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Thesis Abstract: Participatory Mapping as an Approach for Health Services Co
Planning: Finding the Local Voice in the Rural Context
Sarah Elizabeth Bowyer
A key factor to the Scottish Governments’ public policy and public service
reconfiguration is collaborative working between service providers and service users
in a framework of co-production. A second key factor in this reform is a place-based
approach. Despite this rhetoric of co-production of health services having been used
for some time in health policy, and considering the numerous interpretations of the
meaning of both co–production and ‘place’ in the academic and professional literature,
how rural dwellers experience rurality in terms of places and space, and how this may
in turn affect health and interactions with co-production, remains underrepresented in
health policy planning.
In light of changes in health service provision, rural health care poses itself as a
potentially emotive and sometimes volatile topic. A co-productive approach may
encourage understanding, acceptance and better usage of health services and
neighbourhood resources, by the residents registered as patients with local medical
practices. This doctoral research study considered the use of participatory mapping
techniques to generate, gather and capture the local voice of residents from two rural
Scottish communities, regarding the self-perception of their health in relation to the
place they call home.
Through a participatory action research approach, using iterative co-design, residents
were asked how their environment impacted on their health, and in particular their
cardiovascular health. Qualitative data were collected through participatory mapping
techniques and co- analysed using a thematic analysis process. The application of the
concept of therapeutic landscapes revealed the importance of the ‘sense of place’ and
its impact on health, along with the physical, social and cultural environmental aspects
traditionally considered in public health disciplines. Results were digitised using
geographic information systems (GIS) to illustrate the interactions between place,
people and health, through a relational lens.
This research demonstrates a working example of how, drawing from the discipline of
health geography, a place based approach can make an important contribution to rural
health service co- planning within a co-production framework.
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Chapter 1 Introduction
This thesis reports research to test participatory mapping as a tool to elicit a local voice
to explore perceptions of how rural residents articulate the connections between health
and place that are important to them. The research then asks how the information
expressed through this local voice can be used to inform the co-planning of rural health
services within a full co-production process. The thesis aims to show how the use of
participatory mapping can lead to the enhanced co-planning of rural health services
through drawing attention to the importance of differing dimensions of rural place.
This chapter will first introduce the context of this research by introducing
contemporary healthcare models and how co-production features in healthcare
service, and indeed within wider public service sector reform. The focus is on Scotland,
where this research takes place, and where health is a devolved matter. An
examination of co-production and of place as established through contemporary
Scottish policy discourses then follows. It will then introduce the topic of people, place
and health drawn upon in this study, outlining the concepts that underpin the
participatory method and participatory techniques that were utilised. The aims and
objectives are stated, followed by the research questions, before finally presenting an
overview of the structure of the thesis.
This thesis focuses on a number of issues concerning co-production of rural health
services, including concepts of health in relation to place and sense of place. Whilst
acknowledging the diversity, in defining such concepts, this thesis does not attempt to
address any of these in great depth. Rather in this chapter the terms are introduced,
and in the next chapter a more descriptive overview of the concepts is given, to set the
context and highlight the multiple ways with which these terms are used across and
within academic disciplines as well as public policy, focussing specifically on the health
sector. There are no distinct and absolute definitions of these terms due to their
complex and multiple dimensions.
Ongoing public sector reform currently faces dual pressures from a greater demand
on limited resources together with an ongoing era of austerity. This approach, of
achieving more with less and emphasis on securing resource efficiencies in service
provision, has consequently increased the pressure to move towards greater
involvement of users of services in designing and indeed delivering services. This is
argued to lead to more efficient, and more effective outcomes. It has also changed the
8

