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Abstract

Context In a health service environment where timescales for patient

participation in service design are short and resources scarce, a

balance needs to be achieved between research rigour and the

timeliness and utility of the findings of patient participation processes.

Objective To develop a pragmatic mind mapping approach to

managing the qualitative data from patient participation processes.

Design While this article draws on experience of using mind maps

in a variety of participation processes, a single example is used to

illustrate the approach. In this example mind maps were created

during the course of patient participation focus groups. Two group

discussions were also transcribed verbatim to allow comparison of

the rapid mind mapping approach with traditional thematic analysis

of qualitative data.

Setting and participants The illustrative example formed part of a

local alcohol service review which included consultation with local

alcohol service users, their families and staff groups.

Findings The mind mapping approach provided a pleasing graph-

ical format for representing the key themes raised during the focus

groups. It helped stimulate and galvanize discussion and keep it on

track, enhanced transparency and group ownership of the data

analysis process, allowed a rapid dynamic between data collection

and feedback, and was considerably faster than traditional methods

for the analysis of focus groups, while resulting in similar broad

themes.

Conclusion This study suggests that the use of a mind mapping

approach to managing qualitative data can provide a pragmatic

resolution of the tension between limited resources and quality in

patient participation processes.

Introduction

Working in the health services, where funding is

often short-term, policy changes come round

with hurricane speed, and outcome measures are

weighed heavily on the short-term, there is

always a tension between research rigour and the

need for quick results.

With the current climate of promoting user

involvement in the NHS in England, health
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trusts also have a duty to involve users in service

design.1,2 The Secretary of State for Health

recently called for the NHS �to collect immediate

feedback from patients on their experience of

care� (p3) and staff are advised to make sys-

tematic use of a mixture of feedback methods.3

Meaningful consultation where users feel lis-

tened to and can engage in an ongoing dialogue

with service providers has great benefits to both

patients and service providers, leading to well

used, needs-led services and empowered, heal-

thier patients; �High quality Patient & Public

Involvement can truly change things for patients

and carers, both in their experience of services

and the quality of their care. It can also enhance

the working lives of health professionals, helping

them to increase service responsiveness, deliver

improved health outcomes for all and improving

job satisfaction� (p16).4

However, some of the participatory methods

which are effective at reaching out to and

engaging service users can lack scientific rigour,5

while other methods which may be quick and

easy to use, such as questionnaires, suffer poor

response rates or may not give the kind of rich

data commissioners need to understand patient

perspectives fully.6 So we have a further tension

here between research rigour and meaningful

user involvement.

It does appear that many health service

managers and commissioners opt for a survey as

their default method of choice when seeking the

views of patients to inform service improvement

or commissioning processes. The potential for

using focus groups to acquire a deeper under-

standing of the views of service users is not

always recognized, although their wider use

within healthcare settings has been advocated.7

Focus groups can be particularly useful when

there is a need to bridge the gulf in under-

standing between service providers and users.8

One barrier to their use may be that tradi-

tional qualitative methods require significant

resources for transcribing and analysis, so that

organizations� capacity to conduct such exer-

cises is restricted. Another barrier may be lack

of qualitative research expertise within the

organization. A critique of the use of focus

groups in nursing research, for example, con-

cluded that their use was often unsophisticated,

especially in relation to data analysis.9 We are

faced, therefore, with the challenge of how to

manage efficiently and with due rigour the rich

qualitative data we get when we talk to

patients and the community about local health

services.

The use of mind mapping as a visual tool for

engaging users during focus groups and for

getting feedback from them afterwards, and as a

tool for the analysis of qualitative data, could in

some instances provide a pragmatic solution to

the tensions outlined above.

Mind mapping

A mind map is a diagram used to represent

concepts, ideas or tasks linked to and arranged

radially around a central key word or idea.

