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Chapter

Why Research?

CHARLOTTE RITCHIE AND SHARON VITALI

The Importance of Research

In today’s information-driven society, almost all policy and practice decisions
demand consideration and evaluation of the evidence base. Thus, health and
social care practitioners can no longer rely solely on the theoretical knowledge
acquired from ‘clever’ lecturers and professors while taking an academic degree,
nor the practice wisdom of mentors, borne of their many years of experience.
The ability to comprehend and master research is required of both undergradu-
ate and postgraduate students of health and social care, and this is reflected in
the growth of modules such as research methods, critical appraisal and evidence-
based practice, as well as the ubiquitous research dissertation. Meanwhile, quali-
fied nurses, midwives, physiotherapists, social workers, occupational therapists,
paramedics and others are increasingly utilising research findings and undertak-
ing studies themselves in order to inform their practice.

The holy grail of conclusive evidence regarding ‘what works, when, how,
why and with whom’ can, however, seem difficult to locate — particularly for the
new researcher confronting multiple and often conflicting presentations of fact
and opinion in books, academic and professional journals, reports, web pages
and more popular media. Most frustratingly, the key details of a study are
frequently obscured within the mysterious language and rituals of the world of
researchers. For many students and practitioners, the mere mention of research
methods, data analysis and publication can be enough to induce panic and
cognitive freezing. Yet, research is an exciting activity that can be personally
and professionally rewarding, as well as leading to wider benefits for services
and their users. It is therefore important that today’s health and social care
students and professionals understand how studies are undertaken and what
research findings mean. Crucially, this means being able to:

® Understand and critically appraise research papers and reports

® Conduct literature searches in order to determine the current knowledge and
evidence base regarding a health or social problem and potential interventions

® Lead on and/or participate in studies which evaluate policy, practice and
programme-based initiatives
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® Lead on and/or participate in studies which improve understanding of the
experiences, needs and behaviours of those using and working within health
and social care services

@® Collect, collate, appraise and present research evidence in a confident and
cognisant manner.

This book is written for those of you - students, professionals and even lectur-
ers — who are looking for a user-friendly interpretation of the essential, but some-
times apparently impenetrable, world of research. Without confusing you with
unnecessary jargon, the book will clarify the role of research within health and
social care and help you to identify which methods and research designs are most
suited to particular types of research question. Using examples from the field, it
will also guide you through the various stages of conducting a study - from iden-
tifying a topic to disseminating your findings — and highlight the strengths and
weaknesses of different methods, thus providing balanced accounts that will
enable you to reflect critically on the wide range of possible approaches.

Our primary goal is to help you to develop your research knowledge and
skills so that you will feel confident in your ability to use research effectively.
This should liberate you from reliance on, and fear of, the ‘research expert’. In
keeping with that philosophy, the book has been designed so that you can
consume it in its entirety or move quickly to the chapter(s) dealing with the
method(s) that most interest you - either as an introduction or as a refresher
session. The rest of this chapter will help to set the scene. To this end, we
reflect on the contested meaning of scientific knowledge, explore the role that
patronage and funding have played in research, and acknowledge the limita-
tions of evidence-based practice. We also argue that the future of health and
social care research is bright, and conclude with a brief overview of the chap-
ters that are to follow.

The Contested Nature of Scientific Knowledge

There is no absolute knowledge.

And those who claim it,

whether they are scientists or dogmatists,

open the door to tragedy.

All information is imperfect.

We have to treat it with humility. (Bronowski, 1953: 353)

How do we know that anything we measure or observe is accurate? The early
discoverers soon learned that challenging a pre-existing theory required forti-
tude, but also a methodology that could be verified by their contemporaries.
Units of measurement, for example, had to be recognisable, if not universal, and
calculations and observations had to be open to the inspection of others — their
peers. Today, whenever a study is published in an academic journal, it will have
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been reviewed first by at least two other academics familiar with the subject, a
process known as peer review. But this still leaves many questions unanswered
and key amongst them is ‘how true are research findings?’

To begin to answer this question, it is important to contemplate the relation-
ship between research and truth and the strengths and limitations of both
natural and social science methods. This is particularly important for health and
social care researchers who routinely engage with studies from both traditions.'
Essentially, natural science claims to be a rational approach to studying the
objective ‘real’ world, which, like chemical reactions or the fusion of particles,
is governed by rules or laws of natural origin. In contrast, social science is
concerned with exploring human behaviour and society, phenomena which are
difficult to measure or define since they are socially, culturally and historically
specific, as well as underpinned by individual agency, choice and free will.

By way of illustration, we can take a natural world problem and juxtapose it
with one from the social world. Let us suppose that water has found its way to
the edge of a sharp drop and that nothing stands in the way of it tipping over
the edge. We know from past experience that it will flow over and down the
hillside. This is driven by the laws of nature. As Karl Popper® might have argued,
unless or until we see water travelling unaided uphill, we know that the hypoth-
esis that water, unhindered, flows downhill will always be true. This is a natural
science problem, but the same is not true of human subjects, whose behaviour
is governed not on the whole by scientific laws and inevitability, but by personal
choices made within the structures and contexts of their broader life circum-
stances (see also Giddens, 1995).

For example, a very hungry person who is offered food will usually make a
rational decision to eat it. However, we cannot assume that this will always be
so. They may have rational reasons for not eating it - they may not like its taste
or smell or they may be on a diet, religious fast or hunger strike. They may also
have seemingly irrational ‘reasons’ for not eating it. They might simply be in a
bad mood or a ‘fussy’ eater. The logic of whether they eat or not might even be
a matter for professional medical or psychiatric debate. So, someone who has an
eating disorder and does not eat despite being very hungry might be described
as behaving rationally within the constraints of their illness or irrationally if
they are risking their health and even life.

