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Conclusion
 
In this case study I illustrate how many of the key concepts and methods outlined in this book have been interweaved with my own research practice over a period of some years. This practice has developed over a number of research projects. I will focus on work that I have done since 1987 in the medical sociology field, largely concentrating on investigations of the experience of approaching death and the way in which people represent these experiences in interviews and in mass media. This work, then, has encompassed survey methods, statistical as well as qualitative analysis, and qualitative thematic analysis of both interviews and mass media texts. I hope in presenting this that you will get a sense of how a research career can develop, the researcher picking up a variety of skills and influences from the surrounding work environment, to form a personal style of craft practice. 

Designing a social survey 

I began my work in this area when I joined the Institute for Social Studies in Medical Care (a research unit based in London) in the mid-1980s. Until then I had worked in educational research, initially doing an ethnographic observational study of teaching methods in higher education, then moving on to interview, questionnaire and survey work on projects in education and health studies. I came to the Institute to assist Ann Cartwright, its director, in repeating a survey she had done in 1969, called Life before Death (Cartwright et al., 1973). This had been a study in whichAnn had used death certificates to draw up a representative national sample of deaths occurring in 1969 and employed a team of interviewers to carry out a structured interview with people in the community who had known the deceased in order to find out the circumstances people faced in the 12 months before death. A lot had changed since 1969, both in terms of the structure of available services and the demographic profile of elderly people, so a new study that would compare the situation in 1987 with that in 1969 was appropriate. To that end, Ann had formulated a research proposal and successfully obtained funding from the Medical Research Council for a repeated study. Thus this new study would be part of a time series design, based on a sample selected in the same way as in 1969, asking the same (and some new) questions, so that trends over time could be identified. The aims of the study, in the form in which they appeared in the original research proposal, are shown in Box 1. 

The advantage of using death certificates as a sampling frame is that (unlike almost every other available sampling frame apart from birth certificates) they supply almost complete coverage of the population which our sample was designed to represent. The disadvantage, of course, is that the key person who might explain what life was like before death is dead! We therefore had to interview proxy respondents who could tell us about the time before death, namely relatives and other people in the community who had known the deceased. 

Considerable methodological debate has occurred since that time, as more studies like this were done during the 1990s, concerning the adequacy of using proxy respondents rather than interviewing terminally ill people directly (for example, McPherson and Addington-Hall, 2003). Although some differences in views have been found when the accounts of both have been compared, for our project the decision to interview retrospectively in this way meant that we were not just finding out about people designated as ‘terminally ill’ before they died (a group that is actually a minority of people who die). Our sample included people who collapsed and died suddenly without warning, one person who had been murdered, many people who had illnesses from which the possibility of recovery had been in the balance, and quite a few who had just become very old indeed and had breathed their last without necessarily being diagnosed with life-threatening diseases. Because we did not rely on health or social service records to draw up the sample we were able to see who was ‘reached’ by such official services and who slipped through this net. For example, in two or three cases we interviewed environmental health officers who had cleaned up human remains after an isolated, elderly person had died and lain undetected for some time. No one else had been available to interview since such the relatives of such people were often nonexistent, and neighbours knew nothing about the deceased. The deaths of people like this would not have been covered in some prospective study of people designated as ‘dying’. Additionally, the decision to interview proxy respondents meant that we could find out about the events that happened around the time of death (often very important to the ‘quality’ of dying) as well as some details of how things were for family members and others after the death. 

	Box 1 Aims of the study of ‘Life before Death’

1 To describe the last year of the lives of a random sample of adults dying in 1987.

2 To make comparisons with the earlier study and identify changes in the nature and availability of care and in the attitudes and expectations of lay and professional carers. 

3 To make some assessment of the influence of the hospice movement on these changes.

4 To describe, in more detail than was done in the 1969 study, the institutional care of people in the year preceding their death.

5 To determine the experiences and views of the doctors and nurses involved in the care of these people in the last year of their lives.

