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Abstract
The level of autonomy given to healthcare employees comes at a high cost. The healthcare sector has millions of healthcare employees, providing continuous services each year. The working conditions for the healthcare employees are essential; risking their lives rendering selfless service, rescuing patients comes at  a high risk. The balancing factor between the level of autonomy and work demand constitutes to risk.
The increase in autonomy tends to increase demand; stress is the resulting factor from high demand. The workforce is prone to be liable to medical errors. These errors pose a threat that could damage an organisation's reputation. 
The need to assess for risk is vital; this helps to mitigate against sudden occurrences that could occur in the workplace, protect the organisation and communities against liabilities and help with planning and decision making. 
This term paper analyses research carried out on risk management in healthcare organisations subdivision of primary care settings. With evaluations to (1) Evidence based practice to managing risk, (2) The level of anxiety, depression, dual diagnosis for substance misuse and mental health problems for vulnerable patients and (3) The level of autonomy given to a healthcare employee for lone working. 

Scope:
Within the 19 references identified to this research topic, 3 were classified as original research, 11 were literature reviews  and scholarly discussions. 
This review used a range of search approaches which were: 4 primary databases (Academia, Research Gate, NCBI, and Elsevier Science Direct), 12 relevant websites, 5 academics and risk journal articles, and a number of  online journals. 
This research focuses on key areas such as vulnerable patients, mental health, disability, service users, healthcare employees and local stakeholders.
Method of review:
This critical review has extracted upon 2 case studies (1) The Barrow Neighbourhood Case Study, and The Chorley Neighbourhood Case Study, and a principle for Best Practice in Managing Risk. 

Keywords: Autonomy, Lone Working, Mental Health, Evidence Based       Practice, Risk Management, and  Healthcare Organisation.
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Introduction
“In the last decade, Healthcare organisations have faced two contradictions: first, healthcare costs have increased due to population aging, the introduction of advanced technologies, and increased medical errors. On the other hand, Healthcare organisations have become more complicated due to factors such as efficient customers, biomedical developments, the complexity of services, and an increasing number of healthcare users. Therefore, demand for healthcare is significantly higher than the human capacity. Corresponding to these limits, three interventions have been developed at various levels of the healthcare organisations: (i) quality management, (ii) risk management, and (iii) patient safety.” (Fedorsi et al.,2018)








According to Renn (1998, p.50), “risk has always been part of human existence, and the field of risk research started as early as human beings started to reflect the possibility of their death and contemplated actions to avoid dangerous situations. The mathematical tools for risk assessment were developed over a century before actual risk analyses were performed on technical systems. However, a relatively recent addition is a systematic scientific attempt to study risks in society and professionalize risk management agencies. Several authors claim that systematic risk studies began with Chauncy Starr’s seminal article on risk and voluntariness in 1968 (Starr, 1969; Kates and kasperson, 1983; Covello and Mumpower, 1985 cited in Renn,1998, p.50). Others dated the beginning in the early 1950s when space exploration programs were designed, and probabilistic safety analysis tools were developed and implemented (kolluru,1995 cited in Renn,1998, p.50).” 
‘Risk management must always be based on awareness of the capacity for the service user’s risk level to change over time and a recognition that each service user requires a consistent and individualized approach. Risk management plans should be developed by multidisciplinary and multi-agency teams operating in an open, democratic, and transparent culture that embraces reflective practice.’ (DOH, 2009).