At first sight then, it may seem that the natural sciences and the social sciences
are dealing with two entirely different worlds: the first objective, inevitable and
capable of measurement; and the second lacking objectivity, contingent and
unable to demonstrate causality. Yet, this is an unhelpful distinction. Over the
years, social scientists have valiantly sought to prove that their work - like the
work of natural scientists — is objective, verifiable and therefore true. The origins
of this crusade date back to the eighteenth century when philosophers and
intellectuals — such as John Locke (1602-1704), Isaac Newton (1642-1727) and
David Hume (1711-1776) - introduced the concept of empiricism. This was the
principle that knowledge should always be based on observations of the real
world, rather than on mere reasoning or conjecture.
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Subsequently, Auguste Comte (1798-1857) argued that all science should not
only involve observation, but also procedures for verification (that is, methods
for checking the accuracy of its claims). Moreover, science should be value-free
(not make judgements about worth, utility or importance) and measurable (able
to quantify what has been done and found). Additionally, science should discard
any theory which could not be verified or proved true. Comte is generally
regarded as the first Western sociologist and his writings — along with those of
others, such as Jeremy Bentham (1748-1832), John Stuart Mill (1806-1873),
Durkheim (1858-1917), Marx (1818-1883) and Weber (1864-1920) - helped to
establish positivism within social science. The philosophy of positivism main-
tains that knowledge can only come from positive affirmation of theories
through strict scientific method, involving observation and experience.

More recently, social scientists have drawn back from positivism, instead arguing
that science can never be truly objective and verifiable since all knowledge is socially
constructed (Berger and Luckmann, 1966; Latour and Woolgar, 1979; Lyotard,
1984). Research hypotheses and theories always involve questions of meaning,
definition and value, and are therefore by their very nature contingent. For example,
we may hypothesise that intervention A will solve problem B. Yet, to test this, we
need to be certain of what exactly both A and B are. Problematically, we cannot be
sure that everyone will necessarily agree on what — or how important — A is, or on
how B should be implemented. Furthermore, the impact of A on B cannot be
divorced from the subjective experiences of those affected. For example, being diag-
nosed with a particular illness can have very different meanings for individuals
depending on their personal, social, cultural and economic circumstances.’

It is also not possible to assume that science (natural or social) can explain
everything. We cannot conclude that something does not exist, just because we
have not observed or measured it. Maybe we were simply looking in the wrong
place or at the wrong time. Nor can we be certain that our experimental obser-
vations (however carefully controlled) have not missed some crucial explanatory
factor or causal process — perhaps one that we did not consider or one that simply
could not be factored into the research. In practice, natural science researchers
cannot conclusively predict which individuals will develop a particular condition
and how it will develop. Similarly, social scientists cannot foretell with any abso-
lute certainty which children will be abused or treated badly by their parents or
which young people will grow up to engage in a life of drugs or crime.

In short, the quest for truth founded on neutral and objective scientific knowledge
appears to be an ephemeral goal. Knowledge is rather contingent and contested and
this becomes even more evident when we consider not only what researchers do, but
how they are enabled (or not) to do it — crucially, how their work is funded.

The Role of Patronage and Funding

In the days of the Renaissance,* wealthy princes and others sponsored scientists,
mathematicians and artists in order to glorify their own name and self-image
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(Pumfrey and Dawbarn, 2004). However, this patronage also stimulated innova-
tion in scientific thinking. Whilst the sixteenth- and seventeenth-century
universities maintained rigorous disciplinary divides between cosmology and
mathematical astronomy, the courts of princes provided an opportunity for
more groundbreaking and innovative ideas. Thus, the Renaissance led to an
exponential increase in scientific discoveries which would not have occurred
without the support and funding of some of society’s wealthiest and most
powerful families and institutions. However, this patronage did not always
come without a cost.

Galileo, for example, found financial support from the court of the Medicis
in Italy and deftly named the satellites of Jupiter after the Grand Duke’s four
sons. In time, he worked his way up to the papal court at the Vatican, the most
powerful court in a largely Catholic Europe. At that point, Pope Urban VIII
asked Galileo to give arguments for and against the Copernican theory that the
planets revolved around the sun. Galileo’s work concurred with the Copernican
theory and this angered the Vatican because the Church, taking a literal inter-
pretation of the Old Testament, held that the earth was static.’ As a result,
Galileo was summoned before the Inquisition, placed under house arrest, and
his publications and all future works were banned.

During the middle years of the twentieth century, the power of ruling ideolo-
gies in accepting or dismissing new knowledge and theories became increas-
ingly evident. For example, there were calls for Einstein’s work on relativity to
be banned in the Union of Soviet Socialist Republics (USSR) because his theories
resonated with bourgeois decadence. In America, meanwhile, he was inves-
tigated by the Federal Bureau of Investigation (FBI) as a ‘dangerous’ liberal and
freethinker. The development of nuclear weapons during and after the Second
World War further confirmed that science was anything but value-free. Even the
lunar landings of the 1960s were enabled by Nazi rocket technology, powered
by the Cold War between the USSR and America, and motivated by potential
military applications.

So, academic work has often needed the endorsement of a powerful institu-
tion or patron. Yet, in order to benefit, its findings have generally had to fit — at
least for the moment — within the ideas and priorities set by those offering their
support. An important benefit of this is that paradigms and patronage have
often focused academic thought and led to innovation. Additionally, under-
standing has developed incrementally with a degree of coherence and logical
structure as new theories have been added to old. Despite this, the paradigms
and patronage of the privileged can become all-powerful, making innovation
more difficult. Equally, those whose scientific interests have lacked economic or
social viability, or not fitted within prevailing belief structures, have often found
that the door to discovery was firmly closed.

Today, funding opportunities for health and social care research come from
many different sources: government departments; international bodies; the
National Health Service (NHS); research councils; charities; trusts; industry;
commerce; and private donors. Each of these sources will inevitably have its
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own priorities and commitments. Equally, these will change and evolve over
time. When assessing the objectivity of any research findings, the source of
funding for a study has to be considered. It is naive to assume that the interests
of those financing research do not directly or indirectly lead to pressure to inves-
tigate/or not investigate a particular topic or to publish/or not publish in a
certain area. This is, of course, even more pertinent when the researchers are
themselves employees of those providing the funding, such as researchers
working for campaigning organisations, political parties or lobbying groups.

In recent years, such bias has been particularly evident within the pharma-
ceutical industry where the pressure to market pharmaceutical products appears
to have resulted in companies being reluctant fully to report research findings
on the safety of particular drugs (Wise, 1997; Melzer, 1998). This apparent lack
of integrity not only adulterates the available body of knowledge, but also puts
health and welfare at risk. Meanwhile, bias can be more covertly present in the
research funding priorities of governments, which tend to favour topical issues
high on the political agenda, and even charitable organisations, which often
have limited budgets and therefore award numerous small stipends for rela-
tively superficial studies in the hope that this will produce immediate results at
relatively little cost.