6 To describe the care and support given to close relatives both after and before the death. 


Sampling and response rates 

The sample of death certificates was clustered in 10 areas of England. Although we might have chosen the sample from a list of all the deaths in the country that year, we knew that this would involve interviewers travelling all over the country, and that this would be impossibly expensive. Clustering meant that we could employ two interviewers in each local area, whose travel costs would be more reasonable. The areas were chosen from groupings of electoral wards, stratified according to geographical region and the level of provision of hospice services (specialist services for the care of people with terminal illness). They were also selected with a probability proportionate to the number of deaths that occurred in them (so that areas where there were a lot of deaths had a greater chance of being selected than areas with very few deaths). Finally, an extra group of deaths was selected occurring in hospices, since these were rare in the sample overall and we wanted to investigate such deaths in particular detail. Thus, the sample was a stratified cluster sample, the clusters selected with a probability proportionate to size, with disproportionate selection of hospice deaths (these extra deaths being used only in some analyses). 

Table 1 shows the sample sizes and response rates for the surveys associated with the study, which also involved surveys of doctors and nurses who had attended the people who had died. Consultants and domiciliary nurses were sent postal questionnaires asking for their general views about the adequacy of services in their area, and were interviewed about the specific people in the main study sample for whom they had cared. General practitioners were just sent a postal questionnaire asking about their general views. 

In our reporting of the study we did a considerable amount of work to establish whether the non-response of some people introduced any response bias (Cartwright and Seale, 1990). From the death certificates, for example, we could see whether responders to the main study were different from non-responders on certain key variables such as age at death, gender and whether married or not. We found, for example, that deaths of people aged 45–54 were slightly overrepresented, but on most variables where it was possible to check, there were no significant biases. 

Research questions and interviewing on the main study 

The interview was designed as a structured interview schedule with some closed and fixed choice items and some open-ended questions. Many of the items were the same as in the 1969 study so that comparisons over time could be made, although there were some new questions. In general, design of the interview schedule was informed by policy and practitioner considerations rather than social theory. For example, a major area of debate and discussion amongst health care practitioners caring for people with terminal illness had been how much to tell people with terminal cancer about their condition. In professional journals that we had read and conferences we had attended we were aware that there was a widespread belief that telling people and being open was best, this attitude of openness being a reversal of earlier practices in which a ‘conspiracy of silence’ had often occurred. In the 1950s, for example, it had been common for doctors and relatives to agree that a person with terminal disease ought not to be told that they were dying (Novack et al. 1979; Lancet, 1980). We wanted to know if this had changed and, if it had, whether it was a good thing in the eyes of people who had known dying people. We therefore asked the questions shown in Box 2, along with others about who had done any telling and how respondents felt about how it was done. 

Table 1 Sample sizes and response rates study of ‘Life before Death’ 

	Survey of: 
	Sample size 
	Response (N) 

	Relatives, friends and others in the community (the ‘main study’) 

(with 11 extra hospice deaths)

General practitioners (family doctors)

Consultants (hospital doctors) 

General 

Specific episodes 

Domiciliary (home) nursesa 
General 

Specific 
	800 

811

 397

323

525

100 

125 
	80% (639)

80% (646) 

 62% (245) 

 65% (211) 

 43% (226) 

92% (92) 

90% (113) 


aThe apparently high response rate for domiciliary nurses masks the fact that it was only possible to identify a nurse in 45% of all episodes of care reported by relatives, friends and others. 

In addition to circling numbers to indicate responses to the fixed choice questions, interviewers also wrote down verbatim the answers people gave to open-ended questions and were encouraged to write down (both during the interview and after it) as much as possible of what interviewees said, as far as possible in the interviewees’ own words. In some cases this amounted to the collection of a great deal of talk (though clearly this was subject to the speed at which interviewers could write, and their interpretations of what was important to record, since none used tape recorders). This qualitative material was later to prove an important resource, supplementing and extending the initial statistical analyses of the interview data. 