policy focus to a locality approach. This signifies a focus on both people and on place
within policy and practice frameworks. As a result this calls for a change in the
traditional relationship between service providers and service users to health care
planning in the design, delivery and evaluation of local services for appropriateness,
use and uptake in relation to the health outcomes of residents. The shift in the
relationship is captured in the term co-production, a term itself defined in multiple,
rather than a clear and unified way. The emphasis on local approaches brings a place
based approach to health service planning and delivery. For rural dwellers this is
heightened by issues of sustainability and the fragility of life in remote and rural areas.
Participatory mapping is a tool that uses cartography to facilitate a dialogue between
people associated with a defined area, to elicit and record spatial information about
how everyone relates and exists within a designated space or place and its associated
resources. Two key characteristics of this technique, namely participation and
spatiality, correspond with current health policy foci of personal participation in
healthcare services both as an individual and as a member of a community, living in a
place (or space) where the services are delivered. Public health policy recognises the
importance of place in health. However, the precise definitions of concepts of space,
place and landscape are contested, particularly when looking at the spatial academic
discipline of geography. Within the discipline of geography there is no one precise
definition but rather a number of philosophical and theoretical approaches that have
developed over the years that do not necessarily replace, but rather can add to and
enrich each other. Despite this rhetoric of co-production of health services having been
used for some time in health policy, and considering the numerous interpretations of
the meaning of both co–production and ‘place’ in the academic and professional
literature, how rural dwellers experience rurality in terms of places and space, and how
this may in turn affect health and interactions with co-production, remains
underrepresented in health policy planning. New and novel approaches and research
methods are therefore needed to capture this. In testing an innovative spatial and
visual method this thesis begins to address this.
Health Services - the Involvement of the Health Professional, the Patient and
Communities
Though co-production features strongly in contemporary public service reform as a
whole, this thesis presents a study to test participatory mapping as a method to
enlighten the co-planning of rural health services within a co-production framework. It
9

is written from the standpoint of a health promotion clinician, from my profession as a
dietitian, as author of the work. Health in this research is defined according to the World
Health Organisation (WHO 1946):
“Health is a state of complete physical, mental and social well-being and not
merely the absence of disease or infirmity” (WHO 1946:1).
Fulfilment of delivering services to meet such a definition of health requires medical
service provision for ‘ill health’ conditions along with ‘well health’ provision, for both
cure and prevention, with services restoring, promoting and sustaining health,
including the management of long term conditions. Current healthcare systems deliver
this through two main models of health the traditional scientific medical model, and the
social determinants of health model. Thus, encompassing both pathogenic and
salutogenic aspects of health, todays healthcare system uses a holistic approach that
recognises not only the affect of physical environments but also the importance of
economic, social and environmental factors impacting on health (Naidoo and Wills
2006:186).
The Ottawa Charter (WHO, 1986), drawing particularly on the social determinants of
health model with its broader understandings of health, gave rise to health promotion
defined as “The process of enabling people to increase control over, and to improve,
their health” (WHO 1986:1). Naidoo and Wills describe five approaches of health
promotion through which healthcare systems endeavour to impart this enablement,
namely medical or preventative, behavioural change, educational, empowerment and
social change (Naidoo and Wills 2006:91). These are not mutually exclusive and an
individual’s overall healthcare commonly involves a mixture of these approaches since
they have different objectives:


to prevent disease



To ensure people are educated and capable to make health choices



To help people acquire the skills and confidence to take control of their health



To change policies and environments in order to support and facilitate healthy
choices
(Naidoo and Wills 2006:91).
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The first approach medical or preventative, is focussed on an expert led medical
intervention to directly address morbidity and mortality aspects of disease. In this
approach a philosophy of patient’s1 compliance with professional diagnosis and
prognosis as an expert led ‘top down’ intervention sustains. In the behavioural change
approach, regarding health as a ‘property of individuals’ (Naidoo and Wills 2006:95)
people having received education and advice are encouraged and expected to take
responsible actions as instructed, to look after themselves and make positive lifestyle
choices. As such if people do not choose a healthy option the consequential outcomes
are their fault. This behavioural change approach, is in contrast to the educational
approach, where human beings are regarded as rational and it is assumed that if they
are educated about healthy lifestyles the change in knowledge leads to changes in
attitude, which results in a change in behaviour. A shift is seen here in the agency and
action within healthcare activity, and the relationship between the health professional
and the patient, whereby through informed choice the patient may not choose the
option recommended by the experts, but a person is free to rationally select their
direction of action. However, this approach does not necessarily take into account that
an individual may be fully aware of the healthful choice and have the desire to make
this, but their circumstance and capacity may prevent them taking a course of action
that they would wish. In the empowerment approach the enabling aspect of health
promotion is most profoundly addressed in a ‘bottom up’ approach where the health
professional acts as a facilitator, to support individuals and communities to voice their
concerns and contribute, using their personal knowledge and skills, to act and change
their situation. This approach can refer to individual empowerment or community
empowerment. Significant to this research is the point that it incorporates community
development activities whereby active, participating communities are empowered to
“challenge and change the world around them” (Naidoo and Wills 2006:98). The fifth
approach, the social change approach, acknowledges that health is also determined
by the socio-economic environment and focuses at a policy or environmental level to
“change the physical social and economic environment” which can limit or enhance
individuals’ health and influence opportunities for lifestyle choices. Naidoo and Wills
(2006:100) propose this as a ‘top down’ approach whereby improvements in health