The Limitations of Evidence-based Practice

As indicated at the start of this chapter, there has lately been a groundswell of
enthusiasm for evidence-based practice. The roots of this ‘movement’ can be
found in medicine during the early 1990s and are closely associated with Archie
Cochrane, a British medical researcher, who argued that limited healthcare
resources should be used to provide services that have been shown to be effec-
tive (Cochrane, 1972). To this end, Cochrane promoted the use of randomised
controlled trials (RCTs) to evaluate treatment methods (see Chapter 11) and
pioneered the use of systematic reviews and meta-analyses (see Chapter 5). His
work also led to the emergence of the Cochrane Collaboration, an international
network to support the development of evidence-based medicine.

Since then, evidence-based practice has spread into many other professional
fields, including nursing, social work, probation, education and public health
(Trinder, 2000). It is underpinned by the belief that practitioners should make
rational decisions on the basis of structured critical appraisals of empirical
evidence relating to what works in their field. Ideally, this empirical evidence
should come from RCTs using large sample sizes, the random allocation of
participants to comparison groups, high follow-up rates, and outcome measures
of known or probable clinical importance. Better still, it will involve quantita-
tive reviews of more than one RCT by meta-analysis. Advocates of this evidence-
based approach maintain that this results in both the best practice possible and
the optimal use of resources.
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Despite widespread acclaim, the rise of evidence-based practice has not been
universally welcomed. Those who are reluctant to embrace the concept do not
tend to baulk at the idea of advancing knowledge or improving health and
social care delivery. Their objections rather relate to the limitations they perceive
in an approach that pitches undisputed fact against the more complex and
messy reality of everyday life (Tobin, 2003). Such negativity will probably seem
clearer now that we have reflected on the contingent nature of scientific knowl-
edge. It does indeed seem difficult to be certain of what best practice is when we
cannot guarantee that knowledge is objective or value-free and when science
can never promise the truth of its conclusions (Popper, 1945; Kuhn, 1970).

Building upon this, many health and social care practitioners have argued
that the causes of health and/or social problems are extremely complex, chaotic
and ever-changing (Sheldon and Chilvers, 2000; Darlington and Scott, 2002).
Yet the kinds of research which underpin evidence-based practice tend to over-
simplify problems and attribute mistaken certainty to their findings. They also
tend to be costly and time-consuming to undertake (Reid and Zettergren, 1999).
Furthermore, evidence-based practice is based largely on studies conducted in
experimental situations, the findings of which may not apply in real-world
settings. Indeed, it can actually be difficult to implement evidence-based prac-
tice as the evidence available often lacks obvious relevance to everyday practice
(Richardson et al., 1990; Darlington and Scott, 2002).

Such difficulties have been expressed in terms of the ‘high, hard ground’ of
complex technical knowledge which may be of interest to a minority of experts
in the field and the ‘swampy lowlands’ which are messy but preoccupy the
majority of health and social care clients and professionals:

In the varied topography of professional practice, there is a high, hard ground
where practitioners can make effective use of research-based theory and tech-
nique, and there is a swampy lowland where situations are confusing ‘messes’
incapable of a technical solution. The difficulty is that the problems of the high
ground, however great their technical interest, are often relatively unimportant to
clients of the larger society while in the swamp are the problems of the greatest
human concern. (Schon, 1983: 42-3)

It is often difficult to see how the findings of a narrowly specified RCT or
systematic review will help the young person who struggles with myriad prob-
lems including depression, homelessness, poor family relationships and
substance misuse or, indeed, the social worker working with them. In fact, some
have argued that evidence-based practice actually impedes professionals since it
erodes their autonomy in decision-making processes and effectively functions
as a covert method of rationing resources (Trinder, 2000: 2).

The impenetrability of very complex health and social problems, along with
the high costs of conducting studies long and large enough to produce reliable
findings, have been addressed to some extent by the advent of meta-analysis (see
Chapter 5). However, reviews of published work will inevitably repeat the gaps
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existing in the original research. There are few large scale RCTs of many health
and social care interventions because of the difficulty of securing sufficient time
and funding, the ethics of withholding potentially important treatment and serv-
ices from some individuals, and the near impossibility of controlling for the full
range of variables (personal, social, psychological, cultural and economic) that are
likely to affect outcomes. This lack of a research base can threaten services which
may well be effective, although not formally evidenced.

An overreliance on large RCTs has also meant that the findings of other types
of study, particularly qualitative research, have often been marginalised or over-
looked. Qualitative research seeks in-depth information from relatively small
samples and this allows topics to be explored in a level, depth and detail that is
not possible using more structured, quantitative formats. Indeed, a key strength
of qualitative research is that it enables research participants to be open and
reflective about their experiences (Stewart et al., 1995). Equally, it can provide
the questioning professional with the opportunity to explore the reality of their
practice as they encounter it. As we shall see in Part 4, qualitative research prior-
itises different forms of knowledge and values from quantitative research.
However, it has provided many important insights into how people feel and
behave within a wide range of health and social care settings and is thus crucial
to health and social care research as well as to evidence-based practice.

Towards an Optimistic Research Future

Quantitative researchers have often argued that qualitative research is of minimal
value except in the exploratory phase of a study. In contrast, qualitative research-
ers have claimed that the application of purely quantitative evaluation techniques
distorts reality into overly simplistic data analysis (Susman and Evered, 1978;
Macdonald et al., 1992; Gabor et al., 1998; Hart and Bond, 1998). Such diamet-
rically opposed positions — with the proponents of quantitative and qualitative
data each believing in the superiority of their own approaches — were well-
documented in the 1970s when methodology paradigm wars monopolised the
research literature (Hersen and Barlow, 1976).

