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QUALITATIVE RESEARCH

Why use theories in qualitative research?

Scott Reeves,1 Mathieu Albert,2 Ayelet Kuper,3 Brian David Hodges2

Theories such as interactionism,
phenomenology, and critical theory can be
used to help design a research question,
guide the selection of relevant data,
interpret the data, and propose
explanations of causes or influences

Previous articles in this series have addressed several
methodologies used in qualitative research. Qualita-
tive researchers also rely heavily on theories drawn
from the social sciences and humanities to guide their
research process and illuminate their findings. This
article discusses the role and use of three theoretical
approaches commonly used by qualitative researchers
in health domains: interactionism, phenomenology,
and critical theory. It also explains why such theories
are important for clinicians, for health policy, and for
patient care.

Why is theory useful?

Theories provide complex and comprehensive con-
ceptual understandings of things that cannot be pinned
down: how societies work, how organisations operate,
why people interact in certain ways. Theories give
researchers different “lenses” through which to look at
complicated problems and social issues, focusing their
attention on different aspects of the data and providing
a framework within which to conduct their analysis.
Just as there is no one way to understand why, for

instance, a culture has formed in a certain way, many
lenses can be applied to a problem, each focusing on a
different aspect of it. For example, to study doctor-

nurse interactions on medical wards, various theories
can provide insights into different aspects of hospital
and ward cultures. Box 1 indicates how each of the
theories discussed in this paper could be used to
highlight different facets of this research problem.

What are examples of theories used by qualitative

researchers?

Phenomenology

This theory was originally developed by Edmund
Husserl to explain how individuals give meanings to
social phenomena in their everyday lives. The role of
phenomenology was therefore to explore “the essence
of consciousness as experienced from the first-person
point of view.”1 Studies that draw upon this theoretical
perspective concentrate on exploring how individuals
make sense of the world in terms of the meanings and
classifications they employ. As such, phenomenology
aims to provide accounts that offer an insight into the
subjective “lived” experience of individuals.2 Given
the emphasis, phenomenological studies do not
attempt to generate wider explanations; rather their
focus is on providing research accounts for individuals
in a specific setting.
In general, studies that draw upon a phenomenolo-

gical approach gather data in the form of in-depth
semistructured or unstructured interviews and perso-
nal documents such as diaries. For example, Porter and
colleagues used in-depth individual interviews to
understand the meanings people living in residential
homes held about their caregivers,3 whereas Mitchell
gathered themeanings of being a senior fromnarrative
stories written by older people about their personal
experiences in later life.4 Theories that privilege
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Types of theory, with examples from related domains

Type of theory Focus
Biomedical domain

(positivist orientation)
Psychological domain

(psychodynamic orientation)
Social domain (constructivist

orientation)

Grand theory Universal, societal level
theories

Germ theory (Pasteur) Psychodynamic theory—ego,
defences, etc (Freud)

Social construction of reality
(Berger and Luckman)

Mid-range theory Local systems; recognition of
cultural or contextual
variations

Droplet theory of TB infection
(Wells)

Five stage theory of grief
(Kübler-Ross)

Social interactionism (Blumer)

Micro level theory Individual level action,
interaction but local context
also key

Theory of personal respiratory
protection (Kennelly)

Individual formulation of
illness and loss–
psychodynamic life narrative
(Viederman)

Phenomenology (Husserl)
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understanding of human experience in terms of
individual consciousness, such as phenomenology,
share links to the work of the German philosopher
Georg Wilhelm Friedrich Hegel and French existenti-
alists such as Jean-Paul Sartre. However, phenomen-
ology, as a result of its specific, empirical focus on the
individual experience, is an example of a micro level
theory within this philosophical orientation.