	Box 2 Questions about telling people about terminal illness

· Did you know, half know, or not know that (deceased) was likely to/might die? (Knew / Half knew / Did not know) 

· Did (deceased) know he/she was likely to/might die? (Yes certain / Yes, probably / Probably not / No, definitely) 


Ethical issues 

We were aware that this was a sensitive topic and that approaches to bereaved people requesting them to talk at length about the illnesses and deaths of their close relatives (often spouses or parents, sometimes their children who had died) could generate a considerable amount of distress. I had personally been concerned about this when I came to be interviewed about the research position and had resolved to inquire closely into the methods of the study in order to ascertain, for myself, that it was going to be well designed. I felt that it was important to ensure that people were not put through harrowing experiences for the sake of a study that was poorly conceived and unlikely to generate benefits. I was reassured by Ann’s evident experience in doing social surveys that this worry was unfounded. 

However, I was concerned when I heard about how Ann was proposing interviewers ought to approach potential respondents for the main study. She advocated that interviewers simply knock on the door of the residence of the deceased (or the door of the person who had registered the death), introduce themselves and the study and, if the respondent proved willing, go ahead with the interview then and there. I thought this could lead to some vulnerable elderly people feeling pressurized and welcoming people into their homes for an experience they might later regret. Ann (who by that time was close to retirement age herself and who had a lot more experience of working with elderly respondents than I had) did not share these worries. Her argument was that an approach of the sort that I advocated (involving a letter to respondents warning them of the interviewer’s pending visit) would raise unnecessary anxieties that the interviewer would not be present to address and result in a lower response rate. Thus the scientific adequacy of the study and its likely capacity to produce results that would help improve services would be diminished. 

Ann was the leader of the project, and we went down her route on this issue. It is of interest to note that in a later repeat of the study on a much larger sample (Addington-Hall and McCarthy, 1995), where a preliminary letter was sent, the response rate dropped by 10%. In practice, many interviewees said informally to interviewers that they found the experience of being interviewed helpful (even though it may have involved recollecting painful memories). Only two complaints about the interviewing were made, both by daughters of people who had been interviewed. One of them complained that her mother’s memories of poor treatment by the hospital had been stirred up by the experience, so that her mother now planned to complain about it, whereas before her daughter had managed to persuade her not to cause any such trouble. 

In order to do the study we had to get clearance from 19 different health authority ethical committees. Seventeen of these gave us clearance; two did not. The story of our mixed experiences of ethical committees has been told elsewhere (Cartwright and Seale, 1990). Respondents were given a letter explaining the study by the interviewer, containing information about how to contact me should they have any further questions about the study after the interviewer had left. They also signed a form indicating their informed consent to take part. 

Initial data analysis 

The main aims of the study could be addressed by statistical analysis and for this we used SPSS. Data were entered from the completed interview schedules and questionnaires twice, the second time being a check on accuracy. Initial analysis was aimed at cleaning the data since data entry is not the only point at which errors can occur. The questionnaire was long and complex, with numerous ‘skips’ and ‘routing’ instructions to avoid asking interviewees about experiences that they had not had (for example, someone who died instantly in an accident would not be asked questions about illnesses that led to death). If interviewers had made errors in following skip instructions, or had circled the wrong numbers on fixed choice items, illogical combinations of information could occur and could be checked for (for example, a 45- year-old with a 40-year-old daughter). 

After cleaning, the majority of our work involved production of univariate and bivariate analyses in the form of frequency counts and tabulations. Where tables were produced, the chi-square test of statistical significance was applied to see if the p-value justified generalizing from the sample to the population of all deaths. A tabulation, involving comparison of 1990 data with the earlier 1969 survey, is shown in Table 2. (Although the 1990 survey was done after the 1987 one (see an account of this in the section below) the tabulation is a good one for showing how trends over time could be identified in these time series data; it is also fairly typical of the kind of analyses we did on the 1987 data.) 

Have a close look at Table 2 and try to say what it is telling you about changes over time. If you have read and understood Chapter 24, 2nd edn and done the associated exercises in Part IV you should be able to ‘read’ this table for its messages in the same way in which you read ordinary text. 

We found that not only were people with terminal illnesses more likely to be said to have known that they were dying in the 1980s compared with 1969, but that this was due (largely) to hospital doctors having told them this directly. Contrary to some press coverage of insensitive communication of such ‘bad news’ by doctors, analysis of open-ended responses to a question asking about how interviewees felt about the way in which their relative or friend had been told indicated few criticisms and much praise. Thus 47% of the open comments (which were post-coded into categories and entered into SPSS) praised the manner of telling; a further 47% simply described the way it was done without offering an evaluation of the manner of telling; only 6% involved criticism of the person who had told. 