During the 1980s, however, some of the rigid boundaries between quantita-
tive and qualitative researchers began to relax. Qualitative methods (especially
focus groups) crept into the previously quantitative realm of market research
(see Chapter 15) and service user involvement — which emphasises the impor-
tance of involving those who use services in deciding what they want and need
and potentially even delivering those services — became embedded in health
and social care research and practice (Stewart et al., 1995). The availability of
personal computers and software packages additionally accelerated the blurring
of methodological boundaries by facilitating the transformation of qualitative
data into quantitative data and vice versa (Bazeley, 1999). Gradually, the comple-
mentarity of qualitative and quantitative techniques has been recognised and
mixed methods protocols have been accepted (see Chapter 19).
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The plurality of funding sources available for health and social care research
today also means that individual researchers are much less reliant on the patron-
age and interests of the wealthy and privileged than was the case in the past.
The world of research is in principle now open to all who are appropriately
trained and briefed, with projects varying in size from very small local studies to
large international collaborations. Meanwhile, formalised ethical and research
governance procedures provide better guidance and security to research partici-
pants and researchers (see Chapters 2 and 3), whilst peer review processes for
deciding which studies should be funded and which research findings should be
published help to ensure that methodological rigour is maintained.

Certainly, it is wise to retain a healthy degree of scepticism regarding
academic processes of self-regulation - especially given all we have already
said about research serving the interests of the powerful and privileged.
Undoubtedly, those whose studies are not funded and those whose papers are
rejected will sometimes claim that the system of peer review favours those
who have professional allies, share a common perspective on a research ques-
tion, or are established researchers in their field — and, on occasions, it is likely
that they will be right. Yet, we cannot deny that the scrutiny of research proto-
cols and findings by those who are knowledgeable of the topic and methodol-
ogy has helped to ensure that more research than ever is being undertaken by
reputable and proven scientists who will produce robust findings that they
share to the good of all.

Finally, we should perhaps remain optimistic about the role that serendipity
and inspiration can play in shaping knowledge and increasing understanding.
The natural sciences are littered with remarkable discoveries that are, in effect,
the result of accidents or of bold scientific imagination — for example, Newton’s
work on gravity, Harrison’s work on longitude, Archimedes’ discovery of the
principle of buoyancy, and Fleming’s work on penicillin. Such scientific break-
throughs were not necessarily recognised as such at the time — perhaps because
the discoverers were not well-known or because the findings did not ‘fit’ the
body of knowledge already held or were not in an area deemed to be of interest.
Yet, over time they have resurfaced, been recognised and changed lives.
Inquisitive open minds remain as important today as they were in the past to
the broad scientific endeavour.

The Rest of the Book

Some of you may be commencing this book with a heavy heart: a necessary read
for a module or an essay to write. Others will be reading with an air of excite-
ment and anticipation as you prepare to undertake a research project of your
own: a student dissertation or thesis, or maybe in hope of finding some answers
to aspects of your practice that interest, concern or frustrate you. The history of
research is littered with great lives: from Pythagoras to Bowlby; from Euclid to
Marie Curie — men and women who have struggled to get their ideas and their
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research into the public domain. Your own research may add to an existing
body of knowledge, or it may begin — alongside the work of others — to chip
away at a prevailing set of beliefs and methods of practice.

This introductory chapter will have hopefully provided you with some real-
istic insights into what can and cannot be achieved within the constraints of a
single study. The findings of any research project, however large or small, are
but a drop in a much larger ocean of uncertainty. We cannot say that they will
ever represent the absolute truth on any one subject, but as findings link
together, the evidence becomes stronger. Research is rewarding and challenging.
As we have seen, an astute mind may find a fault seam running through even
an apparently strong body of knowledge built up over the years, and from there
initiate change. Meanwhile, it is the constant search for truth, however ephem-
eral, that often inspires and drives researchers on.

Whether you are an aspiring researcher or a consumer of research literature,
the skills that you will acquire from reading this book will help to inform and
guide you on your investigative journey. In the remainder of Part 1, we consider
other necessary preliminaries to undertaking research. These include designing
and planning your study (Chapter 2) and research ethics (Chapter 3). Chapters
4 to 18 then each critically explore one method or design commonly used by
health and social care researchers. Whilst we have sought to include a diverse
and balanced range of approaches, we do not claim to have been exhaustive. For
example, we are particularly conscious of the lack of a chapter on emancipatory
and participatory research. However, we are reassured that there are other excel-
lent texts to fill this void (c.f. Oliver, 1997; Ramcharan et al., 2004; Koch and
Kralik, 2006). Moreover, those wishing to conduct emancipatory and participa-
tory research should still find much that is useful within the methods and
designs that are covered.

Chapters 4 to 18 each use the following standard format:

@ Introduction: a short, clear definition of the method/design

@ Historical context: a brief note on the origins and history of the method/
design

® Current use: an overview of when, why and by whom the method/design is
currently used

@ Strengths: the main strengths of the method/design
@ Weaknesses: the main weaknesses of the method/design

® Conducting a study: a brief account of how to undertake a study using the
method/design

® A published example: an overview of one recent high-quality health or social
care study using the method/design

@ Further reading: a short list of suggested further reading with brief commentaries.
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We hope that this structured approach will enable you to compare and contrast
methods, but also provide you with balanced accounts that reveal how and when
each approach is best used, as well as an understanding of its limitations. The
sections on ‘conducting a study’ and ‘a published example’ aim to provide you
with enough information to grasp what undertaking research using a particular
method or design entails, whilst the further reading will point you in the right
direction for developing your knowledge and skills further. One book chapter
cannot possibly equip you with everything you need to know in order to under-
take your own study. Thus, you will inevitably find yourself consulting other texts
and discussing your work with colleagues and experts in the field. You are also
likely to require specialist training in statistics and/or qualitative data analysis
techniques. Nonetheless, each chapter should give you a good grounding in, and
broad understanding of, the method or design which is featured.

With some niggling reservations, we have called Part 2 of the book ‘Desk-
based Research’, Part 3 ‘Quantitative Research’ and Part 4 ‘Qualitative Research’.
Each method or design has been allocated to the part of the book with which it
seemed most strongly connected (historically, philosophically and in practice).
Yet, we recognise that this arrangement is not wholly satisfactory. The term
‘desk-based research’ tends to refer to methods that utilise existing data sources,
particularly written documents. However, it is possible to analyse new empirical
data using desk-based methods - for example, interview data can often be
subject to a discourse or content analysis. Equally, as later chapters will illus-
trate, research designs which have generally been considered quantitative are
increasingly being used by qualitative researchers and qualitative data can often
be analysed quantitatively.