Evidence-Based Practice
In healthcare organisations, evidence-based practice takes into account three main elements, which are 
· Best Available Evidence
· Clinical Expertise 
· Patient Values
Research bridges the gap between theory and practice; (Concepcion, 2020). Hence, by defending ones’ position in the body of knowledge is significant.  Evidence-based practice is part of Research
There are 16 principles of best practices in managing risk in mental health services, according to the DOH (2009), which have been welcomed and have underpinned significant and positive developments in many trusts across England. 
Explanation Of Terms Used In this Evidence-Based Practice.
Actuarial Approach: An approach to risk assessment involving statistical models to estimate the likelihood of a risk event such as suicide or harm to others. Actuarial assessments, though, depend on the person being assessed from the same population that generated the statistical data used to evaluate the risk. Therefore, the accuracy of assessments depends on the similarity of the individual with this population. Risk factors measured by actuarial tools are generally static (unchangeable) – some of the newer actuarial guides also include dynamic (changeable) factors. The findings of an actuarial risk assessment provide little guidance on risk management. 
Aggression: A disposition, a willingness to inflict harm, regardless of whether this is behaviourally or verbally expressed and whether physical harm is sustained. 
Assessment: The process of gathering information via personal interviews, psychological/medical testing, review of case records, and contact with collateral informants to make decisions.
 Carers: otherwise known as healthcare employees, personal assistants, or caregivers- provide the service of looking after a patient in need of a service. 
High Risk: A term used of a service user who presents a risk of committing an act – either planned or spontaneous - which is very likely to cause serious harm. There are few if any, protective factors to mitigate or reduce that risk. The service user requires long-term risk management, including planned supervision and close monitoring, and intensive and organized treatment when the service user can respond.
Low Risk: A term used of a service user who may have caused, attempted, or threatened severe harm in the past, but a repeat of such behaviour is not thought likely between now and the following scheduled risk assessment. They are likely to cooperate reasonably and contribute helpfully to risk management planning, and they may respond to treatment. In all probable future scenarios in which risk might become an issue, a sufficient number of protective factors (e.g., rule adherence, good response to treatment, trusting relationships with staff) to support ongoing desistance from harmful behaviour can be identified. 
Medium Risk: A term used of a service user capable of causing severe harm, but there are sufficient protective factors to moderate that risk in the most probable future scenarios. The service user evidences the capacity to engage with and occasionally contribute helpfully to planned risk management strategies and respond to treatment. This service user may become high risk in the absence of the protective factors identified in this assessment.
Protective Factor: Any circumstance, event, factor, or consideration with the capacity to prevent or reduce the severity or likelihood of harm to self or others.
Risk: The nature, severity, imminence, frequency/duration, and the likelihood of harm to self or others. A hazard that is to be identified, measured and ultimately, prevented. 
Risk Factor: A condition or characteristic assumed to have a relationship to the potential to harm another person or self.
Risk Formulation: An explanation of how risks in specified areas arise in a particular individual given the presence and relevance of conditions assumed to be risk factors for a hazardous outcome is prevented. A risk formulation should account for the role of protective factors and risk factors.
Risk Management: The actions are taken based on a risk assessment designed to prevent or limit undesirable outcomes. Key risk management activities are treatment (e.g., psychological care, medication), supervision (e.g., help with planning daily activities, setting restrictions on alcohol use or contact with unhelpful others, and so on), monitoring (i.e., identifying and looking out for early warning signs of an increase in risk, which would trigger treatment or supervision actions), and if relevant, victim safety planning (e.g., helping a victim of domestic violence to make herself safe in the future and know better what to do in the event of perceived threat).
Self-Harm: Self-poisoning or self-injury, irrespective of the apparent purpose of the act
Service Users: otherwise known as customers, consumers, stakeholders, clients, or in the case of mental health as vulnerable patients, are persons who use health and social care services from service providers. 
Sexual Violence: Actual, attempted, or threatened harm to another person who is deliberately and non-consenting and sexually motivated.
Structured Professional Judgement: An approach toward risk assessment developed over the past decade. It involves the practitioner making a judgment about risk based on combining an assessment of clearly defined factors derived from research using their clinical experience and knowledge of the service user.
Violence: Actual, attempted or threatened harm to another person that is deliberate and non-consenting.
Vulnerability: Specific factors that relate to an individual's likelihood of being victimised, taken advantage of, or exploited by others. Vulnerable individuals may be subject to verbal abuse or harassment, physical or sexual abuse or intimidation, coercion into unwanted acts, and bullying. Assessment of vulnerability may include considering mental state, physical/physiological conditions, psychological or social problems, cultural or gender issues.
          Extracts from relevant sources online confirm:
‘there are 6.5 million Carers in the UK, and the number is rapidly growing- South Gloucestershire council (2017).
