We wrote up the statistical analyses as a series of papers appearing in academic and professional journals covering different aspects of the survey. Later, these papers were collected together and appeared, in edited form, as a book (Seale and Cartwright 1994). These reports were largely devoted to providing information about the adequacy of services available to people in the last year of life, the concerns being derived from the immediate concerns of policy makers and health care practitioners. 

Table 2 Prevalence of awareness contexts, by cancer and other causesa 
	Cancer 


Did you know, half know, or not know that (deceased) was likely to/ might die? 

	
	
	Knew
	Half knew
	Didn’t know 

	Did (deceased)
	Yes, certain 
	50.8 (18.9) 
	4.4 (0) 
	2.4 (0.6) 

	know he/she was 
	Yes, probably 
	17.2 (23.3) 
	5.0 (2.5) 
	2.8 (1.3) 

	likely to/might 
	Probably not
	5.9 (8.2)
	1.6 (0)
	1.5 (0) 

	die?
	No, definitely
	4.4 (38.4)
	0.5 (1.9)
	3.5 (5.0) 

	
1990 N = 1700 (= 100%) 


1969 N = 159 ( =100%) 


	Non-Cancer 


Did you know, half know, or not know that (deceased) was likely to/ might die? 

	
	
	Knew
	Half knew
	Didn’t know 

	Did (deceased)
	Yes, certain 
	20.8 (18.8)
	5.0 (0.9)
	3.5 (2.9)

	know he/she was 
	Yes, probably 
	12.0 (18.8)
	8.7 (4.4)
	5.4 (1.8)

	likely to/might 
	Probably not
	4.6 (9.4)
	3.0 (0.9)
	6.4 (2.1)

	die?
	No, definitely
	8.5 (22.3)
	3.3 (3.2)
	18.8 (14.7)

	
1990 N = 1700 (= 100%) 


1969 N = 159 ( =100%) 


aFigures are percentages of the total, with figures for 1969 in parentheses. Relatives and close friends only are included. In 576 cases (18.1%) in 1990 the respondent could not say what their or the deceased’s state of awareness was. In 1969 this figure was 211 (29.7%). 

Multivariate analysis 

Very little analysis for these papers and the book involved more than two variables at a time. At most, the multivariate analysis that we did involved breaking a tabulation down by the values of some third variable. For example, we might want to see how a relationship between two variables – say, social class and use of hospice services – changed according to whether men or women were involved. Although this is, technically, ‘multivariate’ (in the sense that it involves three rather than two variables), an analysis like this is not primarily devoted to establishing causal arguments in the manner suggested by the elaboration paradigm. At the time my research practice in the area of statistics was pretty basic and Ann had spent a career designing imaginative and thorough data-collection exercises, the analysis of which only needed to be simple in order to make important points. 

A lot of social research gets done by people working on fixed term contracts, and by the time we came to the end of this three-year study the Department of Health (who funded the core staff of the Institute) had decided to use Ann’s retirement to close the Institute. I had to find a job and was lucky enough to be appointed to a lectureship at the University of East London. It was my first permanent job after 10 years of working on a series of fixed term research contracts. As part of my continuing research effort I became involved in helping researchers at University College, London, who wanted to do a similar but larger scale survey in particular health authorities, focusing on cancer deaths in some detail. 

It was only after I had been required as a newly appointed lecturer to teach the multivariate techniques that I had never actually used as a researcher, that I began to see how multivariate analysis of this new survey might pay off. I went to a conference at around this time in which representatives of the Voluntary Euthanasia Society (VES) crossed swords with representatives of the hospice movement opposed to the legalization of euthanasia. A central issue in the debate about whether to legalise euthanasia concerned the role which good care (and particularly hospice care) played in reducing the distress that led some people to say that they wanted help with dying sooner, perhaps in the form of a lethal injection from a doctor. Many people believed that hospice care, if provided in a way that was accessible to all, would reduce the incidence of requests for euthanasia since suffering would thereby be relieved. I saw that, with the data available to me, it could be possible to treat this as an empirical, testable proposition in a debate that was otherwise dominated by philosophers, moral entrepreneurs and people speaking from selective, anecdotal evidence. 