Interactionism

In contrast to the phenomenological focus on under-
standing individual perceptions, interactionism con-
centrates on exploring collective (group or team)
behaviours and perceptions. Originally developed by
George Mead, this approach aimed to provide an
understanding of individuals’ interactions by examin-
ing the symbols, especially the language, they use in
their daily encounters. In particular, interactionism is
an approach that aims to elicit an understanding of how
meaning is created and modified by individuals
through their social actions, interactions, and reactions.
Herbert Blumer outlined interactionism’s three guid-
ing assumptions: that human beings act towards things
on the basis of the meanings that these things have for
them; that the meaning of such things is derived from,
and arises out of, social interaction with one’s fellows;

that these meanings are handled in, and modified
through, an interpretativeprocessusedby theperson in
dealing with the things he or she encounters.5

Given the emphasis on understanding the processes
of social interactions, interactionist research studies
often draw on methods of data collection such as

Box 1 Howdifferent theories help illuminate the culture of doctor-nurse interactions on a
medical ward

Phenomenology

A researcher using phenomenology would approach the study of doctor-nurse

interprofessional interactions by exploring how individual doctors and nurses made sense

of theirward-based interprofessional experiences.Suchastudywouldaim toelicit, through

interviews, the meanings each individual attached to their interactions and the

classifications they employed tomake sense of their working lives within this context. Data

would be analysed inductively, focusing on allowing meanings to emerge from the

interviews.Specifically, thisprocesswouldentail examiningstatements fromthe interviews

and clustering them to form common themes linked to understanding the meanings that

doctors and nurses each individually attached to their interactions.

Interactionism

Interactionist theory would be used to explore how the interprofessional relations within a

medicalwardcontextwerecreatedandmodifiedduring thedaily interactionsofdoctorsand

nurses.Researchers insuchastudywouldobservehowdoctorsandnurses interacted (both

verbally and non-verbally) in their shared clinical work; they would also interview both

groups to understand the meanings they attached to their differing interprofessional

interactions. Data would be analysed inductively by examining observational field notes

and interviews to identifyandexplore thedifferentelementswhichcontributed to thenature

of doctor-nurse interactions within a particular context. For example, researchers might

examine differences between formal interactions (in front of patients) and informal

interactions (in more private hospital settings).

Critical theory

A researcher employing critical theory would approach a study of doctor-nurse interactions

by asking how power is related to characteristics of individuals or groups (for example,

gender, race, culture). For example, critical scholars such as Anne Witz have shown that

professions formhierarchies inwhich thedominant onesarepredominatelymale (doctors),

the first subordinate profession is largely female (nurses) and the most subordinate are

often members of ethic minorities (nursing assistants).14 Data analysis would be informed

bythespecificcritical theoretical lensselectedbytheresearcher. Forexample,datacouldbe

filtered through a feminist lens to help understand howpatriarchy operates throughdoctor-

nurse interactions within medical ward settings.

Box 2More examples of theories used in qualitative
research

Professionalisation theory

Elliot Freidsondevelopedhis theoryofprofessionalisation

in response to previous explanations that had considered

only the range of positive traits of professional groups.15

Freidson argued that occupational groups, such as

medicine, had previously engaged in a process of

professionalisation to secure exclusive ownership of

specific areas of knowledge and expertise. In obtaining

exclusivity, occupational groups secure autonomy of

practice, which leads to economic rewards and enhanced

status. To protect the gains obtained from

professionalisation, occupations guard their areas of

knowledge andexpertise through strict regulation of entry

and the maintenance of professional standards. More

recently, this theory has been questioned because of the

increasing influence of clinicalmanagement onmedicine,

which Haug argued had resulted in a

“deprofessionalisation” process, whereby some of the

professional gains described by Freidson have been

undermined.16

Labelling theory

Originating in the sociology of deviance, labelling theory

focuses on how society can negatively label a group

whose behaviour is deemed as deviating from the norm.

The theorywasapplied inahealthcarecontextbyScheff to

help understand the nature of mental illness.17 Scheff

argued that mental illness is essentially generated as a

result of societal influence. To understand deviant

actions, individuals often place the label “mental illness”

on thosewhoshowsuchactions. Certain expectationsare

then placed on these individuals and, over time, they

unconsciously change their behaviour to fulfil them (a

notion termed self fulfilling prophesy). Empirical work by

Link et al has shown how influential labelling can be for

mentally ill patients: once they are labelled as having this

type of illness, people may withdraw from society.18

Negotiated order theory

This theory was developed by Strauss et al to advance

thinking about the way social order is maintained in

organisations.19 Previous explanations of social order

within organisations tended to emphasise formal

structures and rules and to neglect the influence of

negotiations at the micro level. For Strauss and his

colleagues, negotiation between individuals (through

bargaining, compromising, and mediating) creates and

shapes organisational rules and structures.