Summaries 
Basic Principles Of Best Practice Points For Effective Risk Management. 
Identified by the Department of Health on a recent research process carried out in 2007. 
(Service Users and Carers)
IntroductionTable 1

	I. Best practice involves making decisions based on knowledge of the research.

	II. Evidence, knowledge of the individual service user and their social context.

	III. Knowledge of the service user’s own experience and clinical judgment.[(DoH, 2009)]




Table 2

                                                         Fundamentals
	· As part of a carefully constructed plan, positive risk management is a required competence for all mental health practitioners.

	· Risk management should be conducted in a spirit of collaboration and based on a relationship between the service user and their carers that is as trusting as possible.

	· Risk management must be built on recognizing the service user’s strengths and should emphasise recovery.- 

	· Risk management requires an organisational strategy as well as efforts by the individual practitioner.[(DoH, 2009)]















                                               [(DoH, 2009)]
Basic Ideas In Risk Management
Table 3

	· Risk management involves developing flexible strategies to prevent any adverse event from occurring or, if this is not possible, minimize the harm caused.

	· Risk management should consider that risk can be general and specific and that good management can reduce and prevent harm.

	· Knowledge and understanding of mental health legislation is an essential component of risk management.

	· The risk management plan should include a summary of all risks identified, formulations of the situations in which identified risks may occur, and actions to be taken by practitioners and the service user in response to crisis.         

	· Risk management should be based on assessment using the structured clinical judgment approach where suitable tools are available.

	· Risk assessment is integral to deciding on the most appropriate level of risk management and the right kind of intervention for a service user.



















Knowledge To Practice

	Table 4
Working With Service Users And Carers



	· All staff involved in risk management must demonstrate sensitivity and competence concerning diversity in race, faith, age, gender, disability, and sexual orientation.

	· Risk management must always be based on awareness of the capacity for the service user’s risk level to change over time and a recognition that each service user requires a consistent and individualised approach.[(DoH, 2009)]



	Table 4
Individual Practice And Team Working


	· Risk management plans should be developed by multidisciplinary and multi-agency teams operating in an open, democratic, and transparent culture that embraces reflective practice.

	· All staff involved in risk management should receive relevant training, which should be updated at least every three years.

	· A risk management plan is only as good as the time and effort to communicate its findings to others.[(DoH, 2009)]




The healthcare sector has specific governing bodies whose roles and responsibilities include managing patients' vulnerabilities in public places. These governing bodies empower the local CCG’s with a certain level of autonomy and accountability.  According to NHS (2020), ‘the level of autonomy and accountability given to these CCG’s ensures accurate planning and decision on matters concerning risk. The Governing Body Assurance Framework’ (GBAF) is formed with one of the primary objectives to ‘formalise the process of securing assurance and scrutinising risks to deliver the CCG’s strategic objectives.’ While the CCG’s put in place systems, policies, and procedures that assess the current level of risk at every level of the organisation that support the co-creation of good health and well being to people of the community, this underpins the CCGs (Clinical Commissioning Groups) for a broader risk management framework and describes the organisation’s approach to risk management, including risk appetite tolerance.’ 
Also, within the healthcare sector, is  the NHS Resolution Authority, the primary purpose is to manage claims, appeal errors in patient care, ensure safety and learning outcomes, and practitioner performance advisory.  
Risk management has been recognized as a formal discipline in its own right, and there is growing consensus on the elements that comprise best practice. However, the risk management field has not fully matured, and several areas require further development. In recent years, risk management has developed into an accepted discipline with its own language, techniques, and tools. Many management textbooks include sections on risk management, and there is a growing library of reference texts specifically devoted to the subject in its own right. The value of a proactive formal structured approach to managing uncertainty has been widely recognized, and many organisations are seeking to introduce risk processes to gain the promised benefits. (Hillson, 2016). 
To summarise the paragraph above to the functions of Governing Body Assurance Framework and the NHS Resolution Authority, it can be summarized to the theoretical meaning of having a framework for policies and procedures in an organisation. Policies and procedures, from the definition, are “usually created by a service provider within the practice setting as tools to help individuals accomplish their work within the organization and to facilitate decision-making, with the aims of ensuring appropriate consistency.” According to O'Donnell and Vogenberg (2012).
Risk Management
According to O’Rourke et al. (2018), Risk management is “the implementation of a set of values and principles integrated with a set of operational procedures and supports surrounding a patient or client that enables a dynamic sensitivity to the individual’s needs, vulnerabilities, and evolving behaviours. 
The purpose of these procedures is for risk reduction, prevention, and provision of safe, sound, and supportive services.” 