I have explained in Chapter 25, 2nd edn (see particularly the discussion of Table 25.3) how my colleagues and I used logistic regression to analyse the data from the new study. This analysis tested out the robustness of the surprising finding that people receiving hospice services were actually more likely to be said to have wanted euthanasia than people experiencing similar levels of dependency and distress who did not receive hospice services. This, and other analyses relevant to the social issue of euthanasia was reported in a series of three journal articles (Seale and Addington-Hall, 1994, 1995a, 1995b). A later analysis (Seale et al., 1997) provided a plausible explanation for this finding: people who receive hospice care tend to be people who like to plan for things. Arranging for hospice care and thinking seriously about euthanasia as an option are part and parcel of this planning mentality. This is something which the social theorist Anthony Giddens (1991) has described as linked to the reflexive formation of self identity that is quite prevalent in societies that he describes as ‘late modern’. 

Qualitative analysis 

When, about two years later, I moved from the University of East London to the Sociology Department in Goldsmiths College, London I began to change the way I worked. This involved changing emphasis from quantitative to qualitative analysis, and using social theory as much as social policy concerns to generate research questions. I also became interested in developing a sociological analysis of the place that death has in contemporary society, an interest that was to result some years later in a book on this subject (Seale, 1998). I knew that a wealth of qualitative data lay more or less unused in the handwritten notes on interview schedules from the study. I was lucky enough to get a grant to pay a team of typists to enter this material into a word processor. 

Out of this material I did a number of new analyses of the qualitative data from the survey of deaths in 1987 (Seale, 1995a, 1995b, 1996). I will focus here on one analysis in particular, published as an article entitled ‘Dying alone’ in the journal Sociology of Health and Illness. 

Dying alone: interview accounts 

I got interested in what happened when people died alone for a number of reasons. I was in general aware of arguments within the literature on the sociology of death concerning the apparent ‘denial of death’ in modern societies which, some argued, meant that elderly people were often neglected and dying people ignored. I knew that a significant contribution of the hospice movement had been to try to reverse this, so that people were never ‘alone’ when close to death but ‘accompanied’. I also started to notice in my local newspaper occasional reports of elderly people who died alone in their homes, only to be discovered days or weeks later. I was interested in the high moral tone that journalists writing these reports adopted, suggesting that such deaths were a reflection of an uncaring, age- and death-denying society where community values were in decline. I tried to find out whether anyone had ever studied this phenomenon and found just one study, by Bradshaw et al. (1977) of the circumstances that had led to the deaths of 203 people ‘found dead’ in their homes between 1960 and 1977. This report shared journalists’ concerns about the issue and aimed to discover the factors that placed people ‘at risk’ of dying alone in this way. I felt that Bradshaw’s research questions were driven by journalistic and social policy concerns rather than sociological ones. I was more interested in the meaning that these events had for people, and the way such meanings were constructed in talk. 

I used Ethnograph, a software program for the management of qualitative data, to implement a coding scheme for this work. Initially it was necessary to read through all of the interviews to identify general topics in which I was interested (see Box 3a). I then used Ethnograph to retrieve (for interviews where the person was said to have died alone) text that belonged to the coding category DALONE and read it, developing a second coding scheme for this material (Box 3b). For material categorized under particular codes in this second scheme I then developed a third and final coding scheme (Box 3c). 

My report contained both statistical and qualitative material and so is an example of mixed methods research. The statistical analysis reported the characteristics of people who died alone (for example, they tended to live alone, be unmarried and to have no living children or siblings), contributing knowledge about what Bradshaw et al. had called ‘risk factors’ for this event, treating the interview data as a resource for discovering such facts. The qualitative analysis was much more oriented towards treating the interview as a topic in which speakers created a ‘version’ of reality and sought both to maintain their moral reputations and to ‘repair’ the damage to their own basic sense of security that a death like this could produce. 