1

The term patient is used in this thesis to identify all users of healthcare services whether for ill health
or well health services since the research considers the community of interest as all people registered
as patients with the general medical practice for each case study community participating in this
research
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need to be tackled from fundamental and political positions. Changes are required
within organisations and the informed public are required to support the policy.
In relation to this research two themes are core to these five approaches of health
promotion in the connections between people, health and place. Firstly that of the
relationship between, and the agency exhibited by, both the health professional and
the patient within the healthcare system. Secondly the acknowledgement that the
characteristics of an individual’s environment have an impact on their health.
In what is termed the new public health (Tulchinsky and Varavikova 2010) the influence
of the social determinants of health in the creation of healthy environments and tackling
material characteristics of health inequalities has gained prominence in conjunction
with the increased focus on engagement, self-responsibility and individual and
community empowerment with regards to health (WHO 2005). From an environment
perspective this widens the focus of the traditional public health model, which identified
factors in the physical environment deemed detrimental to health, and considering
statistical data, such as morbidity and mortality data, then targeted interventions to
remedy illness. The new public health takes an ecological approach and also takes
environmental, social and economic environments into consideration for population
health initiatives. It is based upon three core principles:


Participation – a rights based recognition that the public can contribute to the
policy making process and have a right to do this



Equity - the social justice element recognising that social and economic disparity
is reflected in health inequalities. Equity refers to equal access to resources and
support within environments so that individuals can exercise power and
capability to achieve their goals



Collaboration – partnership working across agencies and communities to
produce health outcomes

From an international perspective these core principles underpin action to address
health inequalities as summed up by the Commission on Social Determinants of Health
(WHO 2008). In recognising that the daily conditions in which people live have a strong
influence on health equity this reinforces the interrelation of people, health and place.
From the aspect of place this has developed through policies such as the European
Charter (WHO 1989) that specifies the right of every one to an environment that
supports the highest attainable level of health and wellbeing. In addition the United
12

Nations Agenda 21 (United Nations 1992) additionally called for policies to protect
human health through action to promote environmental quality and hence support
human health (WHO 1993). A European focus in the WHO Europe, Health For All
(HFA) strategy, also stressed the links between human health and environmental
factors (WHO 1994). In terms of people engaging and working in partnership, from
Alma Ata in the 1970’s (WHO 1978), the Ottawa Charter of 1980’s (WHO 1986), to the
Commission on the Social Determinants of Health (WHO 2008), the World Health
Organisation has been key in promoting a shared responsibility for public health policy
across all sectors (international, national, regional, local and, individual). This
endorsement of participatory action also takes into account political change,
interagency collaboration and enabling people to take more control over their own
health and engage as health service users (Naidoo and Wills 2006).
From the perspective of the citizen2 or patient and health professional relationship this
recommended partnership, supporting personal agency and participation in individual
and community empowerment with regards to health, has led to the development of a
healthcare system focussed on a person centred or patient led health service delivery
model. It is the extent of this shared responsibility and partnership between patient and
health professional in delivering health services that is a fundamental defining principle
of co-production in healthcare service delivery. It is based upon the relationship
between public services and citizens in terms of the extent of the active involvement
of people, as individuals or in groups, in aspects of a public service provision process
(Verschuere et al 2012). A proliferation of publications in the academic and
professional literature over the last decade has generated numerous definitions of coproduction dependent upon various attributes, elements and values considered within
the co-productive relationship. An often quoted one is from Nesta3 who together with
the New Economics Foundation4 have produced multiple documents on the subject to
forward the thinking and to assist in the practical application of co-production

2

Citizen is used as a term in this thesis when referring to service users, in reference to public services
in general, rather than specifically healthcare services which are the focus of this research
3