The world of research is complex and new approaches to data collection,
analysis and interpretation are constantly evolving. This is a positive develop-
ment and we do not wish to seem rooted in the past by unduly prioritising a
qualitative versus quantitative divide or by resurrecting old methodology para-
digm wars. Nonetheless, our decision to divide the fifteen methods chapters
into three parts gives the book a structure and coherence which seems, for the
most part, relevant and sensible. In Part 5, we then seek to ‘bring it all together’
with two concluding chapters. Chapter 19 explores the possibilities of using
qualitative and quantitative research within a single study, whilst Chapter 20
reviews the various ways of ensuring that research findings reach an appropriate
audience and thus have maximum impact.

Whether your intention is to read this book from cover to cover or to turn to the
chapter(s) that most interest you, our advice is to be thoughtful, creative, critical,
inquisitive, honest and transparent, but also to enjoy your research. Ultimately,
these are the values that should predominate within your academic work as much
as within your life as a committed health and social care practitioner. We hope that
Research Methods for Health and Social Care will become a well-thumbed and comfort-
ing companion, as well as a useful resource, for many new researchers. We also
hope that it will inspire and encourage rigorous studies that go on to generate valu-
able findings for future health and social care policy and practice.
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Notes

1 Medicine, Biology and Anatomy, for example, are largely natural science disciplines, whilst
Sociology, Social Work and Psychology are predominantly social science subjects.

2 Karl Popper was arguably one of the twentieth century’s greatest philosophers of science.
He queried whether firm scientific laws could be established through observation and
experiment and argued that absolute truth was alien to the scientific method. His
falsification principle suggests that a statement cannot be said to be ‘true’ unless it can be
verified, which is perhaps impossible in an infinite and changing world. See, for example,
Popper, K. (1945).

3 Such as their age, gender, family relationships, employment situation, social networks,
material resources, and local health and social care facilities.

4 An economic and intellectual movement with its roots in the ancient Western civilisations
of Rome and Greece.

5 Psalm 93:1, Psalm 96:10, and Chronicles 16:30 state that ‘the world is firmly established,
it cannot be moved.’ Psalm 104:5 says, ‘[the LORD] set the earth on its foundations; it can
never be moved.’ Ecclesiastes 1:5 states that ‘the sun rises and the sun sets and hurries back
to where it rises.’
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example 115-16

face validity 109

further reading 116-17

historical context 108-9

in India 108

mandatory forms 107-8

medical and clinical 106, 118n1

monitoring 107

NHS audit practices handbook 108

quality promotion 107

questions addressed by 109

records existing 113

self-initiated 107

service performance assessment

114

simplicity 109-10

strengths of 109-10, 110-11

surveys 113
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weaknesses of 110, 111
autonomy, see respect for persons
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back pain, example of service audit
115-16
Belmont Report 31, 32, 35
beneficence 35, 36
v. respect for persons,
paternalistic/libertarian choices
36
bias
in advertisements 80
ascertainment bias 71
attrition bias 71
cohort studies 143
content analysis 80, 83
detection bias 71
focus groups 215
in-depth interviews 202
literature reviews 53, 54, 67
in newspaper articles 80
outcome reporting bias 68
in the pharmaceutical industry 8
publication bias 67-8, 71
quantitative surveys 125, 126
randomised controlled trials 155
selection bias 71, 155
systematic reviews 67-8, 71
binge drinking, example of cohort
study 147-8
Biobank Project 139
birth cohort studies 138-9
in UK and other countries 139
blood-letting 153
books, for dissemination of study
findings 288
Booth, Charles 197-8
British Association of Social Workers
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British Cohort Study (BCS70) 139
British Psychological Society 37
British Sociological Association 37
business, mixed-method research in
280

C

cake mixes, market research 212
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Campbell Collaboration 65, 70
cardiac surgery, patients waiting for,
example of critical incident study
262-3
cardiovascular disease, and hormone
replacement therapy (HRT) 154
carers’ work and retirement, example
of literature review 57-9
case-control studies 140
censuses 121, 122
change management research 213
Chartered Society of Physiotherapy
37
chi-square test () 132
CIT, see critical incident technique
Clinical Outcomes Group 106
Cochrane, Archie 8, 64, 153
Cochrane Centre 64, 161
Cochrane Collaboration 8, 64, 70
codes of practice 36-41
safety of social workers 23
codes of research conduct 36-41
coding frame
content analysis 85-6
in-depth interviews 205
Codman, Ernest 106
cohorts
birth cohorts 138-9
definition 137
origin of term 137-8
cohort studies 137-51
bias/confounding 143
case-control studies 140
conducting a study 144-7
confounding factors 141, 146-7,
151n6
current use 140-1
data analysis 1467
data collection 145
ethical advantages 142
example 147-8
flexibility 141-2
follow-up of participants 145-6
further reading 148-9
historical context 137-9
historical prospective
(ambispective) 140
incidence data analysis 146-7
informed consent 145
method justification 144
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population selection 144-5
prospective (concurrent) 138, 140
purposes, descriptive/analytic 140
qualitative 139
questions addressed by 141
retrospective (historical) 138, 140
in social sciences 138
strengths of 141-2, 143
weaknesses of 142-3, 1434
commerce, mixed-method research
in 280
Commission for Social Care
Inspection (CSCI) 107
Comparative Manifestos Project 80
computer use 22
content analysis 79
in-depth interviews 199
literature reviews 50
Comte, Auguste 6
confidence interval (Cl) 132
confidentiality 40
exceptions 40
techniques for protecting 40
confounding 143
residual 154, 155
confounding factors, cohort studies
141, 146-7, 151n6
consent
consent form 39
informed consent 32, 37-9, 145,
206
valid consent 37-8
consequentialism 33, 35
Consolidated Standards of Reporting
Trials (CONSORT) statement 161,
165n9
constructivism 268
content analysis 78-91
aim 78
appropriate sample of material
84-5
biased material 80, 83
coding frame 85-6
computer use 79
conducting a study 84-6
current use 79-81
data analysis 86
definition 78
empirical and theoretical
background to research
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question 84
example 87-8
further reading 88-90
historical context 78-9
purpose of 82
questions addressed by 81
reliability 86
reproducibility 86
strengths of 81-2, 83
validity 86
weaknesses of 82-3, 83
written material 80
COOP charts 184
correlation 132, 151n5
corticosteroids after head injury 154
cost-benefit analysis (CBA) 169, 171,
172,174,175
discounting 175
cost-effectiveness analysis (CEA)
166-7,168-9, 173,175
incremental cost-effectiveness ratio
(ICER) 168-9, 175
cost-minimisation analysis (CMA)
167-8,173, 175
cost-utility analysis (CUA) 169, 171,
175,176,177
cost-utility studies 183
Council for International
Organizations of Medical Sciences
(CIOMS) 32
covert research/observation 39, 225
CRASH trial 154
Critical Appraisal Skills Programme
(CASP) 62n8
critical appraisal tools 56
critical incident technique (CIT)
253-64
aim 260
conducting a study, stages in
260-1
criteria specification 260
critical happenings 256, 259, 261
current use 254-6
data analysis 261
data collection 257, 260-1
data interpretation 261
data saturation 261, 263
description 253
evaluation of 261-2
example 262-3
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flexibility 257