I found that deaths alone were generally said to be regretted by the people who reported on them. If they occurred in hospitals or other institutions they were generally seen as being, nevertheless, ‘orderly’ and ‘managed’ deaths. Where deaths alone occurred in private homes, though, there was a greater sense of disruption. The accounts of these deaths often focused on explaining ‘what must have happened’ in the moments before death, and to ‘anaesthetize’ the subjective experience of suffering, abandonment and isolation that dying alone might have involved. Box 4 contains some quotations that illustrate these themes. 

In the article that reported this work I offered an interpretation of the interview talk that was influenced by the ideas about the meaning of funeral ritual developed by Hertz (1960), whose anthropological work with the Dayak people in Borneo, first published in 1907, had been influenced by the ideas of Durkheim. Hertz (and Durkheim) had suggested that funerals were an opportunity for communities to repair damage to the ‘collective conscience’ or community spirit that was damaged by the death of a member. Although (sometimes elaborate) funeral rituals in ‘primitive’ societies had been studied from this point of view by many early anthropologists, it had been assumed by many sociologists that we no longer lived in a society where such ritualized repair was possible. I argued, against this view, that in fact the talk in the interviews could be understood as containing elements of micro-ritual, repeated discursive themes and repertoires that many of the speakers (unwittingly) shared, so that they were participating in a collective organized activity in their talk. In this respect I drew on my knowledge of both discourse analysis and ethnomethodology which I felt treated talk similarly as deriving from collectively shared resources that might be considered a form of ritualized activity. 

	Box 3 Developing a coding scheme for analysing accounts of dying alone

(a) Some of the general topic codes 

· AGE: How age affected the person, what it is like to be old, what you ‘must expect’ when old 

LALONE: Living alone – what it is like, how the speaker or the person felt about the person living alone 

· DALONE: Dying alone – what led up to it, how it happened, how the speaker feels about it 

(Other codes: FRIEND, HELP, HOSTILE, IFONLY, INFO, OBLIG, OPH, PLACE, AWARE, BERAVE, ABUSE, SUFFER, PAIN) 

(b) Some of the codes for dying alone (subcategories of DALONE) 

· FOUND: How the person was ‘found’ dead 

· LEARN: How the speaker learned that the person had died alone 

· MUST: ‘What must have happened’ to lead to a death alone 

· REALLY: Where the status of dying alone is in doubt 

· FEELR: How the speaker felt about the person having died alone 

(c) Some subcategories of FEELR 

· WOULD: What the speaker would have done if only they had known the person was going to die 

· BAD: Dying alone was a bad thing 

· GUILT: Feelings of guilt about not being there 

· BLAME: Blaming someone (usually hospital staff) for a death alone 

FAIR: Feeling it is unfair that the person died alone (for example, ‘I visited every day – it was the only day I missed’) 


Box 4 What dying alone meant to interviewees

‘I wish I had been with him at the end. I know he wouldn’t have known I was there, but I wish I had been. We’d been together since schooldays; we neither of us ever went out with anyone else.’ 

‘It must have been sudden. There was half a bottle of whisky and a small glass. The little glass was on the floor but she hadn’t managed a drink. The cork was off the bottle as though she was about to have a drink. She wasn’t a drinker. I think she was cold as the fire was switched on high. Her hair was scorched at the back.’ 

Thus I had shifted in my early concerns with social policy issues, developed largely through statistical analyses, to an analysis that derived from an interest in certain social theories. 

Dying alone: mass media accounts 

Death is an absorbing topic and I have always felt privileged to have been given the opportunity to think deeply over a number of years about what it means for people in modern society. Eventually, though, I felt that I needed to move on to other things and, apart from writing about methods and methodology, I became interested in how the mass media present health issues (Seale, 2003). In a recent analysis of newspaper accounts (Seale, 2004b) I returned to the topic of dying alone and decided to compare newspaper reports with the interview reports I had analysed. I wondered what part mass media played in constructing the sense of community that I felt I had detected in the interviews. In this respect I was following the lead of Benedict Anderson (1991), who had claimed that the invention and mass distribution of the daily newspaper had been the occasion for the formation of a new kind of community. He called this an ‘imagined community’, in which people participated without necessarily knowing or having face-to-face contact with other members. 