Primary branches represent the major ideas or

themes around the central topic, and secondary

branches tend to include more concrete illus-

trative examples.10 In a closely related field,

cognitive maps have been described by Eden,

Jones and Sims as �a modeling technique which

intends to portray ideas, beliefs, values and

attitudes and their relationship one to another in

a form which is amenable to study and analysis�
(p30).11

While some authors make a point of clearly

distinguishing mind maps from cognitive maps

there is in fact a great deal of overlap in how

they are used.8,9 Both have been used widely in

education and for note-taking, problem-solving

and brainstorming. One of the advantages of

mind mapping over standard note-taking is that

it appears to reflect our natural thinking pat-

terns, which are said to be non-linear.10 Within

health services mind maps have been found to be

valuable in the fields of care planning, needs

assessment, nursing research and practice

development.12–16 Where stakeholders hold

divergent views on a topic under scrutiny, mind

maps have been a useful tool for ensuring the

broad range of views and perspectives are rep-

resented, with the aim of reaching a common

understanding.17
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The use of mapping approaches in qualitative

data analysis is perhaps not uncommon though

seldom reported in detail. Certainly the

approach shares similarities with the hierarchical

frameworks of codes and categories created by

qualitative data management software packages.

The use of concept mapping as a tool for ana-

lyzing open-ended survey responses has been

pioneered by Trochim and Jackson18 whose

approach blends objective statistical analysis

with the human judgment inherent in code-

based analysis. Others have recommended the

use of maps as an expeditious method for han-

dling the large volumes of audio-recorded data

from qualitative interviews.19

Using mind maps for public participation: a case

study

While this article draws on experience of using

mind mapping in a variety of patient participa-

tion processes, a single example is given here to

illustrate the approach taken. A local alcohol

service review was planned to include consulta-

tion with service users, their carers, alcohol

service providers, and others in the community

who were current or past misusers of alcohol.

Five focus groups were conducted as part of this

consultation, alongside individual interviews

where focus groups were not deemed practical

or appropriate. A less structured group inter-

view with chronic alcoholics was also con-

ducted.

Focus group discussions were audio-recorded

with the written consent of participants. While

the facilitator managed the focus group discus-

sion using a semi-structured topic schedule,

shown in Fig. 1, a researcher created a mind

map on flip-chart paper during the course of the

discussion.

A sample mind map is shown in Fig. 2. This

is the map created during the focus group with

carers and relatives of Community Alcohol

Team (CAT) service users. The structure of

the map mirrored the topic schedule used by

the facilitator to some extent. For example, the

introductory question was �how did you first

come into contact with the CAT?�, and the

range of responses given is shown in the

branch headed �initial contact�. Subsequent

discussion explored their positive and negative

experiences of the service in turn. Towards the

end of the discussion the facilitator asked for

recommendations of how the service could be

improved.

Participants were able to comment on the

evolving mind map and were encouraged to

correct any misinterpretations. They were given

Figure 1 Focus group topic schedule.
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time at the end of the focus group to consider

the mind map as a whole and could suggest

amendments or additions.

Researchers wrote detailed field notes imme-

diately after the focus group. Within 3 days of

the focus group the mind map was typed up

using mind mapping software (e.g. Freemind�,

Sourceforge, Germany; www.sourceforge.net).

The researchers listened back to the recording of

the discussion, reflected on their field notes and

made additions and amendments based on

listening back, reflection and the field notes.

Sufficient time was blocked out to enable this to

be done in a single sitting.

Amendments that were made to the mind map

were distinguished from the original map by

using a different font colour. A copy of this

amended mind map was then sent to all partic-

ipants for member checking to establish credi-

bility.20

The only exception we made to using this

mind mapping approach was with the group

interview with chronic alcoholics. This example

provides a useful illustration of one of the

drawbacks of the approach. The setting for the

discussion was their home (an unofficial wet

house) and they would not have been receptive

to a structured session. Because the discussion

with this particular group was relatively

unstructured, meandering and contained several

contradictions and internal inconsistencies it did

not lend itself to capture using a mind map.

Instead, detailed notes were taken both during

the discussion and while listening back to the

audio-recording. The key themes from this

group were then drawn out, agreed by the

researchers, and included in the meta-map

described below. Any verbatim quotes taken

from the recordings to illustrate key themes

from the discussions were recorded separately.

These were used in the final report so that par-

ticipants� own voices would have a chance to

come through.

A meta-map was created once data collection

was completed for all focus groups and inter-

views, incorporating all the major themes that

emerged and showing how often a given theme

came up. This process was made easier by the fact

that the topic schedule for each focus group was

structurally similar, resulting in mind maps that

contained broadly similar primary branches. This

meta-map became somewhat unwieldy because of

the volume of data, but was useful in representing

the totality of themes, including contradictions, in

one place and in a graphical format that enabled a

holistic perspective. The resulting map shared

similarities with the sort of coding framework

generated by qualitative data management soft-

ware, except that with this approach the raw data

stayed at the audio-recording stage without being

transcribed.