NESTA is a global innovation foundation based in the UK. The organisation acts through a
combination of practical programmes, investment, policy and research, and the formation of
partnerships to promote innovation across a broad range of sectors https://www.nesta.org.uk
The New Economics Foundation is the UK’s leading think tank promoting social, economic and
environmental justice – to transform the economy so that it works for people and the planet. Their
mission is to kick-start the move to a new economy through big ideas and fresh thinking.
http://neweconomics.org
4
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approaches. Focusing on values of mutuality and sharing Nesta define co production
as:
“Co-production means delivering public services in an equal and reciprocal
relationship between professionals, people using services, their families and
their neighbours. Where activities are co-produced in this way, both services
and neighbourhoods become far more effective agents of change” (Boyle and
Harris 2009:11).
Other scholars emphasise values of a co-productive approach in terms of the assets
and resources held by individuals that can be acknowledged, mobilised and utilised in
and through service production partnership. In this way Bovaird and Loeffler (2016)
describe user and community co-production thus so:
“public services, service users and communities making better use of each
other’s assets, resources to achieve better outcomes or improved efficiency”
(Loeffler and Bovaird 2016:1006).
Even in the scientific medical model the patient must work ‘in partnership’ with the
professional towards a positive health outcome, but co-production describes a shift in
the relationship between the health professional and the patient which recognises and
utilises the value of contributions from both sides. This, together with each partner in
the relationship holding agency to develop a shared understanding, and a mutually
agreed management plan, is more likely to result in a positive health outcome in terms
of more productive and satisfying results for both professionals and patients (EppingJordan et al 2004).
In terms of communities the involvement of local residents in community-based health
initiatives supports the production of sustainable options for improving population
health and reducing health inequalities (Cropper et al. 2007). A focus on community
characteristics and values beyond quantifiable facts and data used to target public
health interventions, recognises that communities are the result of human agency,
influenced, but not solely directed by, the demographic, health, economic or other
characteristics. This represents a shift to community-based public health. Provision of
healthcare services and initiatives in a community setting requires partnership from
residents to deliver successful health outcomes. However, a further shift in the
14