Consequently, micro level negotiation contributes to the

development and maintenance of the social order that

existswithinanorganisation. This theoryhasbeenused in

various organisational settings, including health care,

where it indicated that informal negotiation was key in

nurse-doctor decisions on patient care.20
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participant observation and interviews to capture these
elements of social action. For example,Goffman found
that individuals’ interactions are largely dependent on
whether they are interacting in a “front stage” (a
hospital ward, for example) or a “backstage” (private
office, for example) setting.6 More recent research on
the socialisation of medical students has indicated the
significance of front and backstage performances in
their socialisation.7

Several theories conceptualise reality as a social or
collective construction, and these have roots in the
work of Europeanwriters such asÉmileDurkheimand
Lev Vygotsky and of Americans Peter Berger and
Thomas Luckman. Interactionism attempts to general-
ise beyond the individual experience but retains amid-
range focus on local systems and contexts within this
broader social constructivist school.

Critical theory

Critical theory is oriented towards critiquing and
changing society as a whole.8 With roots in the work
of Marx on production and capitalism, it was further
developed at the Institute for Social Research of the
University of Frankfurt in the 1930s. More recently,
this tradition has been carried on by social scientists
such as Pierre Bourdieu and Michel Foucault.
Critical theorists study how the construction of

knowledge and the organisation of power in society
generally, and in institutions such as schools, hospitals,
and governments specifically, can lead to the subjuga-
tion or oppression of particular individuals, groups, or
perspectives. Critical theorists are concerned with
equity and justice in relation to issues such as race,
socioeconomic status, religion, and sexuality.9 For
example, Battiste studied how Euro-American domi-
nated health care, pharmaceutical research, and
educational institutionsmarginalise indigenous knowl-
edge, and how both endangered certain populations
and marginalised important knowledge about health
and the environment.10 Muzzin used critical theory in
her study of how education of health professionals has
come to reflect corporate interests, thereby reprodu-
cing gender and class inequity, as universities devel-
oped “academic capitalism.”11

Critical theory is not tied to one specific methodol-
ogy and canbe applied at themicro (individual),macro
(local systems and contexts), or macro (societal) level.

Aren’t there a lot more theories?

The three theorieswehavediscussed so far in this paper
are examples of the possible theories a qualitative
researcher might use. Box 2 provides some further
examples of other theories that have been used in
qualitative research studies in domains related to
medicine.
Following work by Merton, such theories can

usefully be grouped into a taxonomy to guide novice
researchers as to which theories are likely to be helpful
in dealing with a particular research problem (table). 12

As shown in the table, grand or “macro” theories are
non-specific and constructed from relatively abstract
concepts. As a result of their wide ranging nature, these
types of theories are difficult to operationalise and
verify on an empirical basis. Mid-range theories
consider specific phenomena and involve a small
number of concepts relating to a restricted range of
contexts. “Micro” or practice theories have the
narrowest range of interest and are focused on specific
phenomena and contexts. Box 3 addresses further

Box 3 Frequently asked questions

How is the term “theory” defined?

A theory is an organised, coherent, and systematic articulation of a set of issues that are

communicated as a meaningful whole.

How are theories generated?

Theories are usually generated deductively, from an empirically informed act of creativity,

thenempirically verified. In this sense, theories result fromanongoingprocessofdeduction

and induction.

How can theories be used?

Theoriesareusuallyused tohelpdesigna researchquestion, guide theselectionof relevant

data, interpret thedata, andpropose explanationsof theunderlying causesor influencesof

observed phenomena.

Can theories be used to predict research findings and generate hypotheses?

In general, theories in the natural sciences are used to generate predictions about the

relation between two or more different variables in order to generate universal laws. In

contrast, social scientists assume that social reality is too complex to consider variables in

isolation inorder to test theircausal relationship. Inaddition,socialscientistsviewuniversal

lawsasbeingunable toexplain thecomplex interrelated functionsof societies, thusmaking

it impossible todrawonevidence forprediction. So, for social scientists, a theory is first and

foremost a conceptual tool useful in making sense of a complex social reality.

How are theories and methodologies related?

