
Directive’s implementation into UK law through
the Medicines for Human Use (Clinical Trials)
Regulations. As a result of this legislation it became
a requirement to obtain a favourable ethical opinion
for all clinical trials of medicinal products. In addi-
tion to the 60-day rule highlighted above, it also
became a requirement that researchers need only to
seek the opinion of a single REC regardless of the
number of sites involved in the research.

The ethical review of research came under the
control of a single authority known as the UK Ethics
Committee Authority (UKECA), headed by the
Secretary of State for Health. The day-to-day man-
agement and governance of all NHS RECs came
under the control of the Central Office for Research
Ethics Committees (COREC), established by the
Department of Health in 2000. In 2007, COREC was
replaced by the National Research Ethics Service
(NRES), part of the National Patient Safety Agency
(NPSA). All REC members are now recruited through
a transparent process and receive letters of appoint-
ment from the NHS.

Since its establishment, one of the main objectives
for NRES has been to standardise the process for
seeking the opinion of RECs in the UK. In the past
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each REC had its own application processes, its own
ways of working and its own application forms. This
made the process of seeking an ethical opinion hugely
time-consuming, especially with multi-site studies.
The processes have now been standardised and all
RECs adhere to The Governance Arrangements for
Research Ethics Committees (DoH 2001b) and work
within a single set of standard operating procedures.
This process of standardisation means that all appli-
cations submitted in the UK, to whichever REC,
should be treated and reviewed in a similar manner.

The most important change to the process for
ethical review has been the introduction of the single
standard application process and application form
called the Integrated Research Application System
(IRAS). Launched in 2008, IRAS is an online appli-
cation system that enables researchers to input data
once for the majority of possible approvals required
to access research sites. Much of the criticism of the
past online application form concerned the length of
the form and the repeated appearance of irrelevant
questions. The new, ‘intelligent’ form begins with a
number of filter questions that then determine which
questions the researcher needs to answer, and unnec-
essary questions do not appear. The new IRAS
form makes seeking the necessary approvals easier
for researchers and for those reviewing the
applications.

Applying for an ethical opinion

The first point to consider is whether it is necessary
to seek an ethical opinion at all. RECs will offer an
opinion on all research submitted to them but their
opinion is not required if the project is audit or service
evaluation. NRES offers a useful document that dif-
ferentiates between these three forms of investigation
(NRES 2008). It is important that researchers do not
describe their research as anything other than research
in an attempt to avoid the need to seek the opinion of
an REC. Deliberately avoiding the opinion of an REC
in this way would be considered a form of research
misconduct and could result in serious repercussions
for the researcher.

An important early consideration is to determine
which REC an application should be submitted to.
There are still more than 100 RECs in the UK and
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Box 10.2 Types of
research requiring review
by specialised RECs

Clinical trials of medicinal products
Medical devices

Research involving prisoners
Adults with incapacity

Children and young people

Human tissue and samples

Prison research

many specialise in the review of different types of
research, so it is important that applications are
submitted to a REC able to undertake the review.
Box 10.2 highlights some of the types of research
requiring review by specialist RECs. These types of
research will need the applicant to contact the NRES
Central Allocation System (CAS) to be allocated to
an appropriate REC. If an application is submitted to
a REC that cannot undertake its review, it is possible
that there will be a considerable delay for the
researcher and unnecessary work for the REC. For
many types of research the application will be sub-
mitted to the most convenient local REC.

Applicants are required to submit three sets of
paperwork: the protocol; the application form; and
additional papers, including participation information
sheets and consent forms. It is the author’s experience
that fewer than 10% of projects receive an unfavour-
able opinion because of ethical issues and only 14%
have an uninterrupted passage through the process
(NRES 2007). Of the remaining applications, a small
number will have minor ethical problems, but nearly
all will display flaws in the paperwork. It is impor-
tant, therefore, that great care is taken in the prepara-
tion of the application form and accompanying
papers. If there are inconsistencies between the appli-
cation form and the protocol or if the application is
full of spelling and grammatical errors, the REC will
seek clarification and amendment before an applica-
tion can proceed to a favourable opinion. It is also
important that all required documents are submitted
with the necessary signatures.
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Despite many improvements in the application
form, completion can remain a burdensome task, not
least because few researchers ever have to use the
form sufficiently frequently to become comfortable
with it. The time required to complete the form should
not be underestimated. The perceived burden can be
somewhat eased if researchers make themselves
aware of the ethical requirements and expectations of
RECs from the outset. This allows for ‘built-in’ rather
than ‘bolt-on’ ethics and increases the likelihood of
smooth passage through the review process. In addi-
tion to reading the guidance made available on the
NRES website, researchers might consider attending
a REC meeting as an observer, enabling them to
gain an insight into how the REC works, how it deals
with applications and the key points the REC is likely
to consider when reviewing an application.

The application form should be completed in lay
language, making it accessible to all members of the
REC. Challenging technical text copied verbatim
from the protocol may leave REC members unable to
understand the research and unable to reach an
informed opinion. This is particularly important for
the free-text responses that describe the research
questions and objectives, scientific justification and
methods. To further ensure clarity, it is recommended
that every effort is made to attend the REC meeting
to discuss the project with the committee. By attend-
ing the meeting, the applicant is able to clarify mis-
understandings and to answer the REC’s questions.
This can help ease the progress of the application
through the review process.

The Patient Information Sheet (PIS) is the docu-
ment most rigorously scrutinised by the REC and also
the one most frequently requiring modification
following review. There should be no conflicting
information between the PIS and the application
form. Such inconsistency is surprisingly frequent and
makes it hard for the REC to reach an informed
opinion, especially if the researcher is not available
to provide clarity. Researchers should note that many
REC members start their review by reading the PIS
as this is the document most likely to provide a lay
introduction to the proposed research.

When appropriate, the PIS template on the NRES
website can be used. NRES suggests a two-part PIS;
part 1 provides general information about the research



and part 2 provides more detailed information about
specific points. They also provide a list of the ques-
tions that might be included in both parts of the PIS
(see Box 10.3). This can be amended according to the
nature of the research; it may not be appropriate to
use all the headings in the template and it may be
helpful to add additional headings. It is also permis-
sible to reorder the questions so that information is
presented in a logical order. Many applicants stick

Gaining Access to the Research Site

rigidly to the NRES template with the result that the
PIS is often difficult to read.

Research participants are often members of the
general public, so paperwork should be written in
appropriate language (Franck & Winter 2004),
remembering that the average reading age in the UK
is that of a 9-year-old. This can be tailored if the
research targets a particular group, including illiterate
or more educated participants. It should be

Box 10.3 Design of participant information sheets

Part 1

Study title

Invitation paragraph

What is the purpose of the study?
Why have | been chosen?

Do | have to take part?

What will happen to me if | take part?
Expenses and payments

What will | have to do?

What is the drug, device or procedure that is being tested?

What are the alternatives for diagnosis or treatment?

What are the possible disadvantages and risks of taking part?

What are the side effects of any treatment received when taking part?

Harm to the unborn child: therapeutic studies
What are the possible benefits of taking part?
What happens when the research study stops?

What if there is a problem?

Will my taking part in the study be kept confidential?

Part 2

What will happen if | don’t want to carry on with the study?

What if there is a problem?

Will my taking part in the study be kept confidential?
Involvement of the general practitioner/family doctor

What will happen to any samples | give?
Will any genetic tests be done?

What will happen to the results of the research study?

Who is organising and funding the research?
Who has reviewed the study?
Further information and contact details
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remembered that participants with long-term condi-
tions will become familiar with some of the medical
terminology but it should still be explained. This tai-
loring is sensible and is encouraged. Patients and
representative groups are often happy to review
copies of the PIS and other documents before submis-
sion. It is usually quite apparent to the REC where
this knowledgeable input has been provided.

The ethical review process

REC members are volunteers who take pride in
their work and the service they offer to researchers.
RECs have both lay and expert members covering
many disciplines, including pharmacists, statisti-
cians, nurses and medical practitioners. Professional
members are expected to consider matters pertinent
to their expertise. For example, the pharmacist will
scrutinise more closely the responses to questions
about any investigational medicinal products and the
statistician will focus most closely on the responses
to questions about the planned sample size and data
analysis. Despite their particular expertise, profes-
sionals are not polymaths so you should assume that
every REC member possesses only lay understanding
for the majority of the areas covered on the form.

After submitting your application, the REC co-
ordinator will check that all the necessary informa-
tion, papers and signatures have been provided and,
if they have been, the application will be deemed
valid and added to the agenda for the review at the
next meeting (see Figure 10.1). All members of the
REC will review all the applications, receiving them
about 10 days before the meeting. Two members of
the committee are usually nominated to act as lead
reviewers for each new application. It is the lead
reviewer’s role to undertake a thorough review and
to lead the discussion of the application during the
meeting.

The researchers will have been invited to attend the
meeting at which their application will be reviewed
and, as noted above, it is essential that they make
every effort to attend if they can. It is not uncommon
for a REC to misunderstand an element of a research
project, so it is helpful if the researcher is present
to clarify any uncertainties and answer any other
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questions. Researchers should remember that REC
members are faced with up to eight new applications
and protocols at each meeting so it can be difficult
for them to have a comprehensive understanding of
each one.

Following discussion, the committee will form an
opinion of the research. The options available to them
are:

B favourable opinion — in this instance the REC
is completely satisfied with all parts of the
research. The researcher will be informed and
their research can begin

B conditional opinion — the committee will use
this opinion if the researcher is able make a
simple change or clarify a minor point. Once
the condition of the opinion has been met, the
favourable opinion will be confirmed

B provisional opinion — this opinion is offered if
the committee needs revisions to documenta-
tion or needs matters clarifying. The researcher
usually responds by dealing with each of the
matters raised by the committee. If all the
matters raised are dealt with to the REC’s
satisfaction, then a favourable opinion will be
confirmed and the research can begin. If the
committee is not satisfied then an unfavourable
opinion will be issued. The researcher’s
response is usually dealt with by the chair or by
a subcommittee as soon as it is received

B unfavourable opinion — although uncommon, a
small number of unfavourable opinions are
given and they usually involve a significant
flaw with the application requiring a major
revision

B no opinion — the committee uses this opinion
when it believes it has not been provided with
sufficient information with which to form a
decision.

Once an application has been validated, the REC
is required to inform the researcher of its final opinion
within 60 days. A written summary of the REC’s
opinion is sent to applicants within 10 working days
of the review meeting. If a provisional opinion is
granted, all required points of clarification and sug-
gested amendments will be listed in the REC’s post-
review letter. The 60-day clock stops after the REC
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When you are ready to submit your application
for ethical review, first decide using the flow
diagram ‘where do | apply’

v

Phone the Central Allocation System or your
local REC to book in the application

v

[ Submit Part A and B of the Standard

REC application form and supporting
documentation direct to the REC within
four days of booking

v

60-day clock starts on date REC receives
a valid application

U\

If the application is ¢
not valid it may be

If the research is multi-
site the Cl can instruct

A letter confirming validation will be
sent within five days Pl to apply for SSAs at

¢ each research site

corrected and re-
submitted as a new
application

You will be invited to attend the REC meeting,
or to be available by phone

v

After the meeting, the REC may write to
request further information or clarification.
The clock stops whilst awaiting a response

v

You may be given a second chance to respond
to the initial request for further information or
clarification (but no new issues may be raised by
C DA

The PI at each site must
submit the SSIF and PI
CV for SSA

the REC at this stage)

v

Applicants will be advised of the ethical opinion
of the REC within 60 days

v

If the study is given a favourable opinion then
the SF1 will be reissued each time a SSA
is completed

Site-specific assessors
will advise the main

REC on the outcome
of the local assessment

Figure 10.1 How to apply for approval from an NHS research ethics committee

Cl — chief investigator; Pl — principal investigator; SSA — site-specific assessment; SSIF — site-specific information form;
SF1 - site approval form

Reproduced with permissions from National Research Ethics Service (2007) Guidance for Applicants to the National
Research Ethics Service. London, National Patient Safety Agency.

has informed the researchers of its opinion if a  overthe 60 days. Once the REC receives the research-
response is required from the researcher. This ensures  er’s response, the clock starts ticking again. Although
that a researcher who is slow to respond to the REC’s  the REC has 60 days to inform the researcher of its
post-review letter does not cause the clock to tick  decision, it usually takes considerably less time than
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this. Modifications to documents should be tracked
and version numbers updated. When the response is
received, the chair or a subcommittee usually reviews
changes and offers a final opinion. Concerns with the
modifications can be raised, but the REC cannot raise
new concerns at this time (unless they arise from a
lack of clarity in the new information).

An unfavourable opinion is uncommon and can be
appealed to another REC, which will receive the
original paperwork. When reviewing an appealed
application, REC members do not feel bound by the
preceding opinion and it is not uncommon for opin-
ions to be reversed. If a rejection is upheld, advice
may be given about how the project could be rede-
signed to enable a future application to be more
successful.

It is important that researchers remember the need
to continue their communication with the REC after
the initial opinion. For example, annual reports
should be submitted to the REC using the template
available on the NRES website and the REC should
be informed of protocol amendments. If a researcher
fails to communicate with the REC the committee
may consider withdrawing their favourable opinion.

R&D APPROVAL

In addition to obtaining a favourable ethical opinion
from an appropriate REC, all researchers wishing to
undertake research in the NHS must obtain R&D
approval. The Research Governance Framework for
Health and Social Care sets out the principles,

requirements and standards for the conduct of high-
quality research (DoH 2005). The Framework also
defines the mechanisms to deliver these and describes
the monitoring and assessment arrangements. The
Framework offers clear definitions of the responsi-
bilities of researchers, sponsors, funders, hosts and
all NHS employees. The most significant practical
change for researchers resulting from implementation
of the Framework has been the new requirement to
seek approval from the NHS organisation hosting the
research. Until relatively recently, each NHS trust
had its own processes and own application form. This
made the process of seeking R&D approval complex
and time-consuming, especially if the research
involved multiple research sites and NHS organisa-
tions. With the introduction of the IRAS form this has
changed and now the R&D application form is com-
pleted alongside a number of other applications,
including the ethics application. The IRAS applica-
tion form can be used for seeking multiple approvals
(see Box 10.4). The researcher is required to com-
plete a single online form, which then generates
the necessary application forms for difference
approvals.

Researchers are required to submit a site-specific
information (SSI) form directly to the relevant NHS
R&D office. The SSI form provides information that
is specific to a particular research site in a multi-sited
study. This form combines the information needed
for site-specific assessment (SSA), where required,
and local R&D approval. Site-specific assessment is
an assessment of the suitability of each research site
used in a multi-site study and local principal investi-
gator who is responsible for the study at the particular

Box 10.4 Multiple approvals using the IRAS application form

Administration of Radioactive Substances Advisory Committee (ARSAC)

Gene Therapy Advisory Committee (GTAC)

Medicines and Healthcare Products Regulatory Agency (MHRA)
Ministry of Justice (including research involving prisoners)

NHS research offices
NRES research ethics committees
Patient Information Advisory Group (PIAG)
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site. The R&D office will also wish to review the
study-wide form, generated through the IRAS appli-
cation, and other documents, including PIS, consent
forms and any letters or questionnaires to be used.

In November 2008, the National Institute for
Health Research (NIHR) Co-ordinated System for
gaining NHS Permissions (NIHR CSP) was intro-
duced for NIHR Clinical Research Network Portfolio
studies. Portfolio studies are those that meet eligibil-
ity criteria set by the NIHR Clinical Research Network
Coordinating Centre (CRNCC). For example, studies
funded by the NIHR, research councils and national
charities where grants are awarded through open
competition and subject to rigorous independent sci-
entific review. This system should streamline the
process by which NHS trusts provide R&D approval
for new research and should reduce duplication in
NHS review processes. NIHR CSP has a single entry
point, via IRAS, so that researchers are able to apply
for permission from all NHS sites in England through
a single gateway. It is important to remember that this
process can only be used by those whose research fits
within the NIHR Clinical Research Network Portfolio.
Research outside this portfolio will still need to apply
to individual NHS trusts.

Another new initiative is the use of research pass-
ports with the aim of simplifying the administrative
procedures associated with issuing honorary research
contracts to those not employed directly by the NHS
trust hosting the research. Research passports should
be available to NHS, university and other researchers
working in partnership with the NIHR, but other
researchers will need to seek advice about honorary
contracts from local NHS trusts.

INFORMAL ACCESS TO RESEARCH SITES

While there are formal approvals processes to be
negotiated before research can commence, it is also
advisable for researchers to ensure that they have
informal approval to access research sites. Once a
favourable ethical opinion and R&D approval have
been gained, researchers will still encounter numer-
ous ‘gatekeepers’ who can control access to partici-
pants or data. In the vast majority of cases these
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gatekeepers are willing to facilitate research, but it
helps this process if researchers approach appropriate
individuals during the early stages of the project so
that they can build up a rapport. Gatekeepers might
include the following.

B Ward sisters or managers. Ward sisters and
managers, or their deputies, are responsible for
the day-to-day management of many clinical
settings. It can be extremely difficult to under-
take research in these settings without the
support of these gatekeepers. If the research
involves interviewing nursing staff, the sched-
uling of interviews could be much easier with
the ward manager’s support.

B Caldicott Guardians. Since 2001, and in
response to the Caldicott Committee’s report
(DoH 1997), each NHS trust has appointed a
Caldicott Guardian, usually a senior manager,
who is responsible for the safekeeping of
patient records to ensure their rights are pro-
tected and to oversee how staff use personal
information. Research requiring access to
patient information may also need the approval
of the Caldicott Guardian.