partnership relationship is in community-led health where the community itself is
empowered to advance the contributions to healthcare services to increase efficiency
and effectiveness of outcomes (Dailly and Barr 2008, Hashagen and Taylor 2010).
Thus community based and community led health approaches recognise that
communities are “dynamic and intricate, with rich cultures and knowledge bases that
influence perceptions of health, illness and successful interventions” (Murphy and
Franz 2016:289) together with skills and resources, which emphasises the importance
of citizen participation, as human action in shaping health and health related
behaviours in a place.
Aside from any human rights in terms of disease burden, and quality of care and social
justice approaches as promoted by the the WHO Commission on Social Determinants
of Health (WHO 2008), evidence also points to economic savings when a healthcare
relationship results in an empowered more knowledgeable and motivated patient
(Bodenheimer, Wagner, and Grumbach, 2002). Today’s health services are under
strain and it is proposed that a shift away from an expert led hierarchical model, and
its resulting change in the dynamics in the relationship between patients and
professionals, is part of the solution to more efficient and cost effective services (Boyle
and Harris 2009). As public services currently face dual financial pressures from a
greater demand on limited resources together with an ongoing era of austerity, new
approaches in terms of service production and management are called for:
“There is a growing- though not yet universal-understanding of just how
healthcare depends on the co-operation of patients ….As budgets rise in the
future, preventative health care is going to rise in importance and that means a
different relationship between patients and professionals” (Burns, Boyle and
Krogh 2002:2).
Viewing health services in such an economic context is commonly cited as the focus
that has led to the recent rise in prominence of the concept of co-production in terms
of contemporary public sector reform. Other drivers are noted such as advances in
technology, which can aid treatment through virtual clinical appointments and
treatments, or accessing clinical physiological measurements, as well as patients
accessing knowledge online (evidence based medicine or otherwise) outwith the
professional patient relationship (Loeffler 2009, Ewert and Evers 2014, Scottish
Government 2010b). These together with a more assertive attitude of patients
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contribute to the claims for increased efficiency and effectiveness of co-productive
processes (Needham 2007b) leading to them being seen as an answer to sustainable
services tailored to communities of concern. However, under the auspices of the
current cutbacks in public services from the strain of both increasing demand and
austerity, using a co-production approach is a contentious point as it can be seen as
‘neoliberalism by the back door’, a false empowerment that questions the austerity
politics.
A Shift Towards Co-production in Public Services
Co-production is not a new concept and, as illustrated by the two examples above, use
of the term is varied depending upon the mixture of contextual elements and
characteristics, depending upon the different examples and situations it describes, and
the standpoint it is viewed from. To reiterate, though there is no one single absolute
definition of co-production, in its most rudimentary sense, it defines the relationship
between the service providers and the service users, both with each other and with the
public services (Verschuere et al 2012). It emerged in America in the 1970s with first
use of the term credited to Ostrom (Ostrom and Ostrom 1971) in work surrounding
public services and the recognition of a service user also being an essential part of the
service delivery. It was then developed further by Cahn (2000), from a civil rights angle,
adding values including the recognition that the service user themselves is a valuable
resource in the delivery process. Underlying all these features is the fact that the
service user is not simply a passive receiver of services.
In terms of conceptualising co-production as a process, consisting of a chain of
provision to deliver a public service, it is an approach whereby the action of people as
professionals or citizens, as individuals or in groups, work together to produce an
“outcome through the medium of public services” (Penny, Slay and Stephens 2012:5).
The extent and the nature of this action, or level of involvement, the roles played out
and at what point in the chain of provision this occurs, adds further to the list of
attributes used in defining co-production. Such proliferation and variety of definitions
in the literature is interpreted by some as a limitation (Clark 2015:215), whilst others
report viewpoints where co-production is seen as the ultimate solution to the
challenges facing contemporary public service provision (Needham 2007a:224).
However leading academics warn that co-production is not a panacea (Bovaird
2007:856, Pestoff 2014: 398). From the abundant number of definitions used Loeffler
(2009) identifies four commonly featured values whereby co-production sees firstly
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service users not as passive consumers but as active assets, secondly in relationships
that are collaborative not paternalistic in nature, thirdly with a focus on outcomes rather
than just service production. Finally that co-productive actions can be additive, where
user or community inputs add to professional actions, or professionals add to
previously self-organising independent actions, or can be substitutive, when user or
community inputs replace local government inputs, but with the professionals
continued support in a different way (Loeffler 2009:5). The different conceptualisations
of co-production will be discussed further in the next chapter.
Governance Models and User Participation in UK Public Service Reform
Applying a governance perspective, the relationship between the patient and the health
professional underpinning the concept of co-production in terms of healthcare services,
differs when viewed from a services management perspective, as compared to if health
is viewed as a product that is produced and consumed. In a view of healthcare seen
as a product that is manufactured by a healthcare system for use by healthcare
consumers, this constitutes a unilateral relationship in terms of service delivery. This
is comparable to the relationship between a producer and a consumer in a financial
transaction, in a producer consumer model. However viewing public services, and