further reading 263-4

historical context 253-4

incident/critical incident definitions

254

objectivity 257

questions addressed by 257

strengths of 257-8, 259

weaknesses of 258-9, 259
Cronbach’s alpha 191
cross-sectional surveys 123

D

Dartmouth Primary Cooperative
Research Network (COOP) Charts
184

databases
electronic 56, 70
expansion of available information

212

data collection and analysis
interpretive approach 198
see also under individual research

types

deception, research involving 39

decision analysis 166

decision-making, economic
evaluations and 172

decision theory 166

Declaration of Helsinki 31, 32

deontology 33-4, 35

depth interviews, see in-depth
interviews

desk-based research 13
see also audit; content analysis;

discourse analysis; literature
reviews; systematic reviews

detection bias 71

Diagnostic and Statistical Manual
of Mental Disorders-1V (DSM-1V)
101

DIPEx research group 200

direct-to-consumer advertisements
(DTCA) 80

disabled children, example of in-
depth interviews of key worker
services staff 205-7

discounting 175

discourse analysis 92-104
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conducting an analysis 97-100

current use 94-5

data collection techniques 94-5

epistemological stance 95, 99

example 100-2

further reading 102-3

historical context 92—4

intertextuality 99, 101

as a process 94

questions addressed by 95

reliability 99

research question, identification
of 98

rigour 99-100

socio-cultural phenomena 93, 96,
97

strengths of 95-6, 97

suggesting change 100

text reviewing 99

text selection/creation 98

validity 99

values and assumptions 99

weaknesses of 96-7, 97

discourses 92
dissemination of study findings

283-95

academic journals 288-9

books 288

clarity 285

conclusions 294

definition 283-4

dissertations 286-7

guidelines 284-6

IMRAD (introduction, methods,
results and discussion) format
285, 293

key questions before 286

leaflets 290-1

mass media 290

oral presentations 292-3

outputs, paper v. web-based 291

planning 284-5

poster presentations 293

professional journals 289-90

reasons for 284

research reports 287

structured approach 285

theses 286-7

visual aids 292-3

web pages 291-2
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dissertations, for dissemination of
study findings 286-7

Domesday Book 121

double blinding 155, 159-60

DTCA (direct-to-consumer
advertisements) 80

E

economic efficiency 166
economic evaluations 166-80

benefits of intervention 174, 177

conducting an evaluation 173-5

cost-benefit analysis (CBA) 169,
171,172,174,175

cost-effectiveness analysis (CEA)
166-7,168-9, 173,175

cost-minimisation analysis (CMA)
167-8,173,175

cost perspectives 170

cost-utility analysis (CUA) 169,
171,175,176,177

current use 167-70

data analysis 175, 178

decision-making and 172

discounting 175

economic efficiency 166

ethical approach 171

example 175-8

further reading 178-9

guidelines 167

historical context 166-7

incremental analysis 171

incremental cost-effectiveness ratio

(ICER) 168-9, 175
interventions for assessment and
comparison 173,176
marginal costs and benefits 171
objective and perspective 1734,
176
opportunity cost 171
questions addressed by 170
resource use 174, 176-7

results interpretation and checking

175,178
sensitivity analysis 175, 178
societal perspective 170, 171
strengths of 170-1, 172-3
time effects 174-5, 177-8
weaknesses of 171-2, 173
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educational research, CIT in 255
Einstein, Albert 7
emails, analysis of content 80
emic v. etic accounts 271
emotion, of researcher 22-3
empiricism 5
end results system 106
epistemology 268
pragmatism and 269
EPPI-Centre (Evidence for Policy and
Practice Information Co-ordinating
Centre) 64-5
ethics
of care 34, 35
case study illustrating theories
34-5
definition 31
principles of 35-6
theories of 33-5
see also research ethics
ethnography 238-52
access negotiation 244
analysis 246
British School 238-9
Chicago School 239, 246
conducting an ethnographic study
243-6
current use 239-41
definition 238
documentation 246
ethics 244
example 247-9
fieldwork 245-6
foreshadowed problems 244
funding shortage 242
further reading 249-50
historical context 238-9
in-depth interviews and 197, 198,
199
interviews 245, 247-8
participant observation 238, 245
planning 243
questions addressed by 241
researcher reflexivity 244
research question development
244
setting selection 244
strengths of 241-2, 243
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thick v. thin descriptions 242,
252n1-2
versatility of 242
weaknesses of 242-3, 243
etic v. emic accounts 271
evidence-based medicine/practice
limitations of 8-10
relevance to everyday practice 9
systematic reviews and 64, 65
Evidence for Policy and Practice
Information Co-ordinating Centre
(EPPI-Centre) 64-5
expenses 23-4