B Patient support groups. Research frequently
focuses on patients in particular groups, so it
can help if the appropriate patient group sup-
ports a research project. They can facilitate
recruitment and even encourage patients to par-
ticipate. One of the biggest ways that patient
groups can help researchers is in the prepara-
tion of the PIS. As noted earlier, RECs will
spend considerable time reviewing this paper-
work and the PIS can be much improved if it
is developed with the support of those repre-
senting the target patient group.

It is important that negotiations with gatekeepers
happen as early in the research planning as possible.
It is also not uncommon for these individuals and
groups to suggest useful changes to the planned
research. If these negotiations are left until after the
formal approvals are gained it is more difficult and
time-consuming to make any amendments that might
be necessary, because they will need to be approved
by both the REC and R&D departments before they
can be implemented.
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BUILDING THE APPROVAL PROCESS INTO
RESEARCH PLANNING

Criticising the approvals processes has become a
popular pastime for many researchers in recent years
(Robinson et al. 2007). As a result, researchers have
treated seeking the required approvals as hurdles to
be jumped or barriers to be knocked down before
their research can begin. This attitude fails to appreci-
ate the great value that can result from using these
necessary processes as an integral part of the research
process. Navigating one’s way through the appropri-
ate approvals processes is also an important part of
the learning experience for research students.

The remit of RECs is to maximise benefit and
minimise risk while protecting the rights of partici-
pants (Gelling 1999). These objectives are best
achieved through mutual respect between research-
ers, RECs and others involved in the approvals proc-
esses. Within this relationship an application receives
constructive criticism and advice, in a timely manner,
before the research is able to proceed. It is also impor-
tant that the work of researchers is treated with due
respect. The view that RECs are intent on obstructing
research is misguided, compromises such relation-
ships and achieves nothing. It is similarly misguided
for those involved in the approvals processes to treat
every researcher as if they were planning to cause
harm to research participants in order to advance their
research careers. Seeking approvals is an important
part of the research process and has much to contrib-
ute to the development of new knowledge if there is
mutual respect between all those involved.

Many researchers refine their research project as a
direct result of planning applications for a research
ethics opinion and approval from an R&D depart-
ment. This process helps to ensure that research com-
bines ethical standards with the most rigorous science
in a way that is most likely to result in meaningful
evidence to guide practice.

Consideration of science and ethics
There has been much discussion, sometimes heated,

relating to the review of science by RECs. Some have
argued that RECs should only consider matters relat-
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ing to ethics and should leave the scientific review to
others (Dawson & Yentis 2007). RECs, however, will
argue that ethical review without consideration of the
science would be incomplete and inadequate. This is
based on the notion that bad science is bad ethics. In
many instances, a REC is able to feel confident in
the science because the research had undergone ade-
quate scientific peer review prior to submission to the
REC. Scientific reviews are frequently undertaken
before seeking an ethical opinion as part of the
process of applying for research funding or they are
required by universities, NHS trusts or other organi-
sations. When scientific review has been undertaken
the REC will need to focus very little of its attention
on the science and can focus on matters related
directly to ethics. If a review has not been undertaken,
or if the REC deems the review to be inadequate, then
the REC will feel obliged to consider the science. In
many instances this will result in the researcher being
asked to have a scientific review undertaken before
the REC can form an opinion. It is worth noting that
RECs are keen to see an independent external review
of the science rather than a review undertaken in the
same organisation or the same department. This con-
tributes to ensuring transparency for all those involved
in the research process.

Planning the application

There is considerable advice available to anyone
planning an application for an ethical opinion or
R&D approval. In addition to the wealth of guidance
available on the NRES and IRAS websites, advice
can be sought from the NRES helpline and from REC
chairs and co-ordinators. R&D departments also offer
advice during the preparation phase of a research
project. Both RECs and R&D departments are keen
to promote high-quality research and it can save
much wasted time, for both researchers and the
reviewing bodies, if advice is sought as early as pos-
sible. As noted in the introduction to this chapter, the
approvals processes for health and social care research
have undergone considerable change in recent years.
It is likely that changes will continue to be imple-
mented, so it is advisable to seek advice when prepar-
ing an application.



CONCLUSIONS

The key to navigating successfully through the
approvals processes and gaining access to the research
site is planning and allowing sufficient time to prepare
the application forms and accompanying paperwork.
In most cases, it is not major ethical concerns that
delay approvals, but poorly prepared and inadequately
thought through application forms and supporting
paperwork. Researchers would be advised to treat
seeking the required approvals as an integral and
useful part of the research process and to use this
process to help refine their research project.
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www.arec.org.uk — Association of Research Ethics
Committees (AREC) is an independent organisation for
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committees, including NHS, university and other com-
mittees. Its website includes information about courses
and conferences for those interested in research ethics
and those involved in ethical review.

www.mrc.ac.uk — the Medical Research Council (MRC)
provides information about the many activities of the
MRC, including guidance on matters relating to research
ethics.

www.myresearchproject.org.uk/Signin.aspx — Integrated
Research Application System (IRAS) allows access to
registration and use of the IRAS form.

www.nres.npsa.nhs.uk — the National Research Ethics
Service (NRES) provides a wealth of information and
guidance on matters relating to research ethics and
seeking ethical opinion.
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www.rcn.org.uk/__data/assets/pdf_file/0004/56695/
researchethicsmay07.pdf — Royal College of Nursing
(RCN) guidance on research ethics intended for nurses
and others involved in research.

www.rcn.org.uk/__data/assets/pdf_file/0003/56703/
informedconsentdec05.pdf — Royal College of Nursing
(RCN) guidance on informed consent.

www.rdforum.nhs.uk — the NHS R&D Forum is a network
for those involved in planning and managing research in
health and social care.

www.wma.net/e/policy/b3.htm — the Declaration of Helsinki
includes a full version of the Seoul 2008 revision of the
Declaration of Helsinki.



Choosing the Right
Approach

This section forms the heart of this book, as research approaches in nursing are
many and diverse, and it is important to understand the range of approaches avail-
able before choosing a specific one to answer a particular question.

The section begins with a theoretical chapter tackling the two broad approaches
available to the nurse researcher. Chapter 11 considers the philosophical underpin-
ning of the qualitative and quantitative paradigms in research, and emphasises the
necessity to engage in the complex debates raised in the extensive literature on
this subject. Both approaches, however, are valid for nursing research, and the
perspective adopted should be guided by the nature of the question to be answered.

Chapter 12 stands alone as an essential pre-requisite to any research design,
be it qualitative or quantitative. Sampling procedures are well established for many
methodologies, and this chapter discusses a variety of the most common sampling
strategies used in nursing research, with appropriate examples from the literature.
Sampling cannot be considered separately from issues of research design, as it
will determine the resources required and therefore the feasibility of the project.

The following three chapters introduce the major approaches used in qualitative
research: grounded theory, ethnography and phenomenology.

Chapter 16 is newly written for this edition, and introduces a relatively new
approach known as narrative research. This has much in common with other quali-
tative methods, but does not fall readily into the major categories. Narrative
research has particular relevance to nursing research because of its use to uncover
the experience of patients through ‘iliness biographies’.

The focus then moves on to the major quantitative approaches with a series of
chapters that deal with mixed methods. Chapter 17 introduces experimental design
and Chapter 18 surveys. Both these approaches have a long and well-established
history in medical and social sciences, and both are also widely used in nursing
research. These chapters discuss the strengths and weaknesses of the methodolo-
gies and highlight examples from the nursing and medical literature where they
have been used to good effect. Chapter 17 includes a critical discussion of the
randomised controlled trial and its place as the ‘gold standard’ of medical research
evidence. Chapter 18 includes a short section on epidemiology, a well-established
research tradition that has perhaps been overlooked in nursing research.

There follow nine chapters that each take a very specific approach used in nursing
research. Five of the nine chapters have been newly written for this 6th edition of



the book, reflecting the dynamic state of nursing research methodology. The Delphi
approach (Chapter 19) and historical research (Chapter 26) have both been used
for some years in nursing research, but were not included in the 5th edition of the
book. This omission, it was felt, needed to be rectified. Action research (Chapter
20), evaluation research (Chapter 21), case study research (Chapter 22) and sys-
tematic reviews (Chapter 24) are all still deservedly well-used methodologies, and
the chapters on these have been updated accordingly. The increasing need for
guidance on research undertaken by, and for, practitioners has been addressed in
Chapter 23, where those who are engaged in healthcare practice are encouraged
to engage in systematic and rigorous research that arises directly from their eve-
ryday experience. Chapter 25, on the emerging methodology of realist synthesis,
complements the previous chapter on the more established discipline of systematic
reviews. Realist synthesis is particularly appropriate for assessing the impact of
complex interventions in their context and for developing theory. Finally in this
section, Chapter 27 discusses mixed methods, combining qualitative and quantita-
tive approaches in the same research project.



e—Qualitative

INTRODUCTION

Not that long ago the unique characteristics and dif-
ferences between qualitative and quantitative research
would have been described in a way more akin to an
intellectual battleground, with researchers aligned to
a particular camp. That position has undergone con-
siderable revision across many disciplines and is par-
ticularly marked in nursing. Today, there is a growing
recognition that the use of a range of approaches
strengthens, rather than divides, nursing enquiry.
Researchers, irrespective of their preferred way of
approaching problems or questions, are involved in

an endeavour with a shared purpose. Quality in
research is about using the most appropriate approach
for investigating research problems and about
researchers adopting a systematic, rigorous and
transparent approach for exploring, discovering,
confirming and understanding. Underlying the
practice of research and its findings are fundamental
questions about the nature of knowledge, termed as
epistemology, and what we understand as reality. In
recognition of the fact that nursing, as a research
active profession, does not function in isolation, the
assumptions and contribution of the natural sciences,
western medicine and the social sciences will be
examined.



The Research Process in Nursing

THE CHARACTERISTICS OF
QUANTITATIVE AND QUALITATIVE
RESEARCH

First, let us turn our attention to the defining charac-
teristics of the two approaches. Philosophically,
quantitative research is underpinned by a tradition
that proposes that scientific truths or laws exist; this
is called positivism. These truths emerge from what
can be observed and measured, and can be studied as
objects. Methods that minimise, or are free from, bias
are used to do this so that greater confidence can be
given to any findings. This approach is often referred
to as the scientific or empirical method. Qualitative
research, in contrast, fits more neatly within an infer-
pretivist tradition which is based on assumptions that
in order to make sense of the world, human behaviour
should be interpreted by taking account of interac-
tions between people. So research that seeks to under-
stand human behaviour and the social processes we
engage in must employ approaches and techniques
that allow interpretation in natural settings. This
interpretative stance goes further, as qualitative meth-
odologies also strive to emphasise that there is no

single interpretation, truth or meaning, but recognise
that just as human beings are different, so are the
societies and cultures in which they live their lives.
Box 11.1 sets out the different qualities and charac-
teristics that have been used to describe the two
approaches. Although of some value, the information
is presented in stark contrast to emphasise the differ-
ences, and you may not always be able to recognise
all these characteristics in any single report of a quan-
titative or qualitative study.

INFLUENCES AND CONTRIBUTIONS TO
THE DEVELOPMENT OF NURSING
RESEARCH

It might seem a little odd to discuss the influence of
other disciplines in a textbook targeted to a nursing
readership, but it would be naive not to recognise the
shared history and mutual dependency. Biomedicine,
like contemporary nursing, has it roots in the nine-
teenth century. This period of accelerated social
upheaval and industrialisation brought many scien-
tific breakthroughs and technological innovations.

Box 11.1 Characteristics of quantitative and qualitative research

Quantitative research

Qualitative research

Hard science Soft science

Objective Subjective

Political Value-free

Reductionist Holistic

Logico-deductive Dialectic, inductive, speculative
Cause and effect relationships Meaning

Tests theory

Control

Instruments as data collection
tools

Basic unit of analysis: numbers

Statistical analysis

Generalisation

data

Develops, advances and reinterprets theory
Shared interpretation
Listening and talking, observation as ways of gathering

Basic unit of analysis: words
Interpretation
Uniqueness/transferability

Sources: Burns & Grove (2008), Silverman (2005, 2007)
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These changes inevitably challenged previously held
notions of illness. The premise that illness was caused
by an imbalance, a loss of harmony between indi-
vidual and the environment, was questioned, and
more rational, objectively based approaches were
adopted. During the same time period modern nursing
began to emerge under the leadership of such figures
as Florence Nightingale and Mrs Bedford Fenwick
in response to the plight of soldiers injured in the
Crimean War and the growing demand for a different
type of workforce to support the organisation and
delivery of what has become hospital medicine.

What is now described as reductionism emerged as
a way of studying the causes and treatment of
disease(s). This approach allows disease to be objec-
tified, and the experience of ill health to be reduced
to the signs and symptoms that allow it to be better
classified and diagnosed, and the response, if any, to
treatment to be monitored. This view of illness as
an object inevitably distances the doctor or nurse,
encouraging detachment from the influencing effects
of subjectivity. You can still see this approach in
medical practice where routine assessment involving
taking a patient’s history to establish diagnosis might
more correctly be described as an illness history.

Objectification and distancing is ingrained in the
scientific tradition through separation of the subject
of research from the investigator. The belief that
removing the doctor or researcher from the context
in which healthcare is delivered, or research under-
taken, provides a sense of security that neither doctor
nor researcher impacts on illness or makes judge-
ments about it. That picture of medicine and research
performed by an objective yet fundamentally altruis-
tic scientist fails to recognise that ‘medical knowl-
edge is never disinterested’ (Annandale 1998: 5).
Indeed, scientific neutrality has itself received con-
siderable attention from a number of social scientists
(Foucault 1973; Hammersley 1989; Shipman 1997)
and nurse researchers (Johnson & Webb 1995; Porter
1995).

The study of societies, the people within them and
the ways in which they organise themselves is the
focus of sociology, which at its most basic is an
acceptance that people are different from objects.
Objects do not have thought or consciousness, they
do not reason, think or reflect, and therefore are quali-

The Quantitative-Qualitative Continuum

tatively different from people. Importantly, objects,
unlike people, do not have free will or choice. For
that reason the ways in which a researcher might
study and understand objects will, by necessity, be
different from the approaches used to understand
human society or indeed nursing. However, this argu-
ment becomes quite complex when applied to health-
care, where people become patients. In so doing
they can be viewed objectively as a dysfunctioning
machine, and subjectively as an individual interacting
with people and systems designed to support their
illness. This complexity of the subjective person and
objective body, aligned philosophically as interpre-
tivisim and positivism respectively, reinforces
why both quantitative and qualitative approaches
can and do make important contributions to our
understanding.

The positivist approach to investigating the social
and natural world draws on empiricism and the sci-
entific method. It is based on the assumption that
social life, like natural sciences, can be studied as
facts. That is not to say that the ways in which indi-
vidual, groups and societies organise themselves or
their beliefs and practices are objects, but more that
they can be examined as such. Interpretivism, on the
other hand, asserts that the purpose of research is to
examine meaning, and therefore interpretation must
remain central. Groundbreaking research undertaken
nearly 50 years ago introduced the interpretative
approach and continues today to inform thinking
about medicine (Becker et al. 1961), mental illness
and stigma (Goffman 1964), and the dying (Glaser &
Strauss 1965).

EMPIRICISM AND THE SCIENTIFIC
METHOD

Science, Western modern medicine and quantitative
approaches have their origins in the philosophical
movements of the 16th and 17th centuries. A logical
approach for developing knowledge emerged, built
on the three principles of scepticism, determinism
and empiricism. First, anything, irrespective of its
origin or authority, is open to analysis and doubt and
thus is susceptible to scepticism. Second, regular laws

131



The Research Process in Nursing

and rules of causation determine all things — deter-
minism. Third, empiricism asserts that enquiry or
problem solving such as research should be under-
taken through observation and verification. The
application of the scientific method was a major
developmental shift in thinking from previously held
explanations and it encouraged a way of looking at
the natural world, one freed from mystery and super-
stition clouded by religious explanations (Shipman
1997). The scientific method became a formula for
the production of knowledge and, as Figure 11.1
illustrates, is based on the processes of induction and
deduction.

It might be useful to consider how the scientific
method has become part of how we understand events
around us and, moreover, how information is pre-
sented to us through the media. Try to remember your
first encounter with science at school. Probably early
in your school career you learnt how to undertake and
report a simple experiment. This no doubt involved
learning how to make accurate descriptions, reliable
measurements and diligent recordings of your obser-
vations about what occurred to help you understand
whatever you were investigating. From that first
exposure to the scientific method, schoolchildren are
taught to describe the equipment used, how to under-
take a test and record any deviations from the
approved recipe, what they used to measure any reac-

tion or outcome, and to document the results. These
skills form the basis of observation, description and
measurement that underlie much of the conduct of
science. By using this approach findings can be trans-
lated into explanations. These explanations are often
expressed as hypotheses or theories that are them-
selves amenable to testing. This progression from
observation to statement of a relationship between
different observations (hypotheses) to theory and ulti-
mately generalisation is termed induction. So theories
derived through the process of induction move from
the particular to the general and can be seen as an
organising system for what are essentially conjec-
tures or tentative proposals based on observation
(Polgar & Thomas 2008).

An essential feature of any scientific theory is the
account of how the theory works and its potential to
predict. These predictions enable the researcher to
deduce causal relationships, expressed through theory
but testable through controlled observation. The
results of testing (experimentation) will produce data
that can be translated into findings that may be con-
sistent with the predictions expressed in the original
hypothesis. This verifies or provides support for the
theory. Alternatively, the results may fail to support
the hypothesis and contradict the theory. Ultimately,
the volume of conflicting evidence may swell to such
proportions that the original theory is discarded.