I proceeded with my study of newspapers by drawing on my knowledge of survey research to select a sample that was representative of English-speaking newspapers world wide. For this, I simply downloaded articles from a database of (almost all) such newspapers that contained keywords (for example, ‘died alone’or ‘die alone’ or ‘dying alone’) occurring within a specific time period. I used a Boolean search, therefore to retrieve these articles and I described my sample of articles in much the same way as Ann Cartwright had described our sample of people, trying to investigate any potential biases in coverage and so on. 

Analysis proceeded, like the qualitative thematic analysis I had done of the interview material, by developing a coding scheme. By this time NVivo had become available for managing such qualitative data and I used many features of that software, finding it to be considerably more sophisticated than the early version of Ethnograph that I had previously used. 

The main findings of the newspaper study are outlined in Box 5. The first two findings describe features of newspaper reports that differ from the interview material. Newspapers in general like to keep readers interested by presenting stories that are unusual and out of the ordinary, so it was no surprise to find this reflected in the media study. The second finding, though, was a little less expected. There had been a very few occasions in the interview material where speakers had criticized the deceased, but these were treated as negative instances because they differed from the general pattern of sentiments. People in the interview situation will have been concerned about their own ‘reputations’ as having cared appropriately for the deceased; criticizing the character of the person who died alone might have reflected badly on them. Journalists, on the other hand, are well versed in the business of allocating blame to whoever seems like a likely target. The fact that someone is dead just means that this is more feasible, as the victim cannot answer back. 

	Box 5 Newspapers and dying alone: some findings

Newspaper reports: 

1 Emphasize shocking and unusual causes of death (for example, murder, drug overdose, suicide). 

Often stigmatize the people who died as eccentric or selfish, suggesting that they brought it on themselves. 

2 Suggest that deaths alone reflect societal failure. 


The third and last finding, though, points to an underlying similarity between newspaper accounts and the sentiments of ordinary people describing a death alone. Both kinds of account stress that this is a regrettable event, reflecting on standards of good neighbourliness and community relations. Here, for example, is an American paper waxing lyrical on this theme, following the suicide of an 80-year-old woman: 

Old age holds special terrors, particularly in a society that worships youth … In North Carolina, many elderly men and women are treated shamefully – abandoned to their own devices or warehoused in nursing homes that put profit before decency. They are left lying in their own waste. They are neglected and abused. They are left to wander off and die in ditches or in stairwells. Other cultures are wiser. They treat their elders with respect and insist they live well … things unbearable in isolation are bearable shared. There’s no need for any of us to die afraid and alone. (Greensboro News and Record, 5th October 1999) 

I concluded that newspapers amplify and orchestrate themes that circulate in the community at large, although they have somewhat different methods for doing so. Media reflections on community decline are more elaborated than those in interview accounts, which are generally located more within the speaker’s own sense of responsibility and guilt about a death alone, but both accounts participate in building an ‘imagined community’. 

Conclusion 

In this chapter I have given an account of several research projects which, together, show the use of a variety of methods in my personal research practice. In particular, the various projects illustrate shifts between qualitative and quantitative modes of analysis (including some mixed methods work) and the differing relationships I have constructed between findings and research questions derived either from social policy or social theory. I hope that you will have seen that the apparently dry topic of ‘research methods’ can come alive when it is integrated into a person’s research practice. In the end – and we are at the end of this book – I hope that you too will develop a personal research practice of your own and find similar fulfilment in studying and thinking about methods, as I have done. 

Further reading 

On the methodological front the best ‘further reading’ you can do is to study the other chapters in this book. I have also developed some of the ideas about how one can integrate the study of method into personal research practice in Seale (1999). A volume that I have co-edited (Seale et al., 2004) contains somewhat autobiographical accounts of researchers using a wide variety of qualitative (but not quantitative) methods. The book on the Natural History of a Survey (Cartwright and Seale, 1990) that I wrote with Ann Cartwright gives a blow-by-blow account of the survey that I describe in the first part of the chapter. If you want to know more about the studies I have described, the various references I have made in the chapter to the publications in which they are reported will give you several leads to follow. [image: image1.png]
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