Discussions:-
 The statement above can be classified as an operational risk; operational risk management from literature is the “constant management of risks caused by human actions, internal process, systems, and external incidents within an organisation.” (Ogunbukola, 2021). Identifying the need to have a risk management plan that suits both the patients and employees is essential, one that mitigates against any sudden occurrences in public. 
Who Is At Risk In A Primary Care Setting?
All healthcare employees are at risk of sudden occurrences. However, there is a certain level of risk associated with the role of a nurse engaging patients for treatment and activities in a primary care setting. 
According to Fogel (1992), “Nurses working in primary health care settings often care for large numbers of clients in brief periods. Both clients and nurses express frustration toward the care provided in these circumstances. Developing a screening tool to identify high-risk clients could assist nurses in targeting interventions to these individuals; in turn, this can increase nurse and client satisfaction. A general procedure for identifying persons at risk in primary health care settings is described. Factors found important in assessing risk were social characteristics such as education, situational factors, and indicators of psychological distress such as depression. These broad categories may serve as a basis for the development of screening tools for a variety of populations.”
Persons at Risk (Vulnerability)
 The ‘Explanation of Terms’ given on Page 4 is similar to the write-up given by Fogel above; it can be categorised in my opinion, that both the nurse and client are persons at risk. Clients are sometimes regarded as vulnerable patients. World Health Organisation defines vulnerability as “the tendency and inclination to suffer damage when a hazardous event occurs.” Patients who receive treatment in primary care settings or treatment in the community tend to suffer damage caused by the vulnerability. The risk implication to both the nurse and client needs to be assessed to avoid any dangerous or sudden occurrences.

























Section I

















  Evidence-Based Case Study
  The use of data and advanced analytical techniques to identify people most at risk of serious mental health conditions at Lancashire and South Cumbria Healthcare Partnership (Population Health Management)
Site- (Morecambe Bay Team)
Summary of Findings
The main focus of the Morecambe Bay Team of Lancashire and South Cumbria Healthcare Partnership was on Barrow and Millom area because of its level of most significant deprivation in their overall CCG population.  According to the extract gathered from the website, it was found to be a threat or vulnerability to the greater community. Due to the high level of ill-health and long-term conditions of the people in the area, the findings deduced that the main focus was on mental health problems, which was an imminent issue that needed to be addressed. The trust explored several options as a matter of fact and looked at the long-term conditions of the residents.
Problems
 The trust looked at 
· Long term conditions for psychological intervention
· The prevalence rate of anxiety and depression 
· The rate of dual diagnosis for substance misuse and mental health
Summary of Data Findings  (Facts and Figures)
           The purpose of the use of data was to:
1) To operationally manage any discrepancies that could have arisen between the practice and the service users
2) Using the risk assessment tool for capturing relevant information for planning and decision making.
3) Identification as a matter of risk factor, patients that could be vulnerable to mental illness.
4) Establishing as a fact that 1% of the whole population had a severe mental illness.