Induction

v

Observation

Hypothesis

Theory

a

Deduction

<
«

Figure 11.1 The scientific method
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Hence any scientific theory is not an absolute truth,
but only provisional, and therefore can be modified,
refined, disputed or invalidated (Popper 1972, 2002).

It might be helpful to illustrate the scientific method
with an example. Imagine you are working on a sur-
gical ward where patients are admitted for elective
surgery. You observe that those patients who have
not received preoperative preparation about the pro-
posed procedure experience greater distress postop-
eratively than those who have received preparation.
You also observe that the unprepared patients require
more analgesia and appear to mobilise more slowly.
You develop a theory that suggests a relationship
between information and postoperative outcomes. In
fact, two seminal studies undertaken by Hayward and
Boore in the 1970s did just that (Hayward & Boore
1994). These studies demonstrated a relationship
between information and the level of pain experi-
enced by patients recovering from surgery. You could
ask whether the relationship between information and
pain was an existing theory that Boore and Hayward
sought to test using hypothetico-deductive reasoning,
or whether the theory emerged from them observing
patients who received pre-operative information.
Probably the initial idea came from the latter, but the
former approach was used to demonstrate the rela-
tionship. As discussed in Chapter 2, initial ideas for
research often come from observation, and are
checked by literature searching and analysis prior to
undertaking an investigation. In this way, existing
understanding can be examined to avoid embarking
prematurely on ill thought through research, and also
to refine and hone original research ideas.

To extend this discussion, Wilson-Barnett (1988),
drawing on many of the same theoretical ideas asso-
ciated with the positive benefits of information,
deduced that anxiety associated with radiological
investigations could be reduced by information
giving. Her results supported in part the value of
information in reducing anxiety, but also found that
in some cases information could make people more
anxious. Although a deductive approach was used to
undertake the work, the interpretation of the findings
led to an inductively driven revision and modification
of the original theoretical assumptions. This rein-
forces the assertion that any knowledge is only
provisional.

The Quantitative-Qualitative Continuum

Today we have far greater insight about the benefi-
cial effects of information giving and best ways to
provide that information to patients, their relatives
and carers (Davies er al. 2008). Technological
advances such as the worldwide web and mobile
technology continue to increase the volume of infor-
mation available to patients (Murray et al. 2005;
Antiila et al. 2008; Atack et al. 2008). Even so, some
users of health services still have cause to complain
about the poor quality of information received,
despite the wealth of evidence confirming that the
experience of healthcare is enhanced by effective
education and information (Kinnersley et al. 2007).
This problem of translating what is known — the evi-
dence base — into practice will be developed in much
more detail in Chapters 38 and 39. Yet, even for
something as fundamental as information giving,
there are still many unanswered questions that deserve
further investigation.

B How do we ensure that information giving is
appropriately targeted?

B Is information provided at the appropriate
level?

B Do healthcare professionals have the skills
or wherewithal to provide information
effectively?

B What is it about healthcare organisations and
the way(s) in which health professionals inter-
act with users that prevents them from com-
municating effectively?

These questions as research problems may require
a number of different research approaches, as it is
unlikely that one approach will provide all the
answers.

In research that is largely deductive, the theory
normally directs and drives the design and interpreta-
tion. In inductively driven work theory serves to
provide a commitment to a particular way of looking
at the world, such as feminism, or to justify a meth-
odological approach (Sandelowski 1993). This is
why you may be able to identify the theoretical
framework that informed a research design in research
reports. This explicit reference to the theoretical basis
of the work can help the reader to navigate the inter-
pretation offered, but it can also provoke criticism
when the theoretical framework itself appears to
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create a tension within the work, particularly if it
appears incongruent with the research approach. For
example, Patricia Benner’s (1984) influential work
Novice to Expert, which explored how nurses devel-
oped competence, became the focus of some critical
censure on these grounds (Cash 1995), albeit firmly
countered by the author (Benner 1996). A further
consideration concerns the role of theory in research.
If data are collected in the absence of an organising
framework or theory it could attract the criticism that
the researcher is merely confirming their own biases
(Grbich 1999). At this juncture it might be helpful to
look at the two approaches in more detail.

QUANTITATIVE RESEARCH

Quantitative research is a broad, umbrella term for
research that uses methods that collect evidence that
can be transformed into numerical data and are based
on a positivist position. Often the numerical data pro-
duced in quantitative research can be statistically
manipulated to confirm (or sometimes fail to confirm)
the original hypothesis or research question. The find-
ings can then be used to make predictions or indicate
trends. Formal, objective and systematic processes
are used to explain causal relationships between
events or things (variables). Underpinning quantita-
tive research is the principle that the world is stable
and predictable and the quantitative researcher, by
controlling external influences, can seek to minimise
bias that might otherwise explain the findings. The
ultimate aim is for the researcher and the consumer
of the research to be assured that any results are valid
and reliable (see Chapter 2). Classical experimental
design is one such method. but surveys, analysis of
official statistics and structured or non-participant
observation are all quantitative methods (Silverman
2005).

The use of quantitative research methods is illus-
trated in the study undertaken by Todd ef al. (2008),
where the research team set out to establish when was
the best time for women undergoing surgery for
breast cancer to commence full shoulder movements
as part of an exercise regime (see Research Example
11.1). They defined, for the purposes of the study, the
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clinical outcomes most amenable to measurement
and presentation as numerical data. Outcomes
included incidence of lymphoedema, reduced shoul-
der mobility and health-related quality of life. Using
these outcomes, statistical analysis suggested women
should not commence above shoulder exercise until
at least seven days after surgery.

From this example you can see how in quantitative
research the focus of study has to be broken down
into those component parts that can be readily defined
and are measurable. This provides greater assurance
to the researcher and reader that the results are the
product of consistent, reproducible measurement that
describes what the researcher sought to understand.
The accuracy of any instruments developed to
measure whatever is under investigation and their
ability to consistently reproduce results is fundamen-
tal to undertaking quantitative research. This also
allows other researchers to replicate the study and
therefore compare, confirm and question existing
findings. The problem for the researcher is that
dependency on measurement of what can be complex
theoretical ideas or models is reliant on the clarity
of the conceptualisation of the underlying concept,
the technology available and the reliability of the
researcher to use the instrument consistently. No
matter how diligent a researcher is, or how well
designed a study, the instrument used to test the find-
ings could be reliable yet will not necessarily give
valid results. In other words, the research may
measure something, but not necessarily the thing that
was under investigation. That is why it is often more
of a challenge in research to establish with any con-
fidence that findings represent facts or truths about
something than it is to construct an approach to
measure the phenomenon under investigation or
some part of it.

Another feature of quantitative research is that it
aspires to objectivity, and therefore different
approaches are used to keep the researched (partici-
pants) at a distance from the researcher. Detachment
is used as a strategy for reducing bias and minimising
any involvement that might contaminate the results
or influence outcomes. There are numerous ways to
increase detachment, including randomisation of par-
ticipants. This ensures the researcher remains unaware
(blind) of which subjects receive an intervention and



The Quantitative-Qualitative Continuum

11.1 A Quantitative Research Study

Todd J, Scally A, Dodwell D, Horgan K, Topping A (2008) A randomised controlled trial of two
programmes of shoulder exercise following axillary node dissection for invasive breast cancer.
Physiotherapy 94: 265-273.

This British study compared the incidence of treatment-related complications including lym-
phoedema and shoulder mobility from use of a shoulder exercise programme. Traditionally,
women undergoing breast cancer surgery involving the axilla have been taught shoulder exer-
cises and encouraged to persist with exercise regimes long term. The literature was inconclu-
sive regarding timing (when exercises should commence postoperatively) and extent
(above-shoulder mobilisation). This study compared early (within 48 hours postoperatively)
versus delayed (day 7) introduction of full shoulder exercise. At three months following initial
treatment 116 women patients were randomised to either full or restricted shoulder mobilisa-
tion programmes. Exercises were taught by nurses and women received additional written and
diagrammatic material. Patient outcome measures were incidence of lymphoedema (arm
volume increase >200 ml), wound drainage volumes, range of shoulder movement, grip strength
and health-related quality of life (shoulder disability questionnaire, Functional Assessment of
Cancer Therapy — Breast). Results showed that women who underwent early full shoulder
mobilisation had a higher incidence of lymphoedema one year postoperatively. Other outcomes,
including grip strength, shoulder movement and quality of life, indicated patient acceptability
was also similar. The researchers concluded that women undergoing axillary surgery should

undertake exercise regimes that delay full shoulder mobilisation.

which do not by referring to all subjects by a coded
descriptor, thus promoting anonymity and separating
those delivering an intervention from those responsi-
ble for collecting data. In the study by Todd et al.
(2008), an independent researcher recruited the
women, allocated them to either the control or inter-
vention group and collected the outcome data, thus
removing any danger of bias. Nurses who were
directly involved in advising the women on their allo-
cated exercise programme were not involved in these
activities.

QUALITATIVE RESEARCH

Defining qualitative research is often made more dif-
ficult by the absence of a common, unified set of
techniques, philosophies or underpinning perspec-
tives (Mason 2002). Qualitative research methods are
used across a range of disciplines, such as the social
sciences, management and nursing, and are beginning
to be used more widely in the biomedical sciences.

Qualitative researchers use an array of terms, con-
cepts and assumptions that may appear less familiar
on initial encounter than scientific terms. This can be
particularly confusing to the novice researcher, who
not only has to contend with the challenge to previ-
ously held notions of what is robust research, but also
has to acquire what at times appears to be a new
language. An analogy might be trying to cook from
a recipe where all the ingredients and terms for tech-
niques such as sieving, mixing, beating and combin-
ing were different and possibly unfamiliar. This
would inevitably make you feel uncertain about what
you had to use, how to use it and what the final
product might be like. Moreover, the uncertainty if
you persevere would require you to interpret to make
sense of the recipe. This is not dissimilar from the
processes involved in doing qualitative research.
Ethnography, phenomenology, grounded theory and
case study are just some of the methodologies that are
part of the cluster of approaches that can be consid-
ered qualitative. Various attempts have been made to
categorise what seems an incomprehensible array
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(see Creswell 2007; Denzin & Lincoln 2005). Some
of these different methodological approaches will be
examined in more detail in subsequent chapters, par-
ticularly Chapters 13-15. Research Example 11.2
presents a summary of a qualitative study by Reid-
Searl et al. (2008) using a particular methodological
approach — grounded theory.

The subjectivity of using an approach where the
researcher and the research are closely intertwined
has its problems, and reflexivity (critical self-
reflection on the research process and interpretation
of data) is an important part of the qualitative
researcher’s toolkit (Schwandt 1997). Reflexivity has
some similarities to the strategies used in reflective
practice. In qualitative research the acknowledge-
ment of the influence, and hence the critical scrutiny,
of the researcher is often subject to the same level of
examination as the research itself (Carolan 2003). For
this reason, emphasis is placed on recording in field
notes a description of what was seen, said and done
in the act of doing the research, as well as interpreta-
tion of meaning in memos.

This emphasis on involvement and analytical
detachment can seem paradoxical to the reader. The
research approach encourages involvement, as the
researcher frequently designs the study and collects,

interprets and reports the data themselves. They can
therefore influence and exert a bias on all stages of
the research process. Yet the researcher(s), even
though the report may be written in an engaging style,
more often than not using first person pronouns,
employs a number of different devices to assure the
reader that the study is trustworthy. For example,
Koch et al. (2004) in a study examining how people
with long-standing asthma manage the condition use
the pronoun ‘we’ to signal to the reader the subjectiv-
ity of the approach, yet provide a transparent descrip-
tion of how the research was conducted, which of the
research team undertook specific activities, and how
the findings were created and corroborated by the
participants. They also suggest that readers can judge
the authenticity of the findings by the inclusion of
selected snippets of interview data in the report.
Data collection or generation is reliant on using
approaches that are sensitive to the social context in
which the data are produced. So qualitative studies
often lack standardisation, as too rigid or unsympa-
thetic an approach might reduce the authenticity of
the data. Semi- or unstructured interviewing and par-
ticipant observation are commonly used methods in
data collection and are often used in combination.
Raw data may be recorded on to audiotapes or video-
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11.2 A Qualitative Research Study

Reid-Searl K, Moxham L, Walker S, Happell B (2008) Shifting supervision: implications for
safe administration of medication by nursing students. Journal of Clinical Nursing 17:
2750-2757.

This study adopted a grounded theory approach to explore undergraduate nursing students’
experience of medication administration in practice settings. Data were collected from in-depth
interviews with volunteer final year students (n = 28) recruited from a university in Queensland,
Australia. Data were analysed using a constant comparative method that involved open, axial
and selective coding. A central category emerged, supervision, which was refined to shifting
levels of supervision. This is offered as a framework to illustrate how the level of supervision
given by registered nurses to students when engaged in medication administration changed.
The levels were described as being with, being over, being near and being absent. The research-
ers concluded that the potential for errors associated with medication administration is widely
recognised as a major safety issue in healthcare. Registered nurses need to be with students
if they are to acquire the requisite skills and embed knowledge required for safe practice. From
this study the level of supervision was reported to be inconsistent and this has serious impli-
cations for safety including error minimisation.



tapes or in field notes and then transcribed and trans-
formed into words for analysis. Qualitative analysis
inevitably involves breaking the data up and coding
the different segments. Increasingly, researchers
use software packages to assist in managing data.
Irrespective of whether the researcher uses paper-
based or electronic software for handling the data, the
process involves a fracturing process that includes
breaking down, coding, re-ordering and reconstitut-
ing in order to describe, explain or generate theory.

CRITICAL ACCOUNTS OF RESEARCH
EPISTEMOLOGY

Numerous commentators have offered critical
accounts of the epistemology, methodologies and
methods used in the name of research, irrespective of
perspective. Criticism should not necessarily be seen
as negative, and debate could be considered an indi-
cator of the health of a discipline and its practitioners.
Much of the criticism centres on the rigour of the
approaches used to manufacture results and the ques-
tionable disinterest of research and researchers. Two
of the arguments that cast doubt on the validity of
many assumptions inherent in scientific enquiry are
those offered by Popper (1972, 2002) and Kuhn
(1972). Popper’s argument is philosophical, exam-
ines the provisional nature of any knowledge or truth,
and maintains that researchers should seek to chal-
lenge hypotheses rather than set out to prove them.
Kuhn offers a critical account of the culture of
research communities and how they are self-main-
taining and constraining. He terms this a paradigm
that arguably limits the development of new ways for
looking at problems. An example from history is how
understanding of infection transmission was over-
turned by germ theory. This change took considerable
time before finally it was adopted, despite the consid-
erable efforts of the Austrian obstetrician Semmelweiss
(1818-1865). He encountered bitter resistance and
incarceration in a mental hospital when he tried
to disseminate his evidence relating to the positive
benefits of hand washing. This shift in understanding
ultimately led to the introduction of routine hand
washing in healthcare — still a pressing issue
today.

The Quantitative-Qualitative Continuum

It might be useful to apply these two critiques to
nursing. To do this, think of nursing as a culture. One
of the enduring narratives in the nursing literature is
thatassociated with the conceptof caring. Considerable
effort has been exerted to define caring, understand
it better through research and to theorise about the
significance of caring to the experience of nursing
and, importantly, being nursed. Indeed, recently
Juliet Corbin (2008) pondered the question: is caring
a lost art? This has become the focus of a debate (see
Brearley 2008; Ehlers 2008; Griffiths 2008; Maben
2008; Pajnkihar 2008; Rolfe 2009). For the purposes
of this discussion, accept as given that caring is a
paradigmatic framework for nursing, an explanation
for the nature of nursing and, by extension, presents
a way of interpreting what is done as nursing. In
effect, the way caring is theorised prescribes the
way(s) in which research will be undertaken to better
understand it. It is not difficult, using a Kuhnian
analysis, to distinguish a link between the volume of
effort invested in understanding caring, its elevation
as the primary contribution of nursing to care deliv-
ery and an explanation for the rapid assimilation
of qualitative approaches into nursing research
(Ramprogus 2002).

A different but associated criticism of research
about nursing is that the work fails to make visible
the caring aspect of nurses’ work (Maben 2008). This
is said to make nurses’ efforts and the unique contri-
bution of nursing invisible, with the consequence that
the impact of nurses’ caring skills on health and
patient outcomes has gone unrecognised (Oakley
1984; Weinberg 2003; Enns & Gregory 2007).
Applying a Popperian analysis, the research activity
seeking to uncover caring should focus on critical
appraisal of caring as the essential concept of nursing.
In effect, this would challenge the hypothesis or at
least encourage critical analysis of any understand-
ings that emerge. Numerous arguments have been put
forward to explain why particular methods used to
demonstrate the concept of ‘caring’ are not sensitive
enough or are inappropriate to capture the nature of
caring, or that the assumptions underlying the concept
have not been considered critically (Barker er al.
1995; Johnson 1999; Nelson & McGillon 2004).
Kuhn would contend that it is only when there is
enough substance to cast doubt, or a competing set
of assumptions emerge, that a paradigm shift ulti-
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mately occurs. This is when a discipline changes its
way of understanding problems. A recent reorienta-
tion can be seen in the policy and research attention
given to nurses’ work across the globe. The research
focus has shifted towards the organisational con-
straints that impact on care delivery (Weinberg 2003)
and identification of the outcomes of nursing that can
be measured (Rafferty et al. 2007). This has trans-
formed understanding of nurses’ contribution to
patient safety and quality care. Interestingly, the shift
to a focus on outcomes has by necessity used quan-
titative methods.