The meta-map was used as a basis for writing

up the findings from the consultation in a stan-

dard report format, making use of the illustra-

tive quotes recorded separately. The mind maps

themselves were included as an appendix to the

Figure 2 Sample mind map.
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report, ensuring first that participant anonymity

had been protected.

Comparison with thematic analysis

To compare the data generated from using this

mind mapping technique with traditional qual-

itative analysis, two of the focus groups were

transcribed and analysed by a researcher who

had neither been present during the focus group

nor seen the mind maps. The themes generated

by the mind mapping approach were broadly

the same as those that emerged by traditional

thematic analysis. The mind mapping approach

to analysis was also considerably quicker (tak-

ing two as opposed to three hours) although the

principal time saving is to be gained in not

having the focus group transcribed. While most

of the codes created by both analytic approa-

ches were either identical or similar, they were

not always to be found under the same theme.

So, for example the mind map in Fig. 2 shows

the code �increase residential detox places� under
�improvements: locally�, whereas the alternative

analysis placed �need for more residential places�
under the theme of �access to services�. The

thematic analysis did, perhaps not surprisingly,

create a greater number of codes than the mind

mapping. For example a code that was missed

by the mind map was, �hospital seen as a

sanctuary for the carer but they and the relative

are often judged�. To give some context to this

case study, a summary of the main findings

from this phase of the consultation is presented

in Fig. 3.

Discussion

In the spirit of the Leeds Declaration public

health research should aim to treat patients and

the public as partners rather than subjects, and

opportunities for meaningful user involvement

in the research process should be maximized.21

The use of mind mapping in the context

described here does appear to provide an effi-

cient way to achieve the dual aims of user

involvement in service development and in

research processes.

Advantages of mind mapping

Perhaps the most significant advantage which

mind mapping holds over traditional qualitative

data handling is speed. A 90-min focus group

takes 6 to 8 hours to transcribe and will produce

30 or more pages of data to be painstakingly

analysed line by line. Krueger, a leading expert

in focus groups, makes the following estimate:

If you are planning on using transcripts, you might

assume that it will take 6–10 hours to prepare each

transcript. Then assuming that you have 3 or 4

focus groups and are using field notes, transcripts,

and selective listening to the audio recording you

might plan for 60 to 100 hours to arrive at a draft

narrative report with quotes. Don�t be surprised if

it takes another 20 or so hours for edits and revi-

sions before the report is finalized. If you have

never done analysis before, plan to add about 30%

more time.22

Based on these projections, assuming a busy

health professional who is relatively new to

qualitative research could only dedicate 1 day a

week to her focus group study, the analysis and

writing up of 3–4 focus groups would take her

approximately 4 months. In contrast, the

approach outlined above involves no transcrip-

tion, and the first stage of analysis, generation of

coded categories, occurs during the focus group

itself. As the mind map develops the researcher

is in essence generating coded categories �live� – a
process which in traditional qualitative thematic

analysis would take place by sifting through

pages of transcripts after the event.

It is normal practice to have two co-facilita-

tors for a focus group, one who moderates the

discussion and one who does the note-taking

and looks after the practical smooth running of

the group.22 Therefore running a focus group in

the way described here involves no additional

researcher resource.

A knock-on benefit of the time saved is that

within limited resources a larger number of

focus groups can be conducted. If these were

repeated interviews with the same groups this

could allow greater depth of inquiry and the

opportunity for enhanced validity through crit-

ical reflection upon the mind map from the

previous discussion, perhaps probing further for
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exceptions or deviant cases, or picking up on

and exploring contradictions. Alternatively, if

additional discussions were conducted with new

groups of participants this could allow a greater

number of community voices to feed into the

design of services.