Discussions
As a matter of concern, the trust took on corrective measures to tackle the imminent issue with mental illness in the area by carrying out an annual physical health check, using specific standards of corrective measures to ensure the well-being of the residents. The essence of the risk assessment tool been deployed by the Morecambe Bay team was to assess the level of severe mental health (SMI) with the patients. To understand who is of a high priority of treatment and in urgent need of the service. This risk assessment tool has proven to be valuable to manage the long-term illness of the residents in the area.
In theory, the study's outcome was to improve the physical health and lifestyle changes of the overall CCG population, ensuring the level of vulnerability of the patient to anxiety, depression, dual diagnosis for substance misuse, and mental health was at a low level.  Improving the physical health condition of the population across the region.
To conclude this study conducted by Morecambe Bay Team on population health management, it can be theorized that the risk based assessment was to help delineate the long term illness condition, improve  patient safety  and provide better lifestyle and physical wellbeing for the people in the Barrow and Millom area.








Workplace Autonomy
According to Skår (2010), ‘workplace autonomy is the quality or state of being independent and self-directing, especially in making decisions, enabling professionals to exercise judgment as they see fit during the performance of their jobs.’
‘Autonomy in the workplace is not about passively letting employees be independent. It’s also not working in isolation or doing work without guidance, boundaries, supervision, or collaboration. It’s about allowing people to work the most conducive to their own best performance. Promoting autonomy at work means empowering employees to be self-starters, giving them stewardship over their work and their environment, and providing support instead of exerting control. When employees feel trusted, they’re more likely to perform top-notch work.
An autonomous work environment is built upon respect, trust, integrity, and a culture of accountability — not one of fear. Instead of imposing arbitrary work schedules on employees and threatening repercussions for failing to stick to them, for example — give workers their task and due date, and allow them to complete it however is best for them within that timeline so they can give you their best work in return.’ Rietsema ( n.d.)
Risk Of Lone Working
Ensuring the safety of a lone worker is necessary; the responsibility of a healthcare organisation is to carry out the appropriate risk assessment and safety checks to ensure the safety of its lone workers.  The lone worker should adhere to the organisation’s code of conduct on lone working and avoid any dangerous situation.  The organisation should also ensure that each lone worker has the right and adequate training on lone working. Lone workers need to follow their organisation’s policies and procedures with lone working in other to safeguard against any sudden occurrences.
Both lone workers and healthcare organisations have a duty of care when it comes to lone working; for the organisation, it is about identifying, minimizing, and controlling the risk that could affect lone working in the community. From the perspective of the healthcare organisation, the personal safety of a lone worker should include adequate training, equipment, and open communication.
Assessing The Risk To Lone Working
According to University College London,’ before any lone working takes place, the health and safety risk must be considered and assessed, some of the factors to consider when conducting  lone working risk assessment are:[(UCL, 2020)]