BLENDING QUANTITATIVE AND
QUALITATIVE APPROACHES

A solution offered as an alternative to using one or
other research approach is to blend qualitative and
quantitative approaches through the use of mixed or
combined methods (Becker 1996; Brannen 2005;
Burke Johnson & Onwuegbuzie 2004; O’Cathain
2009). Chapter 27 deals with this issue in more depth,
but we will consider it briefly here. The advantage of
blending approaches is the added value that using
different yet complementary approaches can provide,
particularly if the relative weaknesses of one are
offset by another. The approach is not without its
critics, however (Brannen 2005). The use of a number
of methods within a research design is termed trian-
gulation. The term has more traditionally been coined
to refer to procedures used in surveying to pinpoint
a particular geographic position by taking reference
measurements from three or more points. In research,
it is used to describe a way to increase the types of
information obtained from participants to produce a
more holistic picture (Begley 1996).

There is, however, a difference between using a
number of methods to provide convergent views yet
still provide a coherent account and an approach
where a range of data collection strategies are used
to provide a more complete but layered analysis.
According to Denzin (1989), triangulation in research
can take a number of forms — data, investigator,
theory and method. Data triangulation involves using
a number of different data sources that can shed light
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on a particular phenomenon. That said, Hammersley
and Atkinson (2007) warn that using multiple data
sources may not always confirm inferences but it may
make differences more blatant and act as a further
check to credibility. Theoretical triangulation encour-
ages the use of competing theory to compare and
contrast interpretations of data. By this means theory
can be advanced and revised. Methodological trian-
gulation can be within methods where compatible
data collection methods such as participant observa-
tion, qualitative interviewing and field notes can
be used. Alternatively, dissimilar data collection
strategies from different research traditions may
be used to illuminate the same phenomenon, such as
using a structured questionnaire with focus group
interviews.

Criticisms of triangulation include concerns
about philosophical incongruity between the position
of positivism, with its emphasis on objective
truth, and the interpretative traditions that make no
claims to any single reality (Silverman 1985;
Johnson et al. 2001). Another criticism is that it
can merely compound sources of error (Armitage &
Hodgson 2004) inherent in the methods employed.
There is also the issue of how the reader should
judge quality, particularly if competing research
traditions are used in the same study (Creswell &
Tashakkori 2007).

JUDGING THE QUALITY OF QUANTITATIVE
AND QUALITATIVE RESEARCH

Judgement inevitably introduces a comparison. In
order to contrast one thing with another, the indi-
vidual making the comparison uses criteria to judge
the two things. In quantitative research these are nor-
mally the concepts of reliability and validity. Various
commentators have questioned the appropriateness of
using these concepts that fit with a positivist world
view with research methodologies that do not sit
comfortably with that way of thinking (Koch 1994;
Koch & Harrington 1998; Mays & Pope 2000). Those
voicing this position maintain that distinctive criteria
are required to assess qualitative research. Lincoln
and Guba (1985, 1989) offered one such set of
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Table 11.1  Comparison of the criteria used to judge the trustworthiness of a study

Quantitative research

Internal validity: extent to which what is observed
truly represents the variable under investigation

External validity: extent that the results of a study
can be generalised to other contexts and populations

Reliability: refers to the consistency and accuracy of
the data collection approach or instrument

Objectivity

criteria based on the concept of trustworthiness, later
refined as authenticity criteria (see Table 11.1). An
alternative position proposed is that researchers
should adopt a more tentative position referred to as
subtle realism (Mays & Pope 2000). This is a more
conciliatory position and recognises that research is
more concerned with representing what is perceived
as reality rather than trying to present truth
accurately.

CONCLUSIONS

This chapter has examined the key assumptions
underpinning the research process. In doing so it has
attempted to move attention away from quantitative
and qualitative research as two approaches divided
by irreconcilable differences and instead to consider
them as different approaches with strengths and
weaknesses, whether used separately or in combina-
tion. Subsequent chapters will emphasise that the
purpose of research is to adopt the right tools for the
task in hand. Just as a driver faced with a punctured
tyre would select the appropriate equipment and most
effective way to approach the task, arguably the same
principles apply to research problems. It would be
naive not to recognise that a researcher experienced
in the use of a particular methodology or method, or
holding a particular set of beliefs about the world,
would be more inclined to explore research problems
amenable to their preferred approach(es), just as a

Qualitative research
Trustworthiness Criteria (Lincoln & Guba 1985)

Credibility — fit between participant’s views and
researcher’s representation of them

Transferability — relates to the adequacy of the
description to judge similarity to other situations so
findings might be transferred

Dependability — relates to transparency of the
research process and decision trail

Confirmability — establishing that data, findings and
interpretation are clearly linked

chef will return to a tried-and-tested recipe. Research
includes a broad constituency of competing perspec-
tives, assumptions, methodologies and methods. All
approaches can be criticised or found insufficient, and
rightly so. Healthy constructive disrespect should be
encouraged. Nevertheless, this chapter has sought to
emphasise that research problems or the pursuit
of answers, however incomplete, should drive
approaches, not vice versa.
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INTRODUCTION

Sampling is a necessary aspect of all social research,
as by definition it is not possible, except in excep-
tional and limited circumstances, to carry out a census
that collects data from the total population. Sampling
reduces the costs of research projects and also reduces
the time required to gather the data. As this chapter
will demonstrate, research is a pragmatic activity and
researchers are constantly trying to produce the best
science within the constraints of time, resources and
feasibility.

There is considerable overlap between the
sampling techniques used in both qualitative and
quantitative research, but also some important
differences. This chapter will guide the reader through
the sampling procedures that need to be considered
when undertaking both quantitative and qualitative
research.

POPULATIONS AND SAMPLES

In all research it is important to distinguish between
the target population, study population and the sam-
pling frame used in the study. These are described
below.

Target population

The target population is the total population that
forms the focus for the study. In quantitative research
it is the population to whom the study results will be
generalised or applied. For instance, in the example
given in Research Example 12.1, the target popula-
tion was all adults over 18 living in the Isle of Man.

Qualitative research increases knowledge and
understanding about the features of the target popula-
tion under study. In Research Example 12.2, the
target population was recently employed dietitians



12.1 Systematic Random Sampling

Plant ML, Miller MA, Plant MA, Ozenturk T (2007) Drinking patterns and alcohol-related experi-
ences amongst adults on the Isle of Man: a comparison with the United Kingdom. Journal of
Substance Use 12(4): 243-252.

This cross-sectional survey compared alcohol consumption among adults in the Isle of Man
with data from a previous survey conducted in UK. A simple systematic random sample of
2350 adults over the age of 18 was selected from the Isle of Man Electoral Register, and
names selected were approached to take part in the study. One thousand adults eventually
took part in the survey, which was conducted using face-to-face interviews with trained inter-
viewers. Results suggested that there were more abstainers in the Isle of Man than in the
comparable UK sample, but among those who drank, frequency and amount consumed was
comparable. Nine percent of women and 22% of men were drinking above safe levels, and
there were many reported alcohol-related problems. This survey did not find, however, any
upsurge in drinking among young women in the Isle of Man, whereas this was found in the
UK survey.

12.2 Purposive Sampling

Lordly D, Taper J (2008) Assumptions lead to the devaluation of dietician roles in long-term
care practice environments. Journal of Allied Health 37(2): 78-81.

This mixed methods study used a purposive sample of eight recently qualified dietitians and
six supervisors working in two contrasting settings. Half of the sample was working in acute
care, and half in long-term care settings. All the recently qualified dietitians came from a single
degree programme. A questionnaire completed by all participants yielded both quantitative and
qualitative data, and interviews were also conducted. Results suggested that, although basic
competencies were gained in both environments, the role of the dietitian was devalued in
long-term care settings, and newly qualified dietitians working in these settings were seen as
gaining inferior experience and skills compared with those working in acute settings. Long-term
care was seen as a second-choice career.

Sampling

and their supervisors in two different care settings in
Canada.

Study population

The study population is a subset of the target popula-
tion from whom the sample is taken. It is not always
practical to recruit respondents from across an entire
country or even one geographical area. Instead,
researchers may recruit respondents who fit the inclu-
sion criteria for the study and are accessible locally. In

Research Example 12.2, for example, the study popu-
lation was restricted to newly qualified dietitians from
one graduate programme in Canada only. In Research
Example 12.1, the target population was all adults
living in the Isle of Man, but the study population con-
sisted only of those on the electoral register.

Sampling frame

A sampling frame is a comprehensive, itemised list
of all people, patients, practices, hospitals or events,
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which comprise the study population, from which a
sample will be taken. It includes the settings or indi-
viduals of interest to the researcher, and provides a
transparent framework from which to derive a sample.
When devising a sampling frame it is important to
distinguish between the target population and the
study population. The sampling frame is normally
taken from the study population, which is assumed to
broadly reflect the characteristics of the target popu-
lation. If there are important differences between the
two populations, these will limit the generalisability
or transferability of the study findings and this should
be noted as a study limitation. Once the sampling
frame has been compiled it is possible to use it to
derive a sample. In the example in Research Example
12.1, the sampling frame was all names on the elec-
toral register of the Isle of Man, which the researchers
estimated to be 91% of the population.

TYPES OF SAMPLING

There are two basic sampling schemes in research —
probability, and non-probability sampling schemes.
Quantitative research studies tend to use probability
schemes, as the errors or biases are more easily cal-
culated and thus accounted for in the sampling pro-
cedures and analysis. This allows for generalisation
to the study and target population more readily than
non-probability schemes. Qualitative researchers pre-
dominantly use non-probability schemes as this
allows for theoretical sampling, and the aim is not so
much to generalise but to uncover truths about a
phenomenon.

Probability sampling

Probability sampling means that each unit in the
target population has a known chance of selection.
Usually it is an equal chance (as in the National
Lottery), but sometimes it may be unequal, but
known. Probability sampling can only be used when
an accurate and up-to-date sampling frame is avail-
able. Where the study population is known in advance
(e.g. all names on the electoral register as in Research
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Example 12.1) this provides a useful sampling frame
for research. The strength of probability sampling
arises from the fact that it generates a representative
sample, which should ensure that the sample has the
same characteristics as the study population, and
where the study population is similar to the target
population.

Non-probability sampling

Non-probability sampling is used when it is neces-
sary to derive a sample from an unknown (hidden)
population. It is frequently the case that the study
population cannot be identified in advance or, more
usually, that no up-to-date and complete list is avail-
able from which a sample can be derived. When it is
not possible to obtain a comprehensive list of the
study population, researchers must use non-probabil-
ity sampling schemes. In quantitative research, these
are considered less rigorous because bias may inad-
vertently be introduced, making the sample not rep-
resentative of the total population.

Nevertheless, the alternative of not undertaking the
research because a sampling frame is not available
may impoverish our knowledge about important
groups of people such as the homeless, family carers,
single parents and other groups where a register does
not exist. In-depth qualitative studies and descriptive
surveys that identify the key characteristics and fea-
tures of the sample population can be used to increase
our knowledge and explanatory theories of the popu-
lation, and can be generalised to other populations
that match the sample in ways identified as important
by the researchers.

Non-probability sampling schemes are widely
used in nursing research. In quantitative research,
they may be used in preliminary or exploratory
studies, where random sampling is too costly,
where an appropriate sampling frame is not available
or when it is the only way of getting the information
required. In qualitative studies they are used to
study the population of interest and to ensure that
the research samples rich sources of data that
generate in-depth conceptual and theoretical
understanding.



SAMPLING SCHEMES IN QUANTITATIVE
RESEARCH

Simple random sampling

In simple random sampling, each member of the sam-
pling frame has a known and equal chance of being
selected for the sample. To derive a sample of 390
from a list of 2,600, the list should be numbered
systematically and a random number table or a statis-
tical software package used to randomly generate the
required number of 390. Simple random sampling
can produce ‘rogue’ samples, especially if the sample
size is small. To overcome this, either systematic or
stratified random sampling can be used.

Systematic random sampling

Again a numbered list is used, but this time a sampling
fraction is calculated. The sampling fraction depends
on the sample size and how long the list is. If there are
400 on the list and 40 are required, this gives a sample
fraction of 10% and selects 1 in 10. So the starting
point on the list for selection (the start value) must be a
number between 1 and 10, chosen randomly. Every
tenth item on the list is chosen thereafter, e.g. 6, 16, 26,
etc. Research Example 12.1 gives an example of a
systematic random sample drawn from an electoral
register list. Systematic random sampling leads to a
more evenly spaced distribution of the sample from
the list than simple random sampling (Bowling &
Ebrahim 2005). But even this can introduce bias if
there is a cyclical pattern in the underlying list, e.g.
operations in hospitals that follow a weekly pattern
would give the same type on the same day. Blocking
schemes (Pocock 1983) can be used to overcome
cyclical patterns. For instance, over seven weeks a dif-
ferent day each week is chosen at random before sam-
pling takes place (using systematic random or random
sampling) within each block.

Stratified random sampling

This is where the population is divided into well-
defined subgroups or strata, e.g. males/females, age

Sampling

groups, operation types, illness type, nurse grades.
This means that people within a stratum are more
similar to each other than across the different strata.
There are two forms of stratified random sampling:
proportionate and disproportionate sampling.

In proportionate sampling the same sampling frac-
tion (e.g. 15%) is used to draw a sample from each
group/stratum. This means that the different groups
in the population (strata) are correctly represented in
the sample, with larger groups contributing propor-
tionately more people to the sample, as demonstrated
in the example in Table 12.1. This increases the preci-
sion of the estimates of error compared with simple
random sampling and gives more confidence in the
results. In Research Example 12.3, stratified random
sampling ensured an accurate representation of
healthcare workers in three different language regions
of Wales, and in different care settings.

In disproportionate sampling, a variable sampling
fraction is used to increase representation of particu-
lar groups that may have small numbers in the study
or total population. For instance, if an area had a very
mixed ethnic population, the sample fraction might
be increased to include people from a wider range of
different ethnic backgrounds in the study. Similarly,
some strata may be very small, giving rise to only a
few members being selected if the standard sampling
fraction is used. A 15% sampling fraction of band 5
staff nurses in a hospital, for example (see Table
12.1), yields a much higher number than a 15%
sample of band 8 senior clinical nurses. However,
because in disproportionate sampling the sample
is no longer representative of the study or total

Table 12.1 Proportionate sampling from nurse
grades

Population Number of Number
stratum nurse people in sampled from
banding/ the the stratum
grades stratum (15%)

5 1,500 225

6 800 120

7 200 30

8 100 15

Total 2,600 390
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12.3 Stratified Random Sampling

Roberts GW, Irvine FE, Jones PR, Spencer LH, Baker CR, Williams C (2007) Language aware-
ness in the bilingual healthcare setting: a national survey. International Journal of Nursing
Studies 44: 1177-1186.

This Welsh national survey investigated the language awareness of healthcare professionals
working in different types of healthcare setting, and in three different language regions of
Wales. The sample of 3,358 health professionals was drawn from a range of public, private
and voluntary organisations across Wales, and was stratified by three regions according to the
proportion of Welsh language speakers in each. Data were collected by means of a postal
questionnaire, which achieved a 57% response rate. The survey found that positive attitudes
towards cross-cultural communication was strongly correlated with use of the Welsh language,
but that there were positive language attitudes even among those who spoke little Welsh or
worked in areas with low Welsh-speaking populations. Language awareness training was rec-
ommended as a way of enhancing care delivery for minority language speakers.

12.4 Cluster Sampling

Greenough PG, Lappi MD, Hsu EB, Fink S, Hsieh Y, Vu A, Heaton C, Kirsch TD (2008) Burden
of disease and health status among hurricane Katrina-displaced persons in shelters: a popula-
tion based cluster sample. Disaster Medicine 51(4): 426-432.

Two weeks after Hurricane Katrina hit Louisiana in 2005, this research study investigated
the health status of victims of the hurricane who were staying in temporary shelters. A cluster
sample of 499 evacuees was selected from 20 Red Cross shelters, a random sample of 30
heads of households being selected from each of the selected shelters. Results indicated that
the respondents were predominantly female and black, and of low socioeconomic status. Over
half arrived at the shelter with a chronic disease such as hypertension, diabetes or psychiatric
illness. Of those with chronic disease, nearly half lacked access to their usual medication.
One-third arrived with symptoms requiring immediate intervention, such as dehydration, dysp-
noea, chest pain and injury.

population, some variables will be over-represented.
The analysis has to be adjusted to account for this
over representation.

Cluster sampling
Here, the entire population is divided into groups
or clusters based on closeness of some kind (e.g.

geographical) or similarity (e.g. type of hospital) or
speciality (e.g. orthopaedic or cardiac) or particular
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wards (medical or surgical). First, a sample of the
clusters is taken using simple, systematic or stratified
random sampling. Then all members of each cluster
selected are recruited, or members of each cluster are
sampled using simple, systematic or stratified random
sampling. Cluster sampling reduces the costs of
research as it ensures that the population sampled is
clustered together, so making access and communica-
tion easier. It also enables probability sampling to be
used when a sampling frame of the population is not
available. The clusters may be schools, hospitals, vil-



lages, wards or departments for which a sampling
frame is available. In the example in Research
Example 12.4, the clusters were Red Cross shelters
following a hurricane in the United States. The
sample of individuals required could only be identi-
fied once the clusters were chosen and individual
heads of households within each shelter listed. The
disadvantage of cluster sampling is that sampling
error is increased and sample size has to increase
accordingly.

Multi-stage sampling

This form of sampling uses more than two consecu-
tive stages of random selection. It can combine simple
random sampling, stratified random sampling and
cluster sampling in some form.

Quota sampling

This is a non-probability method of sampling widely
used in opinion polls. It is a form of convenience and
judgement sampling, where the data collector has to
recruit a number (quota) of people fitting a particular
category, e.g. white males over 50, but the selection
of the sample is otherwise not specified. Often the
size of the quota in the sample is proportional to the
number of people in that category in the target popu-
lation. Bias can be introduced, however, if data col-
lectors consciously or unconsciously avoid certain
types of people, such as the homeless, or recruit in a
particular area of a town. Quota sampling is not much
used in health services research.