especially health care provision, as a service, the relationship is not a simple binary
exchange as in goods exchanged for money. If healthcare is instead viewed as a
service then a duality exists in a co-productive relationship because in service
management the service user is viewed as a necessary part of the service delivery
(Ostrom 1996).
Identifying three main phases in the reform of UK public service provision there is a
marked transformation of the expectation of both citizen and professional action in the
relationship between service providers and service users. Moving from the traditional
public service model of the welfare state, with its manufacturing dominant approach,
through a new public management model, to today’s current model of a new public
governance, with a focus on a service dominant approach (Pestoff 2014), has seen
co-production come to prominence. The key characteristic defining these three public
administration models is the relationship between the individuals involved in the active
production and consumption of public services, traditionally termed the service
providers (professionals) and the service users (the general public).
Viewed through a service management logic, rather than services being ‘provided for
and done to’ the users, co-produced services are ‘done with’ the users where service
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providers and service users work together. This shift from a hierarchical and target
driven approach, which treats the service user as a passive recipient of services, has
moved through neoliberal and consumerist market driven approaches to a
contemporary approach of users providing more than an opinion and greater
involvement and action. Writing on service management Normann (1984 and 2001)
identifies the preference for the professional to act in an enabling role, where they
create value by enhancing the capabilities of the service user, rather than employing a
“relieving role logic” (Normann 2001:73 and 100), whereby the professional acts to do
something for the user. In this way professionals work with users creating value
together. The health professionals facilitate to enable the patient to act assertively.
This illustrates a changed role for both user and professional in how they are each
involved as a co-producer of the service and therefore the health outcome. This means
that, in a co-productive shift of power in the relationship, the front line staff can alter
from a paternalistic role of ‘fixing people’ to ‘facilitating people’ in this ‘doing with’ and
not ‘a doing to’ and ‘for’ approach (Needham and Carr 2009, Dunston et al 2009:41)
which has potential in empowering both patients and frontline health staff (Needham
2007a:228). This features strongly in the policy rhetoric endorsing patient focus and
public involvement, in the health services model of person centred or patient led health
service delivery. In this way both the professional and the patient are regarded as
‘experts’ as both bring a perspective and expertise to the situation that can be
combined in a mutual process.
This signifies how, in terms of citizen engagement, in contemporary post neo-liberal
policy, co-production has gained prominence in public services through lenses of
“active citizenship, deliberative democracy and the participation of citizens as coproducers rather than just consumers” (Dunston et al 2009:39). This is seen to
transform and improve public services, through positive social justice and an increase
in the self-confidence of citizens (Beetham et al 2008:11), together with increased
“democratic accountability” (Brodie et al 2009:6). This shift underpins the Scottish
Government’s growing agenda for public involvement and participation in policy
making, including health policy (Crawford et al 2002).
From the participation literature three main ways have been identified whereby patients
contribute to health service development and delivery, those of voice, choice and coproduction (Malby 2014, Dunston 2009:45). Voice initiatives commonly describe public
engagement and consultation to obtain service user opinion on health services
priorities and developments. Choice initiatives describe the patient and health
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professional relationship where treatment possibilities and explanations are offered,
patients select from the available health service options and contribute to a shared
decision making plan. Co-production serves as an extension of these two initiatives
when the service user is treated in an equal partnership throughout the health service
process, from the inception of identifying a problem, exploring solutions, implementing
actions and finally assessing the outcomes (Malby 2014:2). To Loeffler and Bovaird
(2016) voice and choice initiatives can be included at any stage within a co-production
process depending upon the extent of the action of the user. Such inclusion is stated
by Loeffler and Bovaird (2016) as when the citizen contribution is actually used by the
professionals whilst in Bovaird et al (2016) the activity is classed as co-production
when the contribution from both citizens and professionals is described as ‘significant’.
Neither description is specific to categorise what qualifies as co-productive action, but
implies a varying extent depending upon the characteristics and the level of the
contribution from both users and professionals, within the process. What it does signify
is the professionals acting in facilitating roles, rather than relieving roles, so changing
the dynamic away from the expert led position and extending the users action by
empowering users to engage more intensely (Dunston et al 2009). In this way coproduction is democratic involvement that builds on engagement and participation
recognising that people who use services have assets beyond just contributing their
‘voice’ in opinion. Nesta phrases it thus:
“voice based initiatives involve people expressing opinions and ideas to
planning processes , but ultimately still only recognise professionals as capable
needed to deliver a service. Voice based initiatives may be able to design better
services than those that don’t engage with people, but ultimately they are not
aimed at unlocking the practical skills and capacities of people who receive
services” (Penny, Slay and Stephens 2012:5).
Referring to voice in wider terms of involvement, Gannon and Lawson 20095 depict a
democratic framework for a more effective public sector service delivery, composed of
four governance models as detailed in Table 1.1. Rather than a single governance
model, these four models operate simultaneously in a balance, though not necessarily