F

fairness, see justice
Federal Communications Commission
(FCC) 91n3
fieldnotes, in participant observation
231-2
filing system 22
financial support 23-4
lack of, for ethnographic research
242
proposed expenses 23-4
see also funding sources
Fisher, R.A. 153
Flanagan, J.C. 253-4
focus groups 10, 211-23
biasin 215
change management research
213
conducting a focus group 216-19
consent forms 220
critical incident data collection
257
current use 213
data analysis 218-19
defining quality 211
description 211
ethical considerations 219
example 219-21
further reading 221-2
group size and number 217
historical context 211-12
marginalised social groups 213,
214
participant sampling 216-17
piloting questions 216
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planning a group 217

questions addressed by 214

research question development

216

running a group 217-18

strengths of 214, 215

weaknesses of 215, 215-16
follow-up studies, see cohort studies
foreshadowed problems 244
Framingham Heart Study 138
frequencies 131
Frost, Wade Hampton 138
funding sources 7-8, 23

plurality of 11

see also financial support

G

Galileo 7

Gallup, George 122

Gallup organisation 122

Gantt chart 21, 278, 282n3

Glasgow Media Group 87-8, 91n6

Goffman, Erving 225, 239, 240

government, mixed-method research
in 280

grounded theory 246

Guttman scales 128

H

health, World Health Organization
(WHO) definition 182
health status measures 181-94
construct validity 188, 191
convenience of 185
current use 183-4
developing 187-8
example 189-92
further reading 192-3
historical context 182
internal consistency 190-1
pilot studies 187
prospective study 188
questionnaires, see health status
questionnaires
questions addressed by 184
responsiveness/sensitivity to
change 188
strengths of 184-5, 186
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test-retest reliability 188, 191
weaknesses of 185-6, 186

health status questionnaires 181,
183, 184, 188

health technologies, guidelines for
economic evaluation 167

herbal therapies, example of
quantitative survey 132-4

Hill, Sir Austin Bradford 153

hormone replacement therapy
(HRT), and cardiovascular disease
154

hospice approach to care 255

hospital admission events for elderly
women, example of ethnography
247-9

Human Genome Epidemiology
Network (HuGENeT) 65

hypotheses 19

IMRAD (introduction, methods,
results and discussion) format
285, 293

incidence risk 146

incidence studies, see cohort studies

incremental analysis 171

incremental cost-effectiveness ratio
(ICER) 168-9, 175

in-depth interviews 197-210
bias in 202
coding frame 205
conducting an interview 203-5
consent forms 204, 206
critical incident data collection

257
current use 199-201
data analysis 205, 206-7
description 197
ethnography and 197, 198, 199
example 205-7
format 197
further reading 207-8
historical context 197-9
indexing 205
information sheets 204, 206
interview guides, semi-structured
204
key features 200-1

9780230_500785_22_ind01.indd 302

leading questions 202, 210n3
questions addressed by 200
recording 205
semi-structured 204
strengths of 201-2, 203
transcriptions 205
weaknesses of 202-3, 203
informal interviews, see in-depth
interviews
information sheet for research
participants 38
informed consent 32, 37-9, 145,
206
inspiration 11
institutional ethics committees (IECs)
42
see also research ethics committees
institutional review boards (IRBs) 42
see also research ethics committees
instruments, see health status
questionnaires
intention-to-treat (ITT) 155-6
interactionism, symbolic 239
International Ethical Guidelines for
Biomedical Research Involving
Human Subjects 31, 32-3
International Quality of Life
Assessment (IQOLA) 183
interpretivism 268
intertextuality, in discourse analysis
99, 101
interviews
ethnographic 245, 247-8
funnel approach 245, 247-8
non-directive 211-12
semi-structured 204
standardised 121
structured 121
video 205
see also in-depth interviews

J

journalistic reviews 49

journals, for dissemination of study
findings
academic journals 288-9
professional journals 289-90

justice 35, 36
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K

Kant, Immanuel 33
Karnofsky Performance Scale 182

L

labour, support in, example of
systematic review 73-4
Laing, R.D. 239
Lasswell, Harold 79, 80, 81
Lazarsfeld, Paul 212
leading questions 202, 210n3
leaflets, for dissemination of study
findings 290-1
learning difficulties, example of focus
group 219-21
learning disabilities, changing terms
for 94
libertarianism 36
libraries 50
Likert Scale 187
Likert-type scales 128
literature reviews 18-19, 49-62
biasin 53, 54, 67
computers and electronic media
effect on 50
conducting a review 54-7
country-specific terms 55
critical appraisal tools 56, 62n8
current use 51
data analysis and interpretation
56-7
example 57-9
further reading 59-60
historical context 49-51
inclusion and exclusion criteria
55
information sources 51
literature map 57
questions addressed by 52
relevance 56
research question 55
retrieving materials 56
rigour 56
search strategy 55-6
search terms 55
significance 56
strengths of 52-3, 54
v. systematic reviews 50-1
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writing the review 57

longitudinal surveys
qualitative 139
quantitative 123

long-term care for older people in
Europe, World Health Organization
(WHO) audit 108

M

Malinowski, Bronislaw 224-5, 238-9,
244
management, critical incident
techniques in 255
Manifesto Research Group 80
marketing calls, unsolicited 136n5
market research 212
critical incident techniques in
254
mass media, for dissemination of
study findings 290
media dons 290
medications
over-prescribing 152
side effects 152
mental distress, example of discourse
analysis 100-2
mental illness portrayal, example of
content analysis 87-8
meta-analyses 50, 64, 72-3
statistical power 67
methodology
choice of 19-20
v. method 19-20
methods
choice of 19-20
v. methodology 19-20
Millennium Cohort Study 139
mind maps 18, 29n1
mixed methods research 267-82
alternative paradigms 269-70
competing paradigms 267-8
complementarity 273, 274-5,
278
definition 270-1
description 270-2
development 273
example 275-7
expansion 273, 274
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factors affecting implementation
277-9

initiation 273, 274

integration within, barriers to
278-9

potential of 279-80

project time 271-2

quantitative—qualitative divide
267-70

rationale for 272-3

triangulation 273, 274

types of 271-2

use of 272-5

monographs, for dissemination of
study findings 288

N

narrative reviews 49

National Association of Social Workers
37

National Birth Cohort 139

National Child Development Study
(NCDS) 139

National Confidential Enquiries 108

National Health Service (NHS)
audit practices handbook 108
Centre for Reviews and