CALCULATING SAMPLE SIZE IN
QUANTITATIVE RESEARCH

In quantitative research, the size of the sample aimed
for should be calculated at the design stage. In inter-
vention and comparison studies, the sample size
determines the power of the study to detect a statisti-
cally significant difference between groups.

The significance of a study relates to the probabil-
ity of making a type I (o) error. A type I error means
finding a real (i.e.) significant difference/effect

Sampling

between the two groups in the sample when one does
not exist in the study or target population. In other
words, saying the intervention works, or a real differ-
ence between groups exists, when it does not. A type
IT (B) error is the probability of finding there is no
effect or difference between the two groups in the
sample population when one does in fact exist in the
study population.

If the significance level is set at 5% and a signifi-
cant result achieved, then it indicates with 95% con-
fidence that a real difference exists. The confidence
interval of 95% derives from the probability of
obtaining the observed result due to chance alone.

Reducing the chance of making a type I error from
5% to, say, 1%, and so reducing the chance of con-
cluding that a difference exists, when it does not,
requires an increase in sample size. In general terms,
the greater the power, the larger the sample size has
to be, which then has time and cost implications.
Traditionally, most studies use either 90% or 80%
power. So, for example, if a study has 80% power
then there is an 80% probability of detecting a real
difference, if it exists. However, this also means that
there is a 20% chance of missing a real difference that
actually exists.

Calculating sample size for intervention or com-
parison studies depends on an estimation of the
expected differences between groups. In choosing
the outcome variables that are going to be used for
the calculation, it is helpful if there is some earlier
information about the likely variability of the meas-
ures selected. Calculating sample size requires a
measure of the variability of differences, usually the
standard deviation or variance, to be expected in the
total population. In clinical research, the sort of clini-
cal differences one is expecting from the intervention
or between different groups that are under considera-
tion, is required. For instance, in the study described
in Research Example 12.1, the power of the study
would relate to the ability to detect a real difference
in the key outcome variables (drinking patterns and
alcohol-related experiences) between adults in the
Isle of Man and those in UK. To calculate sample
size, therefore, researchers have to identify in advance
the likely size of the difference in measured outcomes
that is likely between the two groups and to provide
a justification of the size difference selected.
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To calculate sample size it is necessary to identify
the key outcome variables being measured, the tools
used to measure those variables and the expected
difference between groups. To estimate the expected
difference between groups it is necessary to obtain as
much information as possible from previous studies
or from pilot studies about the distribution of the
variables across the study and target populations.
Armed with this information, researchers should seek
the advice of a statistician.

Studies in which the sample size is considered too
small to achieve the power required to obtain a sig-
nificant outcome are often deemed unscientific and
not worth undertaking, because they will either
produce flawed results (if significance testing is
carried out) or fail to provide any new knowledge. In
general, if one wishes to generalise to the target popu-
lation then sufficient power is a requirement for the
validity of studies. Small studies can, however, be
used as pilots for larger studies in which a descriptive
analysis of the findings (including percentages, means
and standard deviations) of key variables across the
study population may be useful for calculating
the sample size required in subsequent studies. The
power requirement may sometimes be waived in
student research, although this is becoming less
acceptable to ethics committees.

SOURCES OF BIAS IN QUANTITATIVE
SAMPLING

In quantitative sampling there are two basic types
of errors: random (sampling) and systematic (non-
sampling). Bias is often introduced into a study
through systematic errors.

Random errors create less bias as it is assumed that
this type of error is evenly distributed across the
sampling frame and therefore the sample, derived
randomly, remains inaccurate but representative of
the study population. Any errors will tend to average
out across the sample and hence little or no bias is
introduced. It is possible to control random errors by
increasing the sample size and having an appropriate
sampling technique.

Systematic errors are not reduced with increased
sample size. If a study aims to recruit GPs from a
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particular list, for example, but certain sorts of GP
practices are routinely excluded from that list (e.g.
single-handed practices), then these GPs cannot be
selected and the error is not random. In the example
in Research Example 12.1, residents who were not
registered to vote were not included in the study as
their names did not appear on the electoral register.
Those excluded may have been more likely to drink
excessively, or be homeless, and so introduce system-
atic bias. No matter how much the sample size is
increased, the error will not be reduced. The key to
reducing sample frame bias is to use as accurate a
database (or list) as possible.

In quantitative research the aim is to control as
many sources of error as possible, but it is a balance.
In a large sample with systematic errors, the analysis
is not to be trusted. An unrepresentative sample
makes it impossible to generalise to the study/target
population. Sampling schemes, therefore, need to be
as rigorous as possible, given the circumstances
under which the researcher is working.

SAMPLING IN QUALITATIVE RESEARCH

Qualitative researchers are not so concerned with
identifying the total population of people, events
or settings in order to develop a sampling frame. They
seek to identify key individuals, events or settings that
provide a rich source of data. However, it is still
important for qualitative researchers to pay attention
to their sampling strategy. In assessing the rigour of
qualitative research, Mays and Pope (2000) suggest
the reviewer should ask the following questions.

B Did the sample include the full range of pos-
sible cases or settings so that conceptual rather
than statistical generalisations could be made?

B If appropriate, were efforts made to obtain data
that might contradict or modify the analysis by
extending the sample (for example, to a differ-
ent type of area or informant)?

In qualitative research, the problem of diversity or
variation is addressed through the development of a
sampling strategy designed to ensure that a range of
data are identified and collected, as this increases the
validity of the findings.



However, for some qualitative research the notion
of selecting a sample is considered inappropriate and
instead the research focuses on collecting data from
a ‘naturally occurring population’ (Silverman 2005).
Case study research may select a single case of an
event or situation, such as an individual experience
of healthcare (for a good example of this see Allen
et al. 2004) or study of a single ward or hospital
(Stake 2000). The populations studied, be they
people, agencies or other units of study using natu-
ralistic or case study research, are recognised by
qualitative researchers to be unique. However, they
share sufficient commonalities with the population
from which they are drawn to be recognisable as
belonging to that population group (i.e. a classroom
in a school could not be mistaken for a ward in a
hospital). Consequently, the study is able to inform
understanding of the wider population of which the
case study or naturally occurring research is an
example.

Purposive sampling

A purposive sample is one where people from a pre-
specified group are purposely sought out and sampled.
For instance, in the example given in Research
Example 12.2, the researchers purposively sampled
recently qualified dietitians working in two different
care settings. Purposive samples have an over-
representation of people or events of interest to the
researcher. This means that they are not usually rep-
resentative of the whole population under study.
Purposive sampling is used to justify the inclusion
of rich sources of data that can be used to generate
or test out the explanatory frameworks. Examples
of purposive sampling given by Patton (2002)
include:

sampling extreme or deviant cases
intensity sampling

sampling typical cases

sampling maximum variation in cases
homogeneous sampling

sampling critical cases

criterion sampling

confirming and disconfirming cases
theory-based sampling

Sampling

B sampling politically important or sensitive
cases.

Identifying the full range of possible cases or set-
tings again requires the qualitative researcher to at
least map out potential respondents or study sites
from whatever information is available before decid-
ing who, where or what to sample. The process by
which the sampling decisions are taken distinguishes
purposive sampling from convenience sampling in
qualitative research in that purposive sampling is
done rigorously and systematically.

Theoretical sampling

Further sampling in response to data analysis is
sometimes referred to as theoretical sampling. Here,
the sampling strategy evolves iteratively in response
to data analysis, and in particular to the conceptual
and theoretical aspects of the analysis rather than the
characteristics of the population. In the example in
Research Example 12.5, successive interviews with
participants and ongoing discussion by telephone and
email after the interviews enabled analysis and data
collection to be conducted in parallel, additional sam-
pling being used as emergent ideas developed from
the analysis.

As an indicator of rigour in qualitative research,
Mays and Pope (2000) suggest that the researcher
searches for contradictory or disconfirming sources
of data or identifies exceptions to the patterns being
described, in order to test out the findings from the
study. These data sources can either be purposively
identified at the start of the study and built into the
sampling framework (purposive sampling) or identi-
fied during the course of the study in response to the
analysis of the data (theoretical sampling). Either
way, a sampling frame that is used to map sampling
decisions is a useful way to demonstrate rigour in
qualitative research.

Snowball sampling

This strategy uses human networks to gather a sample
or identify informants or situations where events
might be observed. For example, homeless people
often know others in the same situation; similarly,
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12.5 Theoretical and Snowball Sampling

Mills J, Francis K, Bonner A (2007) Live my work: rural nurses and their multiple perspectives
of self. Journal of Advanced Nursing 59(6): 583-590.

This study explored rural nurses’ experiences of mentoring. A qualitative, grounded theory
design was used, conducting 11 semi-structured interviews with nine nurses in rural parts of
Australia. Theoretical sampling and situational analysis were used to establish rigour in the
analysis, additional interviews and questions being arranged as the analysis proceeded. The
study concluded that rural nurses mentor novices by developing supportive relationships and
sharing their lives. Novices were protected through difficult issues and given an in-depth under-
standing of the communities in which they worked.

people from minority ethnic populations may be able
to identify others from their population who could
inform the research. Research Example 12.5 uses
snowball techniques as well as theoretical sampling
— each rural nurse was likely to be able to identify
others in similar situations who could be invited to
participate.

CALCULATING SAMPLE SIZE IN
QUALITATIVE RESEARCH

Because sample size is not an intrinsic feature of the
analysis in qualitative research there is very little
guidance on the size of samples. In most cases, the
resources available and the feasibility of obtaining
the sample combine to determine the size. The rigour
of the approach used is determined by the rationale
given for the sampling decisions taken by the
researcher within the context of available opportuni-
ties for gaining access to events or naturally occur-
ring populations.

Grounded theory uses the concept of saturation to
determine sample size. Here, data are collected and
analysed until no new themes or perspectives are
reported and it is assumed that all the component
parts of the phenomenon under study have been cap-
tured. This approach creates difficulties in planning
research as it is not possible to identify in advance
how much data will be required to reach saturation
and therefore how much resource is required to com-
plete the study.
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DePaulo (2000), in a paper designed to guide
market research using qualitative methods, calculated
the number of customer needs uncovered by various
numbers of focus groups and in-depth interviews.
Few additional needs were uncovered after 30 in-
depth interviews; this was confirmed using quantita-
tive methods. His work also indicates that if the
researcher is not concerned with within-group varia-
tion, only with typicality, then a sample of 10 should
suffice. Patton (2002) recommends minimum samples
for planning purposes based on anticipated reasona-
ble coverage, which can be expected to change as the
research progresses. For Silverman (2005) the crucial
issue is to think through theoretical priorities and
to demonstrate a research design driven by those
priorities. He suggests that qualitative researchers
should substitute theoretical coherence for statistical
representativeness.

DePaulo (2000) is mainly concerned with producing
adescriptive level of analysis that maximises the range
of opinions or perceptions captured. He recommends
that multiple analysts review the data to maximise find-
ings. Qualitative researchers concerned with deriving
theoretical interpretations of data are not convinced by
arguments for saturation or capturing maximum varia-
tion, viewing this as a search for descriptive complete-
ness. Instead, they suggest that theory may be derived
from a fragment of naturally occurring data or the in-
depth study of a single case (Silverman 2005), particu-
larly if the researcher studies that data for what is not
said or done and interprets absence and omissions in
the data as well as inclusions.



SAMPLING STRATEGIES USED IN
QUALITATIVE AND QUANTITATIVE
RESEARCH

Some types of sampling are used in both qualitative
and quantitative research, although their use con-
forms to the principles of each type of sampling strat-
egy as discussed above. These are discussed below.

Sampling for time, events and settings

Sampling for time, events and settings is difficult as
these change over time, or vary from person to person
or according to setting. Research Example 12.6
describes Meengs et al. (1994) quantitative observa-
tional study of hand washing in an emergency depart-
ment. In this case, information for a sample of 35
participants was gathered during three-hour periods
over a number of days. Estimates of hand washing
then had to be totalled or averaged over standardised
periods.

When undertaking this type of sampling it is
important to make observations across time and
space, as the pattern of event being observed, e.g.
hand-washing behaviour, may change both during the
day and on different days, and may vary according to
how busy the department is, who is on duty and

12.6 Time and Event Sampling

Sampling

whether it is a weekday, evening, night or weekend
shift.

Sampling in time and events and settings is an
important feature of observational research. It is often
difficult to sample events as it is not possible to know
exactly when or where they are going to occur.
However, the selection of situations to observe is
guided by the same sampling principles used else-
where in qualitative research and tends, therefore, to
focus on naturally occurring events during different
time periods and in different settings. Qualitative
sampling for time, events and settings can be purpo-
sive and/or theoretical. In undertaking purposive
sampling of events the researcher would seek out
settings where the event might naturally occur at a
time when it might be expected (see Chapter 32 for
a fuller account of this process).

Convenience sampling

Novice researchers and those with few resources may
select an accessible population or setting, which they
believe to be typical, rather than a representative
sample. Convenience may be a key feature in this
decision, for example approaching nurses from a
local hospital. In many ways all researchers use some
form of convenience sample in the sense that the

Meengs MR, Giles BK, Chisholm CD, Cordell WH, Nelson DR (1994) Hand washing frequency
in an emergency department. Journal of Emergency Nursing 20: 183-188.

This study examined the frequency and duration of hand washing in one emergency depart-
ment, and the effects of three variables: level of training, type of patient contact (clean, dirty
or gloved) and years of staff clinical experience. Eleven faculty, 11 resident physicians and 13
emergency nurses were observed. Participants were informed that their activities were being
monitored but were unaware of the exact nature of the study. An observer recorded the number
of patient contacts and activities for each participant during three-hour observation periods.
Activities were categorised as either clean or dirty according to a scale devised by Fulkerson.
The use of gloves was noted and hand-washing technique and duration were recorded. A hand-
washing break in technique was defined as failure to wash hands after a patient contact and
before proceeding to another patient or activity.
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sample must be accessible to the researcher in some
form. But convenience sampling can lead to signifi-
cant biases and errors if the sample used is unrepre-
sentative of the target population, and should be
avoided if possible.

CONCLUSIONS

This chapter has demonstrated that there is consider-
able overlap between the sampling techniques used
in qualitative and quantitative research, but also some
important differences. A limiting factor in undertak-
ing quantitative research is the resources needed to
undertake studies with a large enough sample to meet
power requirements. Pilot work, however, is very
valuable and does provide opportunities for students
and less well-resourced researchers to undertake
quantitative research. This chapter should have
alerted readers to the idea that sampling in qualitative
and quantitative research has many common factors;
both are concerned to ensure rigour and this can be
as difficult to achieve in qualitative research as it is
in quantitative research. Expert advice from statisti-
cians or experienced qualitative researchers should be
sought before selecting a sample.
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Les Todres

INTRODUCTION

Grounded theory is a systematic approach within
qualitative research originally developed by Glaser
and Strauss (1967). It has its basis in sociology, but
the data collection and analysis procedures are also
used in other disciplines such as psychology, health-
care or education. It became popular in nursing in the
1980s and 1990s and is often used now.

Several informative books have been published on
grounded theory, for instance Theoretical Sensitivity
(Glaser 1978), Qualitative Analysis for Social
Scientists (Strauss 1987) and The Basics of Qualitative
Research (Strauss & Corbin 1990, 1998; Corbin &

Strauss 2008). Strauss died in 1996 but co-authored
his last two books with Corbin, a nurse academic who
recently (2008) wrote its third edition. Strauss and
Corbin (1997) also edited a book demonstrating the
use of grounded theory in practice. Glaser and Strauss
used the approach in the healthcare field and helped
students to apply it, in particular in nursing and in
education. One of the early books was the study by
Benoliel (1973) on the interaction of nurses with
dying patients. Other nurse authors have described
the techniques and procedures of grounded theory,
such as Schreiber and Stern and their co-writers
(2001). An older but useful text for nurses was edited
by Chenitz and Swanson in 1986.
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In 2006 grounded theory had a new boost with
the publication of the guidelines for constructivist
grounded theory by Kathy Charmaz (2006). She
stresses flexibility and openness for grounded theory
rather than a rule-governed, rigid approach. The
emphasis is also on the way participants construct
their social reality on the basis of meanings shared
with others. Charmaz has made her form of grounded
theory very clear for beginning researchers.

THE PURPOSE AND MAIN FEATURES OF
GROUNDED THEORY

There are many similarities between grounded theory
and other qualitative approaches. Grounded theory is,
initially at least, inductive. This means that research-
ers go from the specific and single instances to the
general, from data to theory.

There is no hypothesis or theoretical framework
prior to data collection in grounded theory. Although
researchers have ‘hunches’ and prior ideas, of course,
Strauss (1987) once said that the researcher is not
tabula rasa — a blank sheet; the data generated by the
researcher in the specific project, however, have
primacy. This means that researchers need to over-
come previous assumptions as they might force them
into a particular direction and encourage them to
follow preconceived ideas. It is dangerous, however,
to disregard completely prior experiences or knowl-
edge as these can become a useful resource for the

study.
Typical research questions suitable for a grounded
theory approach involve interaction, action

and meaning, and focus on process. Examples might
be:

B What is happening in this setting?

B How do people behave and interact in this
situation?

B How do the participants make sense of their
experience?

B How do things change over time in the setting
to be studied?

B What are the phases or stages of the experience,
treatment or condition?
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Grounded theory can be distinguished from other
qualitative approaches. The main purpose of grounded
theory is the generation of concepts and theory from
the data, although Strauss and Corbin (1998) suggest
that existing theory may be modified or extended.
Theory production is possible in other qualitative
approaches, but essential in grounded theory; this
theory is always rooted in the data. It shows links and
relationships between concepts, and the researcher
gives not only an overview but also an explanation
for the phenomenon under study. The theoretical
ideas have to be applicable to a variety of similar
settings and contexts.