Sometheoriesandmethodologiesarehistorically related—that is, theybothderive fromthe

samediscipline or school, and although they are sometimes used separately they are often

taught and used together. The classic example of this is the link between interactionism

(theory) and ethnography. Other theories (or families of theories) link well with multiple

methodologies. For example, critical theories have been used to varying effect with almost

every available methodology (both qualitative and quantitative).

Are these all the possible theories?

No—we have just scratched the surface. Theories have been developed andmodified over

several hundred years and have dialectically informed each other’s changes over time. The

theorieswehavementioned in thispaperare those that readersare likely toencounter in the

health domain. Other important theories used often in the social sciences and humanities,

butonlyoccasionally inhealth relatedresearch, include (butarenot limited to)marxismand

its descendants, feminism, hermeneutics, and the post-modernist family of theories.

Box 4 Further reading

Crotty M. Foundations of social research: meaning and perspective in the research process.

London: Sage, 1998.

Denzin NK, Lincoln YS, eds.Handbook of qualitative research. 2nd ed. Thousand Oaks, CA:

Sage, 2000.

Layder D. Understanding social theory. London: Sage, 1994.

Ritzer G, Smart B, eds. Handbook of social theory. London: Sage, 2003.

Roberts B.Micro social theory. Basingstoke: Palgrave, 2006.

Scamber G, ed. Sociological theory and medical sociology. London: Tavistock, 1987.

Stones R, ed. Key sociological thinkers. Basingstoke: Macmillan, 1998.
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frequently askedquestions about theories inqualitative
research.

Why is theory important to health policy and patient

care?

Theories such as those described above are important
to health policy and the delivery of patient care, as the
insights they provoke enable research that provides
practitioners with a broader understanding of the
situations they face in their dailyworking lives. The use
of theory makes it possible for researchers to under-
stand, and to translate for policymakers andhealthcare
providers, the processes that occur beneath the visible
surface and so to develop knowledge of underlying
(generating) principles. Importantly, theory can help
people move beyond individual insights gained from
their professional lives to a situation where they can
understand the wider significance and applicability of
these phenomena. Good theory based research is
immediate, insightful, and applicable in practice; in the
words of Kurt Lewin, “there’s nothing so practical as a
good theory.”13
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SUMMARY POINTS

Different theories provide different lenses through which to
analyse research problems

Various theories are currently used within health related
research

Theories can be divided intomacro (or grand) theories, mid-
range theories, and micro (or practice) theories.

Theories canarise from, orbeusedwithin, different research
domains (for example, biomedical domain, psychological
domain, social domain)

The insights derived from theories are important for guiding
health policy and informing the delivery of patient care

Death in the air
Alternating pressure mattresses are being used with
increasing frequency throughout the NHS. Each
mattress is essentially an airbed with several
compartments or cells, between which the air is cycled.
Designed to minimise pressure damage to immobilised
patients, they can present some unexpected challenges
to doctors.

As one manufacturer explains, the “individual cells,
which gently inflate and deflate alternately, mimic
natural body movement.” This can, however, be highly
disconcertingwhen attempting to certify death and listen
for the absence of breath sounds.

I learnt this lesson on one of the first occasions I was
asked to confirm death. Not only are there transmitted
hisses of air, but the cells conveniently cycle to give the
appearance of shallow thoracic movement at a rate of
around 8-10 times per minute. Combine this with the
high likelihood that the patient will have been given
opiates, and one can feel slightly uncomfortable about
declaring a patient dead. I have also had a relative
complain that he could hear his dead father sighing and
that it looked as though he was breathing.

Of course, these mattresses are mainly supplied to
bedbound patients, a subset of patients who generally are
at a greater risk of in-hospital death than theirmoremobile
counterparts.

Those thinking of simply pulling the plug out should
note there is a reasonable battery life that concludes with a
piercing alarm. If possible, the best solution is to switch to a
static (or transport)mode, which halts themovement of air
and provides a more stationary platform.

Several advertisements for these mattresses highlight
the inbuilt emergencydeflation tag. Primarily intended for
use with cardiopulmonary resuscitation, the tags’ claimed
ability to deflate the mattress in under 10 seconds does
raise the unsettling prospect of a sudden excrescence of air
and the patient rolling off the bed. Thiswould generally be
considered bad form, especially if grieving relatives are
hovering outside the curtain.
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