Dissemination (CRD) 65

National Institute for Health and
Clinical Excellence (NICE) 167,
176-7

National Perinatal Epidemiology Unit,
systematic reviews 64

National Research Ethics Service
(NRES) 26

naturalistic enquiry 268

natural science, v. social science 5

newspaper articles, analysed for bias
80

NHS, see National Health Service

NICE (National Institute for Health
and Clinical Excellence) 167,
176-7

Nightingale, Florence 106

non-consequentialism, see
deontology

non-maleficence 35

Nuremberg Code 31-2

Nursing and Midwifery Council 36
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observation
accuracy of 4-5, 6
covert 225

observational studies 39

one-way analysis of variance (ANOVA)
132

ontology 268

open-ended interviews, see in-depth
interviews

oral presentations
for dissemination of study findings

292-3

visual aids 292-3

oral surveys 121,123

orlistat, example of economic
evaluation 175-8

outcome reporting bias 68

outputs/outcomes 20

Oxford Shoulder Score (OSS) 189-92

P

panel studies 150n1

participant observation 224-37
conducting a study 229-32
consent to 229
covert observation 225
current use 225-6
data analysis 232, 233
data collection 231-2
description 224
in ethnography 238, 245
example 232-4
fieldnotes 231-2
flexible work design 233
further reading 234-5
‘going native’ 228, 230
historical context 224-5
planning 229
questions addressed by 226
relationships with participants 231
researcher reflexivity 232
roles of researcher 229-30
sampling 229
strengths of 226-7, 228
triangulation of methods 228
vulnerability and risk 228
weaknesses of 227-8, 228, 2334
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paternalism 36
patient outcome management 106
patient-reported outcome measures
(PROMs) 182, 183, 184, 185-6
patient-reported questionnaires, see
health status questionnaires
patients
nurses’ relationships with, example
of participant observation study
2324
waiting for cardiac surgery,
example of critical incident
study 262-3
see also hospital admission events
patronage 6-8
peer review 5, 11
penicillin 154
performance tables 123
personal interviews, see in-depth
interviews
pharmaceutical industry, bias in 8
pharmaceutical products 8
guidelines for economic evaluation
of 167
PICO 69-70, 158
pilot studies 30n8
focus groups 216
health status measures 187
quantitative surveys 129
randomised controlled trials (RCTs)
160
planning 20-5
policy developments 17
political science, content analysis in
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Popper, Karl 15n2
positivism 6, 268
overthrow of 268
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dissemination of study findings
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postmodernism 93
post-structuralism 93
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pragmatism 269-70
see also mixed methods research
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Privacy and Electronic
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PROMs (patient-reported outcome
measures) 182, 183, 184, 185-6

proposals, see research proposals

psychometrics 182

publication bias 67-8, 71

Q

qualitative interviews, see in-depth
interviews
qualitative research 10
v. quantitative research 10, 13, 20,
269-70
see also critical incident technique;
ethnography; focus groups; in-
depth interviews; participant
observation
quality adjusted life years (QALYSs)
169, 183
cost per QALY gained 172,178
quantitative research
v. qualitative research 10, 13, 20,
269-70
see also cohort studies; economic
evaluations; health status
measures; quantitative surveys;
randomised controlled trials
quantitative surveys 121-36
aims 127
anonymity of participants 125
bias in 125, 126
conducting a survey 127-32
cost 124
cross-sectional (snapshot) 123
current use 122-3
data analysis 131-2
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data protection requirements 125,
136n2
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example 132-4
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further reading 134-5
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target population 127
techniques 121, 123
weaknesses of 125-6, 126
written 123
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questionnaires
health status 181, 183, 184, 188
patient-reported 181
quantitative surveys 127-9
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VF-14 181
questions
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128-9
leading 202, 210n3
types of 128
see also research questions
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Radcliffe-Brown, Alfred Reginald 238
radiotherapy, skin reactions, example
of randomised control trial 161-2
randomisation 153, 159
stratified 159, 165n7
randomised controlled trials (RCTs)
8, 152-65
biasin 155
conducting a trial 157-61
control groups 158
current use 154
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delay in applying evidence to
practice 153
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models (trial designs) 157
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159
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pilot study 160
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as prospective studies 152, 156
publication of results 161
questions addressed by 155
randomisation 153, 159, 165n7
research question definition 158
residual confounding 154, 155
sample size 160
statistical power 160
strengths of 155-6, 157
subgroup analysis 160-1
systematic reviews and 64
two-arm parallel-group trials 152,
157
weaknesses of 156-7, 157
Rasch analysis 188
rating scales 128
RCTs, see randomised controlled trials
realism 269
REBs, see research ethics boards
RECs, see research ethics committees
reflexivity 232, 244
research
covert 39
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understanding of 3-4
existing evidence 17
future of 10-11
harms, v. benefits 40-1
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outputs/outcomes 20
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research diaries 22
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156
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see also ethics
research ethics boards (REBs) 42
see also research ethics committees
research ethics committees (RECs)
26, 42
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research findings, verification of
5-6
research methods 19-20
definition 20
research projects, starting new
16-30
research proposals 26-8
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research protocols, see research
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causal 19
classification 19
definition 19
descriptive 19
formulation 18-19
key elements (PICO) 69-70, 158
relational 19
see also questions
research reports, for dissemination of
study findings 287
residual confounding 154, 155
RESPECT 37
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respondent fatigue, quantitative
surveys 126, 129
rhetorical analysis 91n1
risk 146
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researcher 22-3
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130, 229

scientific knowledge, contested
nature of 4-6

scope creep 21

scurvy 152-3

search terms 55

selection bias 71, 155

self-discipline 21

self-motivation 21

sensitivity analysis
in economic evaluations 175, 178
in systematic reviews 72

serendipity 11

service audit, see audit

service user involvement 10

Short-Form 36 (SF-36) 181

shoulder surgery evaluation, example
of health status measures 189-92

smoking, study of effect on British
doctors 138

snapshot surveys 123

Snow, Dr John 122

Social Fund evaluation, example of
mixed methods study 275-7

Social Research Association 37
code of practice 23

social science
cohort research in 138
mixed-method research in 280
v. natural science 5

Social Science Citation Index (SSCI)
272

social trends 17

socio-cultural phenomena 93, 96, 97

sociology, content analysis in 80

spider diagrams 18, 29n1

stakeholders, responsibility towards
41

standard deviation (SD) 132

standard error (SE) 132

statistical power 67, 160

streptomycin 153

study protocols, see research
proposals
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data synthesis 72-3
eligibility criteria 71
evidence-based medicine/practice
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virtue ethics 34, 35

visual aids 292-3
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web pages, for dissemination of study
findings 291-2
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