Distinct features of grounded theory are the inter-
action between data collection and analysis, and the
procedure of theoretical sampling (see later in this
chapter). While many other qualitative approaches
describe a phenomenon, grounded theorists go further
than generating description by producing theory that
has explanatory power. Like most other qualitative
research methods, it is person-centred and focuses
on the experience, behaviour and perspectives of
participants.

THE RELEVANCE OF GROUNDED THEORY
IN NURSING RESEARCH

The findings of grounded theory research in nursing
will generally have implications for practice as they
identify how participants make sense of their experi-
ences. Nurses can take account of the findings of the
research. In the past, nurse researchers used tradi-
tional methods of inquiry to generate knowledge.
They focused on hypothesis testing, using deductive
rather than inductive approaches.

More recently nurses have utilised qualitative
forms of inquiry, as they produce rich and deep data.
This has a number of advantages for nursing.

B Nurses will be able to understand patients’
behaviour and emotions better, and this
has implications for professional care and
treatment.

B Nurses study interactions between patients and
health professionals, which is important for



professional action; solutions to clinical prob-
lems might be found more quickly.

B Nurses learn to understand their professional
world in more depth when studying the
perspectives of their own and other professions
as well as students’ perspectives. Solutions
to clinical problems might be more easily
found.

B Through qualitative evaluation, programmes
and processes can be improved.

B Nurses have learnt during their education to be
structured and systematic in their approach to
work; hence the structured and systematic
approach of grounded theory has a particular
appeal for them.

B Flexibility and openness is demanded of
nurses in clinical practice and nurse educators.
Nurses are able to apply these skills to grounded
theory.

Holloway (2008) reiterates that much qualitative
research, including grounded theory, examines
cultural practices and behaviours, of both patients
and professionals. Sick people’s illness and suffering,
and their perspectives on this, can be understood
more clearly, and a greater understanding of this
will lead to better care. Most important of all,
however, as Suddaby (2006) explains, grounded
theory focuses on processes of meaning making in
interaction.

THE THEORETICAL BASIS OF GROUNDED
THEORY: SYMBOLIC INTERACTIONISM

Grounded theory has its roots in the movement of
symbolic interactionism, a theoretical perspective
initially developed by George Herbert Mead in the
1920s and 1930s. He saw the use of symbols in inter-
action as a major feature of human life (Mead 1934).
In Mead’s view, individuals develop their own action
on the basis of those of others; they take account of
each other’s behaviour, interpret and respond to it. In
the light of change, the meanings are re-interpreted.
The emphasis is on the process of interaction between

Grounded Theory

people and the way they understand social roles.
The self thus is a social rather than a psychological
phenomenon. Interactionists contribute to grounded
theory the idea that human beings are active
agents in their own experience through interpreting
this experience and acting according to their
interpretations.

Other people affect the development of a person’s
social self by their expectations and influence.
When they start life, human beings develop through
interacting with the important people in their
lives — significant others. They learn to act according
to others’ expectations, thereby shaping their
own behaviour through the process of socialisation.
At a later stage, individuals as members of society
analyse the symbols of others, such as language,
gestures, mime and appearance, and interpret
them. People share the attitudes and responses to
particular situations with members of their group.
The observation of these interacting roles and
responses to each other is a source of data in grounded
theory.

To understand action and interaction researchers
look at the meanings human beings give to it. In
grounded theory, researchers explore these meanings
and ‘the definition of the situation’ by those observ-
ing and living in it. Thomas (1928) claimed:

‘If men (sic) define situations as real, they are real
in their consequences’ (Thomas 1928: 584)

He suggested that individual definitions of reality
and meanings they give to it shape perceptions and
actions. Participant observation and interviewing
help understand this process.

Human beings are creative individuals who plan,
project and revise their thoughts and behaviour in
relation to others within a particular context. Their
conduct can only be understood in context. Grounded
theory, therefore, stresses the importance of the
context in which people function and share their
social world with others.

Symbolic interactionism is sometimes criticised
for neglecting society and its structure. This criticism
is not wholly appropriate. Symbolic interactionism
does see the individual in context, in relation to others
and in their social situation.

155



The Research Process in Nursing

DATA COLLECTION AND INITIAL
SAMPLING

Researchers use a variety of data sources for grounded
theory research, including interviews, observation
and documents such as patient diaries, letters or pro-
fessional notes. Morse (2001), however, advises
against collecting data by focus group interviews
when carrying out grounded theory; she maintains
that the ‘snippets of data’ obtained are not appropri-
ate, as process cannot be easily uncovered in focus
group interviews. In-depth or narrative interviews are
more useful. Unstructured and semi-structured inter-
views are the favoured methods of data collection,
but grounded theorists stress the value of participant
observation.

It must be emphasised that data collection and
analysis proceed at the same time, and interact at each
stage. Memos or fieldnotes are written throughout so
that nothing of importance is forgotten. Researchers
decide on the basis of the early collection and analy-
sis what data to obtain next. Subsequently, concepts
are followed up and the research becomes progres-
sively focused on particular issues that are important
for developing the theoretical ideas, for the partici-
pants and for the researcher’s agenda. It means that
researchers formulate ‘working propositions’, which
they can then test through further data collection and
analysis. In this sense, grounded theory, unlike other
qualitative research approaches, has deductive ele-
ments as researchers develop ideas gained from
working hypotheses. Grounded theory is mainly seen
as starting with induction; however, once working
propositions are established, Corbin and Strauss
(2008) maintain that it is also deductive.

This has implications for sampling. The early
sample might include a variety of participants, and
concepts emerge from the very beginning in the
inductive phase. Depending on the findings during
the early stages of data collection and analysis, more
people may be added to the sample. Others can be
interviewed more than once to follow up later find-
ings and to lead to saturation. This means that the
number of participants at the beginning may differ
from the number at the end of the research. For
instance, if a researcher finds during early stages that
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the young feel differently from older people about a
particular issue or problem, more young people (or
older individuals) can be added to the sample.

Theoretical sampling

Glaser and Strauss (1967) developed the process of
theoretical sampling. In this, grounded theory is dis-
tinct from other approaches, although other methods
alsouse this type of sampling occasionally. Theoretical
sampling is guided by concepts and constructs that
have significance for the developing theory. At the
beginning of the study initial sampling decisions are
made regarding specific individuals or groups of
people who have knowledge and information about
the area of study. When the initial data have been
analysed, particular concepts arise and are followed
up by a choice of further participants, events and situ-
ations; this process can further illuminate the initial
findings (see Research Example 13.1). The researcher
can continue doing this, choosing a variety of settings
or a particular age group to extend the conceptualisa-
tion. Certain concepts may be found initially, and
during the analytic phase these will be tested out with
a further search of these concepts. Theoretical sam-
pling continues until the point of saturation. Although
theoretical sampling has its roots in grounded theory,
it is used in other qualitative research approaches
such as ethnography. In theoretical sampling the
research process is determined by the ideas that
emerge. Draucker et al. (2007) developed a useful
theoretical sampling guide.

The main differences between this and other types
of sampling are time and continuance. Unlike other
types of sampling, theoretical sampling is not planned
from the outset but proceeds throughout the study.
However, the fact that details of the sample and inter-
view questions are not fully known beforehand may
raise challenges during the process of ethical review.

Theoretical sensitivity

Grounded theory, and in particular theoretical sam-
pling, needs theoretical sensitivity. Glaser (1978) first
used the term to help the researcher develop theory.
Theoretical sensitivity means that the researcher



13.1 Theoretical Sampling

Grounded Theory

Gass J (2008) Electroconvulsive therapy and the work of mental health nurses: a grounded
theory study. International Journal of Nursing Studies 45(2): 191-202.

In research on the work of mental health nurses, Gass (2008) observed and interviewed
participants who used electroconvulsive therapy. He initially used purposive and then theoreti-
cal sampling based on previous findings and following up concepts that emerged. For instance,
he found that Selling ECT became an important concept in his research and followed this up
by examining nurses’ roles. Ideas about nurses’ interactions and relations with patients were
pursued by theoretical sampling in the late stages of the research. He recruited and added
new participants depending on the developing concepts.

becomes aware of important concepts or issues that
arise from the data. Paying attention to detail and
immersion in the data are essential in becoming sen-
sitive. Not only do personal and professional experi-
ences guide researchers, but reading the relevant
literature throughout the process of research is also a
useful tool in recognising important concepts. There
are, however, dangers inherent in having theoretical
sensitivity as it might mean reliance on prior assump-
tions or research developed by others. Hence the
grounded theorist needs to take care not to be directed
to certain issues.

In summary, sensitivity derives from personal and
professional experience; it needs a continuous dia-
logue with the data and knowledge of the relevant
literature.

DATA ANALYSIS

Data analysis in grounded theory is iterative and
interactive. Iteration means that researchers go back-
wards and forwards during the course of the research,
returning to previous data and the issues contained in
them. Constant comparison and theoretical sampling
go on throughout the research and decisions are not
made once and for all but are provisional.
Data analysis includes the following procedures:

B constant comparison
B coding the data
B reducing the codes and developing categories

B linking the categories and finding patterns
B discovering the core category
B discovering or building the theory.

Constant comparison

Grounded theory is characterised by the constant
comparative method. Constant comparison means
that researchers take a series of iterative steps in
which they compare incidents in, and sections of, the
data. Glaser and Strauss (1967) explain that research-
ers not only compare qualitative data from interviews,
documents and observations, but also related infor-
mation found in the literature. Differences and simi-
larities across incidents in the data are explored. Ideas
that develop within a category are compared with
those that previously emerged in the same category.
Through comparison, properties and dimensions
(characteristics) of categories can be produced and
patterns established which enhance the explanatory
power of these categories and help in the develop-
ment of theory.

Computer software may be used to assist in data
analysis. Qualitative software packages, for example
NVivo or Atlas/ti, are intended for in-depth inductive
analysis and allow for theory-building models and
diagrams. There are limitations to the use of com-
puters, particularly for novice researchers. Where
researchers are deeply involved with the participants
and need sensitivity, computer analysis might have a
distancing effect (Charmaz 2000).
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Coding and categorising

Initially the data will be coded line by line or sentence
by sentence. Coding is the process by which the
researcher identifies and names concepts. The first
step is open coding. This involves breaking down and
conceptualising the data and starts as soon as the
researcher has collected the first group of data. It
includes in-vivo coding, when the researcher exam-
ines phrases that the participants themselves have
used. For instance, a patient might say ‘nurses treat
you with kindness’. “The kindness of nurses’ is then
an in-vivo code. Box 13.1 provides an example of
open coding.

The researcher generates a great number of open
codes in the first stage of analysis and then has to
collapse or reduce them. This process is called cate-
gorising. Categories tend to be more abstract than
initial codes and group open codes together. Box 13.2
provides an example of a category developed from
three open codes.

Categories are provisional in that new ideas can be
integrated. Also their characteristics (properties and

Box 13.1 Open coding

Lines

1 | was frightened when | had my first test

2 | felt | was thrown in at the deep end but ..

3 The nurse told me | was OK

dimensions) should be uncovered, as well as the con-
ditions under which they occur and the consequences
that they have. For instance, the analysts might
explore the specific conditions and consequences
around the category Being in Control. What are the
conditions that determine whether patients see them-
selves as ‘in control’? What are the consequences of
‘being in control’? Strauss and Corbin (1998: 224)
give the properties and dimensions of the pain experi-
ence as an example; properties refer to intensity, loca-
tion and duration.

Relating categories and linking them with their
characteristics and ‘subcategories’ is important for
the emerging theory. Relationships and links are con-
nected with the ‘when, where, why, how and with
what consequences an event occurs’ (Strauss &
Corbin 1998: 22). Strauss and Corbin call this type
of categorising axial coding. Research Example 13.2
provides an illustration of axial coding.

The next stage involves the search for patterns. At
this stage data are combined. The constructs devel-
oped are major categories formulated by the research-
ers and rooted in their nursing or academic knowledge.

Codes

1 Fear of the unknown
2 Thrown in at the deep end
3 Feeling reassured

Box 13.2 Category development

Initial code
Being lonely

Lack of attention
Missing visits
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Category

Feeling abandoned
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Fenwick J, Barclay L, Schmied V (2008) Craving closeness: a grounded theory analysis of
women’s experiences of mothering in the special care nursery. Women and Birth 21(2):

71-85.

Fenwick et al. (2008) demonstrated axial coding in their Australian grounded theory study
which aimed to expand the knowledge of health professionals about first time motherhood.
The research was carried out in the neonatal nursery and showed that the quality of interaction
between mothers and nurses is crucial in the process of learning to be a mother. While level
one of the data analysis consisted of open coding by identifying ideas, grouping and labelling
them, in the second level of analysis researchers developed relationships between categories,
found relationships between them and attempted connecting them in new ways, thereby car-

rying out axial coding.

These constructs contain emerging theoretical ideas
and through developing them, researchers reassemble
the data. There is no reason why researchers cannot
occasionally use the categories that others have dis-
covered. Constant comparison of new data, incidents,
codes and categories is needed throughout, but espe-
cially at this stage.

The last phase of the analysis is selective coding.
Selective coding involves integrating and refining the
categories, and identifying the story line. This means
that the theory is starting to emerge; the categories
are grouped around a central or core concept — or
occasionally concepts — which have explanatory
power.

Developing the core category

Through finding relationships between categories, the
researcher discovers the core category from the data.
Glaser (1978) and Strauss (1987) identify the charac-
teristics for the core category.

B It is a central phenomenon in the research and
should be linked to all other categories so that
a pattern is established.

B It should occur frequently in the data.

B It emerges naturally without being forced out
by the researcher.

B It should explain variations in the data.

B It is discovered towards the end of the
analysis.

The core category is the basic social-psychological
process involved in the research that occurs over time
and explains changes in the participant’s behaviour,
feelings and thoughts. Research Example 13.3 pro-
vides an example of a core category.

Theoretical saturation

Saturation is a particular point in category develop-
ment. It occurs when no new relevant concepts can
be found that are important for the development of
the emerging theory. Sampling goes on until catego-
ries, their properties and dimensions, as well as the
links between the categories are well established. The
theory will not be wholly adequate unless saturation
has been established. When time is limited, research-
ers may not have sufficient data to reach saturation
or may stop without fully analysing the data; this is
known as premature closure (Glaser 1978).

New researchers do not always understand what
saturation means. Sometimes it is thought that satura-
tion has taken place when a concept is mentioned
frequently and is described in similar ways by a
number of people, when the same ideas arise over and
over again or when the main concepts have been
examined in depth. It is difficult, however, to decide
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13.3 Core Category

Larsson IE, Sjostrom B, Plos KLE (2007) Patient participation in nursing care from a patient
perspective: a grounded theory study. Scandinavian Journal of Caring Sciences 21(3):

313-320.

Larsson et al. (2007) studied the factors that affect patients’ participation in their own care.
The aim of the study was to explore the meaning of participation in nursing care from the
patient perspective through in-depth interviews. The research demonstrated that insight, based
on patients’ own experiences, contributes to participation in nursing care. The core category
in this grounded theory emerged from four main categories and subthemes: obliging atmos-
phere, emotional response, concordance and rights; the researchers called it insight through

consideration.

when saturation has occurred. It happens at a differ-
ent stage in each project and cannot be predicted at
the outset.

THE THEORY

Categories in grounded theory are more abstract than
initial codes and assist in building theory. A theory
must have ‘grab’ and ‘fit’; it should be recognised by
other people working in the field and grounded in the
data. Strauss and Corbin (1998) demand that:

B theory shows systematic relationships between
concepts and links between categories

B variation should be built into the theory, that is
it should hold true under a number of condi-
tions and circumstances

B the theory should demonstrate a social and/or
psychological process

B the theoretical findings should be significant
and remain important over time.

Glaser and Strauss distinguish between two types
of theory, substantive and formal. While substantive
theory is derived from the study of a specific context,
formal theory is more abstract and conceptual. For
instance, a specific theory of negotiating between
patients and nurses about pain relief would be sub-
stantive theory. A theory about the concept of nego-
tiation in general that can be applied to many different
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settings and situations becomes formal theory. Most
researchers, particularly novices, produce substantive
theories that are specific and can be applied to the
situation under study or similar settings.

Strauss and Corbin consider the applicability of
theoretical ideas to other settings and situations. For
instance the concept of ‘transition’ or ‘status passage’
may be applied to a variety of situations, such
as ‘becoming a mother’ or ‘seeking a diagnosis’.
Indeed, a theory and theoretical ideas can be re-
contextualised in a number of situations and verified
in a variety of settings.

WRITING MEMOS

In the early stages of a study important ideas may
emerge, and as the work progresses the researcher
becomes increasingly aware of theoretical perspec-
tives. These thoughts need to be recorded in a field
diary and memos. Memos are, according to Corbin
and Strauss (2008: 117), ‘written records of analysis’.
They might be physical descriptions of the setting or
theoretical ideas. The researcher should date them, as
well as supply detail.

Memos are meant to help in the development and
formation of theory. Initially they are simple, but
become progressively more theoretical. In theoretical
memos, researchers develop ideas and occasionally
working propositions, compare findings and record



their thoughts. Strauss (1987) provides examples of
different types of memo that might be written.
Diagrams may be used in memos to help the researcher
capture ideas. They can guide the researcher to base
abstract ideas in the reality of the data (Holloway &
Wheeler 2010).