	Individual Capabilities

	Work Activity

	Work Patterns
	Access Arrangements

	Location
	Emergency Arrangements








Managing The Risk To Lone Working
Reducing the risks to lone worker’s in public places, the following should be considered: 
· Ensure the lone worker understands the risks and precautions involved in their work, i.e., has enough experience to work without direct supervision.
· Reduce the amount of lone working that takes place out of hours to the absolute minimum.
· Ensure the lone worker has information to deal with emergencies. The lone worker may not be familiar with the building in which they are working.
· Review if the lone workers are still medically fit to work alone.
· Ensure there is a 'check-in' procedure, so other parties know of a lone worker's presence on site. This can be done by alerting security/reception, your line manager, another colleague, or a combination of those listed. A method of communication and at what intervals should be agreed with the other party.
· Have robust emergency arrangements in place to not compromise for a lone worker. 
· Regularly review whether the work activity is still necessary to be conducted alone.[(UCL, 2020)]
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Evidence-Based- Case Study
Personalised care for a group of local people aged 45 and 60, living with moderate families at Lancashire and South Cumbria Healthcare Partnership.
Site-The Chorley Central Primary Care Network.
Background
 Information extracted from the trust’s website found that the primary care network has worked with key stakeholders to develop a strategy to support patients in the cohort with their physical, mental, and social needs. The healthcare organisation collectively brought key stakeholders from central departments to work on the project. These included the district council, GPs, police, fire, voluntary service, and pct’s into the pilot programme. 
Discussions
Based on the evidence found,  the programme has been beneficial towards information sharing with other central departments, establishing how data aligns and ranks patients' clinical needs in order of their priority was identified. The pilot programme established several areas, such as mobility and access to other services; understanding the need of patients has supported the programme with making relevant decisions. 
The information sourced by the lone workers has served as the basis for analysis and a link between the GP’s and the patients. The point of argument here is how risk management connects with lone working. Lone working, from the definition, is working independently without close or direct supervision. Reducing the risk with lone workers in public places requires understanding the risk implications and precautions involved with their work. Some employees working for healthcare organisations have as part of their roles and responsibilities to visit patients in their usual place of residence, providing one-to-one care to them. 
These come at a risk to the lone workers and the healthcare organisation; the work activity sometimes constitutes stress, especially when making critical decisions on the needs of the patients.
The work pattern/activities deployed by the lone workers in this programme is considered relevant to the recovery process of  the patients in the  cohort case study group. The level of autonomy given to the lone workers to work independently and make critical decisions has supported tackling the imminent issues with patients in the programme.
The main idea behind this analysis is how lone working constitutes a  risk factor, most especially to a healthcare organisation. Lone working has been established in this context as a major risk factor.
















Ethical Considerations In Social Research
According to Crossman (2020),’ Ethics are self-regulatory guidelines for making decisions and defining professions. By establishing ethical codes, professional organisations maintain the profession's integrity, define the expected conduct of members, and protect the welfare of subjects and clients. Moreover, ethical codes give professionals direction when confronting ethical dilemmas or confusing situations. A case in point is a scientist's decision to intentionally deceive subjects or inform them about the actual risks or goals of a controversial but much-needed experiment. Many organisations, such as the American Sociological Association, establish ethical principles and guidelines. The vast majority of today's social scientists abide by their respective organisation's ethical principles.’
5 Ethical Considerations in Sociological Research
The American Sociological Association's (ASA's) Code of Ethics sets forth the principles and ethical standards that underlie sociologists' professional responsibilities and conduct. These principles and standards should be used as guidelines when examining everyday professional activities. They constitute normative statements for sociologists and guide on issues sociologists may encounter in their professional work. The ASA’s code of ethics contains five general principles and explanations.
Professional Competence
Sociologists strive to maintain the highest levels of competence in their work; they recognize the limitations of their expertise; and they undertake only those tasks for which they are qualified by education, training, or experience. They recognize the need for ongoing education to remain professionally competent; they utilize the appropriate scientific, professional, technical, and administrative resources needed to ensure competence in their professional activities. When necessary, they consult with other professionals to benefit their students, research participants, and clients.