It is also worth noting that even verbatim

transcriptions have their limitations, since con-

verting a discussion into text will always involve

the loss of non-verbal nuances, and will be

subject to human errors such as misinterpreta-

tion of content.23 While visual cues will still be

missed, working directly with the data in audio

format can enhance validity by avoiding these

shortcomings. A team of Canadian researchers

have recently explored the use of court reporters

to provide a live transcript during focus group

discussion, an approach which does appear to

overcome many of the difficulties currently

experienced, and seems worthy of further

investigation.24

The analytical method described has the

added potential benefit of increasing the likeli-

hood of participant ownership, particularly

when used in a focus group setting where the

mind map evolves during the course of the dis-

cussion and can be commented upon by partic-

ipants,25 and where the mapper can directly

check back with participants that their discus-

sion is being correctly represented. However, if

we are to acknowledge the existence of multiple

social realities, then it becomes difficult to know

how best to alter the mind map in response to an

individual member�s post hoc comments.

Perhaps a more credible mind map would be

reached if the group could consider the mind

map collectively at a later date so that a group

consensus upon any changes could be reached.

There is also potential for patients to be

involved, with the right support and training, in

the generation of the mind map during the focus

group. Many people will already be familiar

with the use of mind maps in, for example,

education or problem solving; it would not be a

difficult skill to master, and could make the

process more empowering for patients.

The process of mind mapping is said to allow

free thinking and to clear the mind of previous

assumptions about the subject.10 A tool that

encourages this kind of thinking can be valuable

both during the focus group discussion, and

afterwards if it can help the researcher to bracket

previous assumptions.26

During the course of a semi-structured focus

group discussion the emerging mind map can

help to galvanize discussion, highlight links

between themes that might not otherwise have

been evident, and can be referred to by the

facilitator to bring wayward discussion back on

track. However, as Krueger27 cautions in his

discussion of the use of flip charts during focus

groups, there can be drawbacks to their use:

At their worst, flip charts can slow down the

conversation, and, in the process, participants

forget their ideas because they are waiting for the

writer to capture the thought. Because the partic-

ipant�s comment must be written quickly, it must

be truncated and critical elements may be lost. At

their best, flip charts help participants stay on topic

and remember what others have said. (p80)

Key to the success of using mind maps

during focus groups is therefore the skill of the

Figure 3 Main findings.
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facilitator. The skills and attributes required for

good facilitation of focus groups are described in

depth elsewhere27 but suffice it to say that the

facilitator should encourage the flow of discus-

sion to continue while the mind map is being

written and, where comments are vague, probing

should be employed to elicit a deeper under-

standing of the concept or idea being expressed.

Listening back to the audio-recording allows for

missing elements to be added to the map after-

wards. In our experience, listening back to the

recording invariably reveals some categories that

were omitted from the original map. To ensure

the mind map is a good reflection of the themes

raised may require repeated listening to the

audio recording.

One of the reasons why mind mapping

appears to be particularly suited to consultation

on service redesign is that the inquiry is likely to

be fairly focused. Health service managers

commissioning patient consultation often need

quite specific feedback about what works, where

improvements can be made and what barriers

there may be to accessing services. This type of

feedback can be clearly represented in a mind

map. Whereas, in circumstances where a rela-

tively unstructured and exploratory inquiry is

called for, mind mapping is less likely to be the

method of choice, and a more formal, detailed

approach to analysis may be more appropriate.

Comments from both focus group partici-

pants and commissioners about the mind maps

indicate that they are a pleasing graphical sum-

mary, allowing a holistic overview of the themes.

Indeed, we have found that a large (A2 size)

meta-map can be a useful focal point for

discussions with commissioners and service

providers about how to take forward patients�
and carers� recommendations from a consulta-

tion. For ease of interpretation the meta-map, or

indeed any of the maps, may be colour coded so

that, for example, the hot topics are in red. Icons

can also be used to highlight positive experi-

ences, problem areas, or ideas for improvement.

In the consultation described above the meta-

map was in fact used only by the researchers and

was too large and convoluted to be easily

interpreted by others. However, where the

volume of data is smaller, say from a handful of

patient interviews, a meta-map can be a very

useful summary.

It is also worth noting that the rapid dynamic

which this approach allows between data col-

lection and feedback means that it is particularly

well suited for use in Action Research, where

cycles of knowledge gathering and feedback into

action are a central feature. This approach

means that the key themes from a focus group

can be fed back to decision-makers within a

matter of weeks.