THE USE OF LITERATURE IN
GROUNDED THEORY

Grounded theory research is generally carried out
where little is known about the phenomenon to be
studied. Researchers need to identify a gap in knowl-
edge that their research questions will address. They
should read around the topic, as this can generate
questions and some initial concepts. However, if
researchers are steeped in the literature from the very
beginning, they might be directed to certain issues
and constrained by their expectations developed from
previous reading, rather than developing their own
ideas. Corbin and Strauss (2008) repeat their earlier
warning and state that researchers might become
rigid and stifled through reading too much. Indeed, a
full search of the literature would not be appropriate
for grounded theory. Of course, there is a need to
review the literature on the research topic, but
researchers should enter the arena without major
preconceptions.

Nurse researchers generally start their research
with certain assumptions, as they often have some
knowledge of the field they wish to explore. Moreover,
their professional experience and reading of the lit-
erature can enhance their research as it generates
theoretical sensitivity to concepts and issues that are
important for the developing theory. Researchers do
need to be explicit, however, and uncover their own
preconceptions.

As a grounded theory study progresses, categories
and theoretical concepts are developed. The literature
relating to these concepts is reviewed and a dialogue
takes place between the literature and the researcher’s
emerging ideas. The researcher’s data have priority
over those of other studies in the same topic area.
Concepts arising from the research can be compared
with those emerging from other studies. In this sense,

Grounded Theory

the literature can become a potential source of data.
As categories are identified, researchers trawl the
literature for confirmation or refutation of these
categories. Grounded theorists examine what other
researchers have found and whether there are any
links to existing theories. In the dialogue with the
literature, researchers should explore why other
studies come up with similar or different findings,
and the reasons for any discrepancies. This interac-
tion with the literature, and the debate about it, is
integrated into the discussion section of the research
report.

THE CHOICE BETWEEN GLASERIAN AND
STRAUSSIAN GROUNDED THEORY

Glaser and Strauss started together on the path of
developing grounded theory but subsequently
diverged from each other. Glaser (1992) criticised
Strauss and Corbin (1990), accusing them of distort-
ing the procedures and meaning of the grounded
theory approach. A full discussion of the differences
between the two perspectives can be found in
MacDonald (2001). Glaser and Strauss (and Corbin)
differ mainly on the following points.

The research topic

Glaser suggests that researchers approach the topic
without preconceptions and have a research interest
rather than a research problem. While Strauss and
Corbin advise researchers to identify a phenomenon
to be studied at the beginning of the study, Glaser
claims that this would arise naturally during the
process of the research. This has implications for the
initial literature review, which would be somewhat
more detailed for Strauss and Corbin, while Glaser
believes that it might ‘contaminate’ the participants’
data, although he too suggests that the literature
should be integrated into the developing concepts.
Annells (1997) suggests that Strauss and Corbin see
theory as a construct ‘co-created by the researcher
and the participants’, while Glaser sees it as emerging
from the data.
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Coding and categorising

Coding is mentioned by both Glaser and Strauss but
seems to have slightly different meanings. Although
Glaser does not like the term axial coding, his ‘theo-
retical coding’ seems very similar to axial coding.

Verification

One of the main factors that distinguish the ideas of
Glaser and Strauss is the issue of verification. Strauss
and Corbin suggest that working propositions are
examined and provisionally tested against new data
(as, indeed, the original text by Glaser and Strauss
had suggested). Glaser believes that these hypotheses
should not be verified or validated at this stage by the
researcher, and new data should be integrated into the
emerging theory.

The process of generating theory

While Strauss and Corbin advocate the building of
theory through axial coding, Glaser suggests that the
theory will eventually emerge naturally, as long as
the researcher continuously engages with the data,
and they are analysed adequately and in depth. There
are also differences of opinion regarding the general-
isability of grounded theory. Strauss and Corbin con-
sider that grounded theory is generalisable, whereas
Glaser considers this not to be the case.

Which approach?

Both approaches are viable forms of grounded theory
research so researchers have to decide for themselves
which one to adopt. The more prescriptive and for-
mulaic approach of Strauss and Corbin (1990, 1998)
may be easier for novices, while experienced research-
ers might find the Glaserian perspective (which he
calls “classic grounded theory’) more appropriate and
flexible. Researchers can modify the approach to
fit their own purposes; Charmaz (2008) advises,
however, that they should be thoroughly familiar with
the original approach to justify their modification and
deviation from it. She stresses that Anselm Strauss
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was a pragmatist and that grounded theorists should
stay pragmatic and not become rigid in their approach.

PROBLEMS AND STRENGTHS OF
GROUNDED THEORY

Grounded theory has been criticised for its neglect of
social structure and culture, and the influence of these
on human action and interaction. Indeed, Glaser and
Strauss (1967) advise researchers not to research
topics linked to structure and culture. Symbolic inter-
actionism as the basis of grounded theory is also more
concerned with interaction, action and meaning rather
than macro-issues such as societal factors.

Layder (1982), in particular, criticised the lack of
emphasis on such concepts as power, gender and
ethnicity. MacDonald (2001) also develops these
points in a critique of grounded theory and symbolic
interactionism.

Researchers who use other qualitative approaches
also stress process and human agency rather than
society and structure. One might argue, however, that
there is no rule stating that these approaches cannot
be used in the discussion of macro-issues. After all,
processes change. Layder wrote more than two
decades ago, and early writings by Strauss and Glaser
have been superseded by later texts. A large number
of grounded theory studies have been carried out,
some of which do centre on macro-issues such as
gender and power, in particular work by feminists.
Others, focusing on policy or health education and
promotion cannot help but consider structural, cul-
tural and societal factors.

Nevertheless, it should be stressed that most quali-
tative approaches, including grounded theory, are
used for the exploration of micro- rather than macro-
issues. They are designed to focus on the meanings
people give to their experience and behaviour.

Some problems with grounded theory are not con-
nected with style or procedures but with the inexperi-
ence of researchers. Many novice researchers end up
with a conceptual description rather than a theory.
There is nothing wrong with dense, conceptual
(sometimes called ‘analytic’) description, but this
alone cannot be called grounded theory.



CONCLUSIONS

Grounded theory is a systematic and processual
approach to collecting and analysing data. Good
grounded theory produces a theory that has explana-
tory power, or modification of a theory that already
exists. Such theory generation is unique within quali-
tative research.

There are some major elements that are always
present in this type of research.

B Data collection and analysis are in constant dia-
logue and interaction with each other.

B Constant comparison of data occurs throughout
the research process.

B The researcher uses theoretical sampling by
following up concepts.

B The data are analysed through coding and
categorising.

B The researcher discovers the core category
through links between other categories.

B The theory or the theoretical ideas that are gen-
erated should always have their basis in the data
themselves.
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Les Todres

INTRODUCTION

Ethnography is distinct from other qualitative research
approaches in that it focuses on culture or social
group. It can be seen as a process that includes the
methods of research — and a product, which is the
written story as the outcome of the research.
Researchers ‘do’ ethnography; they study a culture
by observing cultural members’ behaviours and ask
questions about their actions, interactions, experience
and feelings. They also write ‘an ethnography’, a
narrative account in which they give a portrayal of
the culture they study. Ethnography is both ‘doing
science’ and ‘telling stories’.

Serrant-Green (2007) claims that ‘ethnography’ is
not a single research method but consists of many
activities; it encompasses many viewpoints. It is

sometimes used synonymously with ‘qualitative
research’, but in this chapter we adopt the original
meaning of the term: an approach within anthropo-
logical/sociological traditions that can also be applied
to our own society.

The term ‘ethnography’ means ‘writing culture’ or
‘writing people’, and comes from the Greek. The
major traits of ethnography include the researcher’s
first-hand experience of the ‘natural setting’ that the
informants inhabit, the culture or community that is
being studied. Ethnographers can utilise both qualita-
tive and quantitative procedures. In this chapter the
qualitative approach will be discussed, as this is most
often used in nursing. Ethnography is probably the
oldest of the research approaches, as even in ancient
times travellers to a country other than their own
studied and described foreign cultures and wrote
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about their experiences. It was particularly popular
in the 19th and 20th twentieth centuries, when the
approach became more systematic in the writing of
anthropologists such as Malinowski (1922) and Boas
(1928). They gave detailed descriptions of the cul-
tures in which they immersed themselves for many
years. Initially anthropologists explored only foreign
cultures, often adopting a colonialist and ethnocentric
stance. Today, anthropologists are less ethnocentric,
that is, they are less inclined to view other groups
from their own (Western) perspective.

From 1917 to the early 1940s the Chicago School
of Sociology influenced later ethnographic methods
because its members examined marginal cultures
such as ghettos, urban gangs and slums of the city.
Researchers subsequently explored their own cul-
tures, researching that with which they were already
familiar. These studies were carried out by members
of many disciplines apart from anthropology, for
example by sociologists, educationists and nurses.
Janice Morse, the best-known nurse anthropologist
and author of qualitative research texts, has discussed
this approach in nursing for several decades (see the
history of ethnographic research in Gobo 2008).

Like most other qualitative approaches, ethno-
graphic research is inductive, at least initially. This
means that it proceeds from the specific to the general,
and that initially no preconceptions or hypotheses
guide the researcher towards the outcomes of the
inquiry. In ethnography, as in other forms of qualita-
tive inquiry, the researcher is the main research tool.

Ethnography is distinct from other qualitative
approaches in that it generates descriptions of a group
in its cultural context, and focuses mainly, though not
exclusively, on the routine activities and customs in
the culture, as well as on the location of the people
within it.

THE CHARACTERISTICS OF
ETHNOGRAPHY

Roper and Shapira (2000) state that:

‘ethnography is a research process of learning about
people by learning from them’ (their italics) (Roper
& Shapira 2000: 1)
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The main features of ethnography are:

B immersion in a setting and a focus on culture

B the emic (insider’s) dimension from the partici-
pants, in particular key informants

B ‘thick’, dense or analytic description.

The focus on culture

Fetterman (1998) suggests that the interpretation of a
culture (or subculture) is the main aim of ethnogra-
phy. Culture can be defined as the way of life of a
group, the learnt patterns of behaviour that are
socially constructed and transmitted. This includes a
shared communication system in language, gestures
and expressions — the messages that most cultural
members understand and recognise. Individuals in a
culture often share values and ideas acquired through
learning from other members of the group. Researchers
need to be aware, however, that a culture is not
necessarily homogeneous, and that the value system
of people within it is influenced by their social
location.

Learning group values and behaviour is referred to
as socialisation. For instance, members of the nursing
profession have been socialised into the values and
perspectives of their own group through their educa-
tion and training. The perspectives of the group, the
actions and interactions of group members, and the
meaning they place on their own and others’ behav-
iour, are legitimate areas of research for the ethnog-
rapher. Adopting an ethnographic approach to a
familiar culture helps researchers to avoid assump-
tions about their own cultural group or take its
working for granted.

Knowledge that the members of a culture share but
do not articulate to each other is referred to as ‘tacit
knowledge’. Social behaviour and interpretations of
the social world are based on this. Ethnographers
uncover tacit knowledge and make it explicit. They
also reveal some of the hidden meanings in the rou-
tines and rituals of a group and place.

Ethnographers have recently changed their per-
spective from a monolithic understanding of culture
where all individuals share values, beliefs and per-
ceptions, to a focus on cultural diversity (Holloway
& Todres 2003). They demonstrate how cultural



members are located within their setting and how
they can only be understood within the specific
context. For instance, although nurses and doctors in
an orthopaedic department might have certain per-
ceptions in common (particularly about their patients),
there are other elements where their beliefs and ways
of working are in conflict with each other.

Important research questions are linked to culture
or subculture within a healthcare setting. For example,
a researcher might observe the subculture of nursing
students, the culture of a nursing home or a children’s
hospital.

Emic and etic perspectives

The term emic perspective is often used in ethno-
graphic research. Although the concept has a variety
of interpretations, in its simplest form it means
‘insider view’. The emic perspective is the perception
of those who are members of a particular culture or
group, or, in anthropological terms, the ‘native’ point
of view. The linguist Pike coined this phrase, but it
was used more extensively and with a different
meaning by the anthropologist Harris (1976) and
most ethnographers since. Members of a culture have
special knowledge of this culture and can share this
with the researcher. For instance, nurses in the A&E
department know about the special problems facing
members of the department, but they would also be
able to narrate the dramatic events that might make
this type of work exciting.

Insiders give meaning to their experiences and
generate knowledge about the reasons for their
actions. They know the rules and rituals of their
group or subculture. The emic perspective is thus
culture-specific. Outside observers would find it dif-
ficult to gain the same familiarity and intimacy with
this setting as insiders do.

In contrast, ethnographers also speak of the efic
perspective, which is the view of the outsider who may
or may not be a member of the culture being studied.
As an example, an A&E nurse might wish to research
the culture of A&E departments. In this sense they are
a ‘native’ of the group. Nurses are also researchers,
however, and in this particular sense they are outsiders
and they need to produce scientific knowledge about
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what they see and hear, which means taking an etic
view. Thus the emic perspective is the subjective view
of insiders that has to be retold by the researchers in
the account of the research. Indeed the A&E nurse
researchers in the earlier example have to attempt to
become ‘naive’ observers or interviewers, taking the
view of a ‘cultural stranger’ to the setting. The etic
perspective is needed to transform the story into an
ethnography with its roots in social science. Harris
(1976) explains that etics are scientific transforma-
tions of the empirical data by the researchers who
adopt an approach to the data that is more theoretical
and abstract than that of the insiders.

Thick description

The concept of thick description has its origin in the
work of the philosopher Ryle and was taken on by
the anthropologist Geertz (1973), who applied it to
ethnography. He suggests that it is a detailed account
that makes explicit the patterns of cultural and social
relationships and puts them in context. It is a result
of observations and interviews in the field. The notion
of thick description is sometimes understood as a
detailed description of a culture or group, but this
does not suffice. It must be theoretical and analytical,
in that researchers concern themselves with general
patterns and traits of social life, and it gives the reader
of the ethnographic text a sense of the emotional
experience of the participants in the study. Thick
description builds up a clear picture of the individuals
and groups in the context of their culture, and encom-
passes their meanings and intentions. On the other
hand, thin description is superficial and factual and
does not explore the underlying meanings of cultural
members (Denzin 1989). It does not lead to a good
ethnography.

THE USE OF ETHNOGRAPHY IN NURSING

Many cultures and subcultures exist within nursing.
One might think, for instance, of the culture of a
hospital or the subculture of an orthopaedic ward.
Ethnographic research is therefore helpful in:
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B studying cultures linked to nursing with their
rules and rituals and routine activities — this
includes transcultural research, which exam-
ines different ethnic groups, their interactions
and meaning creation

B discovering the ‘insider view’ of patients and
colleagues

B explaining phenomena related to nursing

B examining the conflicting perspectives of
professionals ~ within  the  organisational
culture.

Nurse researchers contextualise the perspectives,
actions and emotions of their patients or colleagues
and those of other health professionals through eth-
nographic methods. They become culture-sensitive
and learn to identify the influences of the environ-
ment on the person. The aim of nurse researchers,
however, is different from that of other anthropolo-
gists. They do not merely generate knowledge, which
is seen as the goal of ethnography (Hammersley &
Atkinson 2007), but they also wish to change and
improve professional practice through understanding
the culture they study.

Leininger (1985) has coined the term ‘ethnonurs-
ing’ to refer to the use of ethnography in nursing. She
describes this as an adaptation and extension of eth-
nography. Ethnonursing, she suggests, is concerned
with studying groups and settings linked to nursing,
but is also specifically about nursing care, produces
nursing knowledge and explains or demonstrates
nursing phenomena.

Nurse ethnographers do not always investigate
their own cultural members. In Britain, nurses care
for patients from a variety of ethnic groups and need
to be knowledgeable about different cultures. Indeed,
all nurses and patients belong to ethnic groups, and
sometimes they come from different countries and
have a variety of religions. Awareness of cultural
differences is important because both nurses and
patients are products of their group. DeSantis (1994)
suggested that at least three cultures are involved in
nurses’ interactions with patients: the nurses’ profes-
sional culture, the patients’ culture and the context in
which the interactions take place.

Nurse researchers usually proceed in the following
way.
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B They describe a problem in the group under
study and, through this, they come to under-
stand the causes of the problem and may be
able to prevent it.

B They help patients to identify and report their
needs.

B They give information to the readers of their
accounts — their colleagues and other health
professionals — to effect change in clinical and
professional practice.

When undertaking research with colleagues or
students, nurse researchers proceed through similar
phases. The ultimate goal of their research is to
improve professional practice.

Savage (2000) draws certain parallels between eth-
nography (in particular participant observation) and
clinical practice:

B the physical involvement with the setting is
common to nursing and research

B the claims nurses and researchers make about
knowledge through experience

B the assumptions they share as nurses and
observers.

Savage suggests that nurses and ethnographers
should be concerned with the links between their own
experience of the setting and that of their patients.
Nurses and researchers also attempt to translate the
understanding they gain of patients to others.

DESCRIPTIVE AND CRITICAL
ETHNOGRAPHY

There are two main approaches to ethnography:
descriptive and critical ethnography. Thomas (1993)
states the difference:

‘Conventional ethnographers study culture for the
purpose of describing it; critical ethnographers do so
to change it’ (Thomas 1993: 4)

It should be noted, however, that most of the
nursing research carried out has implications for
practice. While descriptive ethnography centres on
the description of cultures or groups (see Research
Example 14.1), critical ethnography involves the
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14.1 Descriptive Ethnography

Hunter CL, Spence K, McKenna K, ledema R (2008) Learning how to learn: an ethnographic
study in a neonatal intensive care unit. Journal of Advanced Nursing 62(6): 657-664.