Integrity
Sociologists are honest, fair, and respectful of others in their professional activities—in research, teaching, practice, and service. Sociologists do not knowingly act in ways that jeopardize their own or others' professional welfare. Sociologists conduct their affairs in ways that inspire trust and confidence; they do not knowingly make statements that are false, misleading, or deceptive.
Professional and Scientific Responsibility
Sociologists adhere to the highest scientific and professional standards and accept responsibility for their work. Sociologists understand that they form a community and respect other sociologists even when they disagree on theoretical, methodological, or personal approaches to professional activities. Sociologists value the public trust in sociology and are concerned about their ethical behavior and other sociologists that might compromise that trust. While endeavoring always to be collegial, sociologists must never let the desire to be collegial outweigh their shared responsibility for ethical behavior. When appropriate, they consult with colleagues to prevent or avoid unethical conduct.
Respect for People’s Rights, Dignity, and Diversity
Sociologists respect the rights, dignity, and worth of all people. They strive to eliminate bias in their professional activities, and they do not tolerate any forms of discrimination based on age, gender, race; ethnicity; national origin; religion; sexual orientation, disability, health conditions, or marital, domestic, or parental status. They are sensitive to cultural, individual, and role differences in serving, teaching, and studying groups of people with distinctive characteristics. In all of their work-related activities, sociologists acknowledge the rights of others to hold values, attitudes, and opinions that differ from their own.
Social Responsibility 
Sociologists are aware of their professional and scientific responsibility to the communities and societies they live and work. They apply and make public their knowledge to contribute to the public good. They strive to advance sociology's science and serve the public good when undertaking research.
What Is Ethical Consideration In Qualitative Research?
 According to Mustapha (2020),” Two ethical issues in qualitative research include confidentiality and the role of the researcher as a data collection instrument. We need to make sure that we provide a project population with confidentiality at all stages of our research. This goes past getting informed consent from research participants.”
How Can Research Be Ethical?
 The National Institute of Health clinical center researchers published seven main principles to guide the conduct of ethical research, which are:
i. Social and clinical value.
ii. Scientific validity.
iii. Fair subject selection.
iv. Favourable risk-benefit ratio.
v. Independent review.
vi. Informed consent.
vii. Respect for potential and enrolled subjects.











Validity And Reliability To Social Research
 According to Bapir (2012), “The problem of validity and reliability in qualitative research is entwined with the definition of qualitative research and the possibility to mirror this in practice to make qualitative research properly valid and reliable.”
 Also, Bapir's (2012) works present both “challenges and chances to qualitative researchers; yet, considering qualitative criteria in social research, achieving validity and reliability in qualitative research is not impossible. Like any other concept in the social sciences, validity is a contested term; it means different things to different observers, and there is more than one type of validity. In this section, I offer some conceptualizations of validity within the context of qualitative research. In doing so, I take qualitative researchers’ definitions for the concept and identify some common characteristics of definitions and types of validity. That is, to take validity as an observable criterion in qualitative research and then argue that qualitative research is possible to be appropriately validated. Sarantakos (1994) has rightly asserted that validity is ‘a methodological element of the quantitative and qualitative research’ (Sarantakos,1994: 76). Further, some scholars have used the same labels and contents of validity in quantitative strategy to evaluate the validity of qualitative research. For instance, Lecompte and Goets (1982), in their work ‘Problems of Reliability and Validity in Ethnographic Research’ mention two forms of validity concerning qualitative research; Internal validity means a sound contest between the researcher’s observation and the theoretical ideas they develop and external validity, as the amount of generalizability of the findings. Some other scholars, nonetheless, have introduced different labels with slightly the same content as Guba and Lincoln (1994) in their work ‘Competing Paradigms in Qualitative Research’ propose two critical criteria for assessing validity in the qualitative study; credibility, whether the findings are believable and transferability, whether the findings apply to other contexts. Again, Sarantakos (1994) offers some other concepts associated with validation in qualitative research; cumulative validation, meaning other studies support findings; communicative validation, findings be evaluated by respondents; argumentative validation, the conclusion should be followed and tested; and ecological validation, using stable methods and taking into consideration the life and conditions of the researched (Sarantakos, 1994: 76-7). Silverman identifies two other forms of validations that have been suggested as particularly appropriate to the logic of qualitative research Triangulation, meaning comparing different kinds of data, quantitative and qualitative, and different kinds of methods (observation and interview) to see whether they corroborate one another and respondent validation taking one's findings back to the subjects, where these people verify one's findings (Silverman, 2003: 290-1). All the conceptualisations of qualitative validity discussed above have two characteristics in common: to research in a professional, accurate and systematic manner and to state how research is conducted transparently. Validity has to do with the association between data and conclusion. Therefore, in our attempt to pave a way to define validity in qualitative research, we should keep in mind the fact that as Bulmer states ‘qualitative researchers try to achieve validity not through manipulation of variables but rather through their orientation towards and the study of, the empirical world’ (Bulmer, 1979: 49).” (p.10)
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