Limitations of mind mapping

No attempt is made here to argue that this

rapid approach to qualitative data handling can

rival traditional qualitative data analysis for

depth or level of interpretation. Although the

raw data are retained as digital audio files,

listening back to the discussion does not com-

pare with the level of data immersion achieved

through thematic analysis of transcripts or by

Grounded Theory approaches. The sheer speed

with which the initial mind map is created

during the focus group does not allow for

considered reflection at that time, although this

can be done afterwards. The traditional the-

matic analysis conducted did reveal more codes

than shown in the mind maps and the structure

of the thematic framework was less aligned to

the topic schedule.

A significant challenge to the validity of this

mind mapping approach is researcher bias.

Human judgment plays a major part in the

construction of the mind map, both in terms of

the choice of words used to summarize partici-

pants� comments and ideas, and the choice of

where to position those words on the map.

Researchers working with concept mapping

have sought to avoid such bias by getting par-

ticipants to independently sort the emergent

concepts into categories themselves, using at

least 10 sorters to create a map whose structure

is statistically determined.18 There may be scope

within the approach described here for involving

focus group members more in the sorting

of themes and categories themselves and in
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identifying the connections between them,

thereby creating their own mind map during a

follow-up session expressly designed to achieve

this. Other measures can also be taken to

improve validity, such as seeking to refute initial

assumptions, probing for exceptions and by

picking up on and exploring contradictions.

Further, there is a difference between what is

most important to focus group participants and

what is talked about most during the discus-

sion.28 The mind map will reflect what issues

are raised and its shape will, at least in its first

draft, be determined by the order in which

topics are discussed rather than the importance

attributed to these by the participants. How-

ever, sensitive facilitation can elicit an under-

standing of what participants feel are the most

important issues and these can be highlighted

accordingly on the map towards the end of the

discussion.

In our experience with this technique we have

found that it is well suited for the recording of

key issues for participants concerning the topic

under discussion. However, it is less amenable to

getting beyond answering the �what?� questions
to exploring the �why?� questions. So, for

example the mind map in Fig. 2 shows that

carers value the acupuncture service, but we do

not find out why. However, this is something

that could be further explored during subse-

quent focus groups.

It is also harder for the mapper to capture

contradictory or unclearly expressed comments,

so there is a risk that this type of data may get

overlooked in favour of clearly expressed

coherent points. Here it is down to the skill of

the facilitator to probe for deeper understand-

ing, and to set the scene so that participants are

encouraged to express differing perspectives. It

is important for the mind mapper to strive not

to oversimplify or imply consensus where none

exists. Differing views may, for example, be

colour coded to distinguish them. Where a

participant�s view changes during the course of

the focus group it is valuable to also record

this.

To enhance the validity of the analytical pro-

cess it is suggested that, where a series of focus

groups are to be undertaken, and if resources

allow, the first two could be transcribed and

thematically analysed. This would allow for the

researcher(s) to get more fully immersed in some

of the early data. Subsequent mind mapped

categories could then be compared with the

categories generated by traditional analysis.

A summary of the advantages and limitations

of this mind mapping approach is given in

Fig. 4.

Other uses for mind maps in qualitative research

The use of mind maps in qualitative research is

not limited to focus groups. Within our organi-

zation we have also experimented with their use

for the capture of key themes following individual

interviews. Clearly, some of the advantages out-

lined in Fig. 4 are precluded if the mind map is

created after the discussion (participant owner-

ship, keeping the discussion on track). However,

there is more time for considered reflection and

the structure of the map is more likely to reflect

what is most important to the interviewee as

opposed to the structure of the topic guide.

Another way we have used the approach has

been for summarizing the themes emerging from

a series of narratives collected as part of an

Appreciative Inquiry. Very briefly, Appreciative

Inquiry is a solution focused process that

engages individuals within an organization or

community in its renewal through collecting

stories of what works and building on that.29 In

this instance the narratives were not audio-

recorded and only brief notes were written, after

all the purpose of the Appreciative Inquiry was

Figure 4 Advantages and limitations.
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less qualitative research and more community

mobilization. However, it seemed a shame not to

bring together these fifty or so stories into some

sort of coherent summary. A meta-map proved

the ideal tool.

Future directions

It is hoped that this article will stimulate fur-

ther debate about the use of mind maps in

qualitative research. In particular, their validity

needs more academic scrutiny and assessment.

The potential for greater patient involvement

in the creation and validation of the mind

maps is another area that warrants more

exploration.
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