This example is an Australian study that included observation and interviews in a neonatal
intensive care unit. The observational element was particularly important in the research.
Hunter et al. (2008) investigated how nurses, especially new staff, learn from each other in
the clinical setting. The research centred on the interaction of the professionals with each
other. It was found that, apart from formal learning, incidental and informal learning also takes
place. The analysis of workplace learning points to the way in which professionals learn and
from whom, as well as where they gain professional knowledge. It was also shown that an
allocation of time is important for multiple types of learning to take place.

14.2 Critical Ethnography

Caldwell PH, Arthur HM (2008) The influence of a culture of referral of access to nursing care
in rural settings after myocardial infarction. Health and Place 14(1): 180-185.

In a critical ethnography, Caldwell and Arthur (2008) explored the referral system for women
with myocardial infarction and found that this had an ‘urban-centric’ focus to the provision of
care for these women. The authors based their work on the ideas of Thomas (1993), who
discusses this approach in terms of power relationships and social change. It was demon-
strated how sociocultural factors and the medical hierarchy influence access to care. The
implications of the study were that support systems and the way patients were referred needed

to change.

study of macro-social factors such as power and
control, and examines commonsense assumptions
and hidden agendas in this arena (Holloway &
Wheeler 2010); it therefore has political elements
or focuses on power relationships (see Research
Example 14.2).

Nurse researchers often use critical ethnography
because women form the majority of these profes-
sions and power relations are part of the complex
factors influencing interaction between nurses and
doctors or nurses and patients. Penney and Wellard
(2007) speak of the need to change practice, which
is one of the aims of critical ethnography. (See
also Hardcastle ef al. 2006 on Carspecken’s critical
ethnography.)

While ethnographers undertaking descriptive and
critical ethnographies use the same data collection

and analysis procedures, those undertaking critical
ethnographies aim to highlight the power dimensions
of interaction and are often more reflexive of their
own involvement in the research.

SELECTION OF SAMPLE AND SETTING

Ethnographers use purposive or criterion-based sam-
pling, i.e. they adopt specific criteria to select their
informants and setting, such as patients undergoing
orthopaedic surgery, children with diabetes, nursing
students or a maternity unit. The criteria for sample
selection must be explicitand systematic (Hammersley
& Atkinson 2007) to ensure that participants are rep-
resentative of the group under study. The participants
in ethnographic research are usually called inform-
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ants, because they inform the researcher about issues
in their world. Alternative terms include participant,
cultural member or key actor. Key informants are
those participants whose knowledge of the setting is
intimate and long-standing. Patients are often the
main informants in nursing ethnography. They tell of
their experience and the meanings they attach to it,
and of the expectations and health beliefs that form
part of their perspective (DeSantis 1994). Informants
might be interviewed formally or participate by
talking informally about the cultural beliefs and prac-
tices as well as ways of communicating. They become
active collaborators in the research rather than passive
respondents (hence the term ‘informant’). Nurses can
compare their own interpretations of the group with
those of key informants through the process of mem-
ber-checking, whereby they ask informants to check
the script and interpretation (Lincoln & Guba 1985).

DATA COLLECTION

Ethnographers have three major strategies for collect-
ing data (Roper & Shapira 2000):

B they observe what is going on in the setting
while participating in it

B they ask informants from the cultural group
they are studying about their behaviour, experi-
ences and feelings

B they study documents about and in the setting,
in order to familiarise themselves with it.

Observation takes place through engagement and
immersion in the setting, interviews are the accounts
of the insider experience and documents are added
sources for studying the culture. Indeed, often
researchers supplement interviews and observation
by taping oral histories from the cultural members
whose world they study, or they examine photo-
graphs or pictures of the group and the setting.

Observing
Participant observation, the type of observation most
commonly used, means that the researchers are

immersed in the setting and become familiar with
it. Prolonged observation produces more in-depth
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knowledge of a culture. Occasionally, researchers
need to withdraw from the setting, to stand back and
take stock. They also need to try to put aside their
assumptions, come to the setting as ‘cultural stran-
gers’ and keep an open mind in seeking the emic
perspective, the view of the inhabitant of the world
they study. Ethnographers observe the setting and
situation, the way people act and interact, the use of
space and time, but they also observe critical inci-
dents that may occur and the way rules are followed
and rituals are carried out.

Spradley (1980: 78), a well-known ethnographer,
identifies the dimensions of the social settings that
ethnographers study. These include the following.

Space location of the research

Actor the people who take part in the setting
Activity the actions of people

Object things located in the setting

Act single actions of participants

Events what is happening in the setting

Time sequencing of activities and time frame
Goals what people aim to do

Feeling emotions that participants have

The observation setting can be open or closed.
Open settings can be highly visible public spaces
such as a reception area or a corridor, whereas closed
settings have to be more carefully negotiated and
could be hospital wards or meeting rooms. In nursing
settings, observation is normally overt, where the
researcher makes explicit their intention to observe
the social setting. Covert observation, where partici-
pants do not know that they are being observed, is
usually seen as unethical. Indeed, participant obser-
vation is a challenge to the researcher, as ethical
issues might become problematic in this type of open
setting where the participants’ behaviour can be
observed throughout. There is a fine line between
disclosure for the purpose of the researcher’s agenda
and confidentiality or anonymity of the participants.

Observations are initially unstructured, although
they become progressively more focused as impor-
tant features emerge that might be of significance
for the study. Observations inform the researcher’s
interviews with key informants. Incidents or issues
that are puzzling or problematic are explored with
participants.



The ethnographic interview

During and following observations researchers ask
questions about the meaning of behaviour, language
and events. This happens initially through informal
conversations with participants. There are several
consequences of these conversations: researchers
familiarise themselves with the arena, bond with par-
ticipants and acquire cultural knowledge from the
informants.

In-depth interviews are commonly used to allow
informants the opportunity to explore issues within
the culture that they see as important. Although the
researcher has an agenda, participants have control
within certain boundaries. The researchers follow up
the issues and ideas that the informant sees as signifi-
cant, without neglecting their own research agenda.
The interviews may be formal or informal, in-depth,
unstructured or semi-structured (see Chapter 28).

Spradley (1979) distinguishes between grand-tour
and mini-tour questions. While the former questions
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are broad, the latter are more specific. An example of
a grand-tour question might be: ‘Can you describe
your life as an orthopaedic nurse?” A mini-tour ques-
tion might be: ‘Tell me about the pain you had after
your operation.” Researchers often start an interview
with a broad question and the interview becomes
more focused, following up participants’ answers
(see Box 14.1).

These questions are then followed wup,
depending on the participants’ answers. If some-
thing important emerges, gentle prompts can be
used, such as ‘Can you tell me more about that,
please?’

Ethnographers also listen to naturally occurring
talk in the setting, for example people communicating
with each other on the ward, in meetings, or in the
classroom. These conversations may be analysed in
the same way as interviews. To make sure that data
are not lost, interviewers generally record partici-
pants’ words, whereas detailed fieldnotes are made of
conversations.

Box 14.1 Examples of general and focused questions for

ethnographic interviews

General questions

® Tell me about your experience of your (condition)?

Focused questions (following the participants ideas)

® What were your visits to the hospital like?

® What was the reaction of your family to this?

General questions

® Can you describe your stay in hospital?

Focused questions

® Tell me about the care of the nurses?

® You said that the nurses always have time for patients, please can you elaborate?
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FIELDWORK AND FIELDNOTES

The field, fieldwork and fieldnotes are well-known
concepts used in ethnography. The field is the loca-
tion in which the research is taking place and in
which the researcher has a presence (Gobo 2008). It
may be a ward, a hospital or a specific community of
people. The term fieldwork refers to the work under-
taken in an ethnographic study such as collecting data
from various sources. Fieldwork also includes the
description and interpretation of cultural behaviour,
the meaning people give to their actions and the
setting in which the study takes place. This is an
ongoing process in the research.

Researchers keep a field journal or diary in which
they jot down their thoughts about their experiences
and make theoretical comments. These fieldnotes or
‘ethnographic record’ (Gobo 2008) are used at a later
stage to help remember important issues, questions
or solutions to problems. They have their basis in the
observations and interviews undertaken in the setting.
Initially, fieldnotes are only for the eyes of the eth-
nographer, but ultimately excerpts are used as data or
extended descriptions in ethnographic writing. At
first, fieldnotes tend to be simple but become more
complex as the study progresses, and may become
notes about analysis and interpretation.

Spradley (1979) identifies different types of field-
notes in terms of condensed and extended accounts.
Condensed accounts are short descriptions made in
the field during data collection, while expanded
accounts extend the descriptions and fill in detail.
Short fieldnotes are extended as soon as possible after
a period of observation or interview if it was not pos-
sible to record the full detail during the data collec-
tion. Ethnographers also note their own biases,
reactions and problems during fieldwork. They may
use additional ways to record events and behaviour
such as audiotapes, video film or photos, flowcharts
and diagrams.

MACRO- AND MICRO-ETHNOGRAPHIES

Spradley (1980) identifies macro- and micro-
ethnographies, which can be viewed on a continuum
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of scale. At one end of this continuum are large-
scale studies examining a complex society, one or
more communities or social institutions (macro-
ethnography); at the other are small-scale studies
into a single social situation (micro-ethnography).

A macro-ethnography examines a large culture
with its institutions, communities and value systems.
In nursing, this might be the wider culture of nursing.
Such studies are rarely carried out by a single
researcher. Both macro- and micro-ethnographies
proceed in similar ways and produce an account of
the culture being studied. The type of study depends
on the focus of the investigation, the researcher’s own
interests or the interests of those who fund the
research.

Novice nurse researchers often choose a micro-
ethnography as it makes fewer demands on their time
than macro-ethnography and seems more immedi-
ately relevant to the world of the nurse. Micro-
ethnography focuses on small settings or groups, such
as a single ward or a group of specialist nurses.
Research Example 14.3 provides an example of a
micro-ethnography.

DATA ANALYSIS AND INTERPRETATION

Analysis involves interaction with the data. The data
are scanned and organised from the start of the
research, and the focus on particular issues becomes
clearer as the research progresses. Analysis and inter-
pretation proceed in parallel. The analytic process is
not linear but iterative; this means that researchers go
back and forth, from the data collection and reading
and thinking about them, to the analysis. They then
return to collecting new data and analysing them.
This process continues until the collection and analy-
sis are complete.
The main steps in data analysis include:

B bringing order to the data and organising the
material

B reading, re-reading and thinking about the
data

B coding the data

B summarising and reducing the codes to larger
categories
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14.3 A Micro-ethnography

Happ MB, Swigart VA, Tate JA et al. (2007) Patient involvement in health-related decisions
during prolonged critical illness. Research in Nursing and Health 30: 361-372.

The authors Happ et al. (2007) collected data during prolonged mechanical ventilation through
observation of the situation and interviews — that is, patterns of communication. Patients
participated in decision making about their care and other critical issues, such as artificial
feeding and financial and legal issues. This study was restricted to a particular setting, a
detailed view of a small unit, namely a 20-bed ICU and an adjacent unit with eight beds in
which decisions were made about life-supporting treatment and daily care. Although patients
did not demand to be involved in the decision-making processes, there was consistent involve-
ment and shared decision making in these units through questions and non-verbal and verbal
answers of patients.

The study is a micro-ethnography in that it was conducted in only one hospital and two small
units. Obviously the results cannot be generalised to other settings, although some of the

ideas can be applied.

B searching for patterns and regularities in the
data, sorting these and recognising themes

B uncovering variations in the data and revealing
those cases that do not fit with the rest of the
data, and accounting for them

B engaging with, and integrating, the related
literature.

When the audiotapes have been listened to and
transcribed, and the observation notes ordered, the
transcripts of interviews and observation notes are
read several times. The researcher thinks about the
data and their meaning. The next step is coding, the
process of breaking down the data and giving each
important section a descriptive label. For instance,
the sentence from an informant: [ really was sick of
all the grand words and could not understand any-
thing that was going on, might be labelled ‘feeling
frustrated’ or ‘lack of information’, depending on the
context. An observation note that reads: The nurse
comforted the critically ill patient, could be labelled
‘being there’. The names given to codes are deter-
mined by the individual researcher.

Once coding has been completed, codes with
similar meaning or themes linked to the same area of
analysis are grouped together into larger and more
abstract categories. For instance, the codes: need for

independence, wanting to be in control, reluctance to
be helped, rejecting care from others might be reduced
to the category the wish for self-determination or being
empowered. Thematically similar sets of categories
are grouped together, with links and relationships
established between them. Broad patterns of thoughts
and behaviour emerge at this stage, and major
‘constructs’ or themes are developed. The ethnogra-
pher needs to check that there is a fit between the data
and the analytic categories and themes.

While ethnographers sometimes produce theories,
they often generate typologies. This means develop-
ing a classification system that points to variations in
the data. For example, an ethnographer might find
two types of nurse in a particular ward, those who
take control and make firm decisions, and others who
generally ask their colleagues and doctors for advice
and rarely make difficult decisions. The ethnographer
might call these types decision makers and advice
takers. As in all typologies, these are types at the end
of a continuum. At some point on the continuum
these types overlap.

Interpretation of the data or ‘going beyond the
results’ (Roper & Shapira 2000) means that research-
ers uncover the meaning of the patterns and themes
that they developed. It allows them to answer the
research question and to reveal elements of the cul-
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tural phenomena studied. Interpretation starts in early
data collection and proceeds throughout, but data are
often reinterpreted at a later stage. While interpreting
the data, researchers make inferences and discuss the
possible meanings of the data. Interpretation, although
linked to the analysis, is more speculative, involving
theorising and explaining. Interpretation links the
findings of the project, derived from the analysis, to
previously established theories through comparing
other researchers’ work with one’s own. At this stage,
the research literature related to the themes and pat-
terns will be considered. It might confirm or ‘discon-
firm’, that is, challenge the findings of the study. The
researcher discusses this in a critical and analytical
way. The processes of analysis and interpretation
are stages in which a phenomenon is broken down,
divided into its elements and ‘reassembled in
terms of definitions or explanations that make the
phenomenon understandable to outsiders’ (LeCompte
& Schensul 1999: 5). Thus researchers build a holis-
tic portrait of a culture from a number of building
blocks.

RELATIONSHIPS AND PROBLEMS IN
THE SETTING

Ethnography is an appropriate approach when
addressing questions about culture and subcultures or
a particular group with common traits. However,
problems do exist for nurses who wish to carry out
ethnographic research. Ethnography needs prolonged
engagement and immersion in the setting under
study. Gaining admittance to the group and establish-
ing rapport takes time and commitment. Many nurse
researchers who study groups other than their own
are unable to undertake participant observation over
a long period of time, such as a year or more. Hence
some nursing ethnographies are not as fully devel-
oped as they might be.

Insider researchers also experience problems. They
must attempt to see familiar events with new eyes
(DeWalt & DeWalt 2002). Nurses who carry out
research in their own setting may be seen as health
professionals and not as researchers, and this might
prevent their colleagues, who are participants in the
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research, from making themselves explicit. They
might have preconceptions and make assumptions
about the setting under study and miss nuances or fail
to observe important details. Patients, too, might see
them as carers who know them well and may be
reluctant to disclose their thoughts for fear that this
might prejudice their treatment. Nurse ethnographers
often experience conflict between their role as
researcher and their nursing role. This was demon-
strated by Cudmore and Sondermeyer (2007), who
reported on the difficulties of doing ethnography in
one’s own setting. On the other hand, it is easier to
gain access and develop rapport with the research
participants as an insider. Holloway and Wheeler
(2010) identify a further problem. Nurses have a
background in the natural sciences and learn to
approach their clinical practice systematically. This
means that they might find it difficult to deal with
ambiguity. Social inquiry is always provisional and
rarely unambiguous. It is better, however, to admit to
uncertainty than to make unwarranted claims about
the research. Findings can be re-interpreted at a later
stage in the light of reflection or new evidence.

Key informants might have their own preconcep-
tions of the setting and let this guide their own obser-
vations or discussions about the culture under study.
This means that researchers need to compare the
informants’ accounts with the observed reality (which
is, of course, that of the researcher). There is also the
risk that participants might tell only what they think
researchers wish to hear. This danger is particularly
strong in healthcare, as patients (and also nursing
students) often want to please those who care for
them or deal with them in a professional relationship.
However, immersion in the culture by the researcher,
and the prolonged relationship of researcher and
informants, helps to overcome this.

THE ETHNOGRAPHIC REPORT

Ethnography is not only ‘analytic’ description but
also interpretation. Ethnographers describe what they
observe and hear while studying cultural members in
context; they identify the main features of the group
and the setting, and uncover relationships between



separate and varied data through analysis; they also
interpret the findings by asking for meaning and
inferring such meaning from the data. It is important
that the participants in the study recognise their own
social reality and the traits of their culture and group
in the final account, and also that the readers of the
study grasp the perspective of the participants.

The ethnography — the account of an ethnographic
study — usually takes the form of a narrative and
includes quotes from the interviews with participants
and excerpts from fieldnotes that illustrate the descrip-
tions and explanations. Thick description is one of
the features of the report. An ethnography should be
a clearly written text that engages its readers.

CONCLUSIONS

Ethnography is the method of choice when the
researcher wants to investigate a culture. The com-
plete ethnography paints a detailed, yet holistic, por-
trait of the culture that has been studied. Ultimately,
a nursing ethnography contributes not only to nursing
knowledge but also assists in applying that knowl-
edge for the improvement of nursing practice.

Some of the main features of ethnography include
the following.

B An ethnography is the description of a culture,
a subculture or group.

B The data sources are mainly participant obser-
vation by immersion in the setting and inter-
views with key informants.

B The researcher uncovers the emic view.

B Thick description is used to make the study
come alive and to give both an empirical and a
theoretical perspective.
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