5

A report prepared by Compass a practitioner association a democratic left pressure group whose
goal is both to debate and develop the ideas for a more equal and democratic society, then campaign
and organise to help ensure they become a reality. www.compassonline.org.uk
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in equal proportions. Within this model co–production is recognised as a ‘practical and
values based’ approach which, whilst acknowledging that it is already present within
contemporary public service design and delivery, is included as part of the politics of
‘voice’.
Table 1.1 Four governance models involved in public service delivery (Adapted from
Gannon and Lawson 2009:9)

Centralisation- Targets and inspection

Professionalism - expertise

Diversity- localism and experimentation

Voice - Participation, engagement, coproduction and democratic involvement

Gannon and Lawson believe co-productive action needs to be ‘enshrined and scaled
up’ and see the element of ‘voice’, together with that of ‘professionalism’, as rising in
prominence, within the model. They propose that a shift within the combination of these
four connecting aspects of the reform agenda, and the resulting changes in the
provider and user relationship, will lead to increased democratic involvement that can
produce the necessary positive change to more effective public services (Gannon and
Lawson 2009:9).
Dunston et al (2009) views that health services become co-productive through a
partnership between patients and health service professionals that is ‘a dialogic and
learning partnership’ (Dunston et al 2009:46). This points to communication where
voices can be heard and opinions and ideas discussed. Ostrom identified that coproductive relationships can be the basis for constructive interactions where conflicting
opinions and ideas exist (Ostrom 1996:1082). Gannon and Lawson also identify an
ability in a co-production approach for “creating spaces where tensions can be
understood, shared and managed” (Gannon and Lawson 2009:5). Such a dialogic
feature, and its benefits in tackling potential differences of opinion, has been identified
by Needham as co-production activities having both therapeutic and diagnostic
potential:
“Co-production can be a therapeutic tool (building trust and communication
between participants, allowing bureaucrats and citizens to explain their
perspective and listen to others) as well as a diagnostic one (revealing citizen’s
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needs, identifying the main causes of delivery problems and negotiating
effective means to resolve them)” (Needham 2007a:223).
It is these aspects of co-production in the co-planning stages that are the focus of this
thesis since, as a co-productive exercise, participatory mapping can be therapeutic
and diagnostic. The technique is used in this research to stage a dialogic and learning
process for rural health co-planning. Participatory mapping will be used as space to
host investigation and generation of a local voice of service users (Filipe, Renedo and
Marston 2017:1) which can be heard and considered by professionals, employed as
healthcare service providers, in two rural case study areas. The definition of coproduction used as the basis of this research is therefore as stated by Sir Harry Burns
who defines co-production thus:
“Co-production is the process of active dialogue and engagement between
people who use services and those who provide them. It is a process which puts
service users on the same level as the service provider. It aims to draw on the
knowledge and resources of both to develop solutions to problems and improve
interaction between citizens and those that serve them” (Burns 2013:31).
Co-production and Place in Scottish Health Policy and Legislation
In terms of increasing individual and community participation, together with action to
tackle health inequalities, Scottish health policy has evolved, in parallel with WHO
recommendations (WHO 2005) and in line with the three core principles of public health
specifically participation, collaboration and equity. A strong remit of including patients
and the public as a central component of healthcare services has developed since the
millennium. The publication Patient Focus and Public Involvement (Scottish Executive
2001) made recommendations to involve patients and communities in decisions in
healthcare services, based upon an ethos of participation and equal opportunities.
These were endorsed in the NHS Reform (Scotland) Act (2004) with statutory duties
placed on NHS Boards. A co-production approach was established in the narrative,
calling for collaborative working, in a “with, not to, approach” which valued the patient
in

the relationship between

the patient and the healthcare professional.

Recommendation was also made for the formation of the Scottish Health Council

21

(SHC)6 to provide operational support and to monitor the NHS in its statutory duty for
the engagement and participation of patients and communities in the planning and
delivery of NHS services. This was welcomed in the subsequent publication, ‘Building
a Health Service Fit for the Future’ (Scottish Executive 2005a):
“We welcome the formation of the Scottish Health Council (SHC). It has the
potential to be a powerful mechanism for holding the NHS to account for its
performance in patient and public involvement activities” (Scottish Executive
2005a:53).
Acknowledging challenges facing the NHS of persistent health inequalities, together
with the pressures on limited resources from changing population demographics of a
growing and aging population, and its consequential increase in patients with long term
conditions and more multiple and complex health needs, this report held co-production
ideology at its core. Attributes of co-production were inferred by way of promoting
communication with active listening to action healthcare provision, by both patients and
professionals. It advocated to:
“give voice to the public and healthcare professionals working in the clinical front
line so that we could understand more fully the dominant issues that were
causing concern” (Scottish Executive 2005a:1)
Its recommendations were realised through the programme ‘Delivering for Health’
(Scottish Executive 2005b) which focussed further on building on partnership working
and targeting determinants of health to reduce inequalities.
With the election of the SNP Government in 2007 both the commitment to patient and
community focus and action on health inequalities was maintained through the ‘Better
Health Better Care Action Plan’ (Scottish Government 2007). Albeit mentioning the
term co-production just once, the rhetoric became more explicit in featuring
terminology describing co-production attributes and values. Stating a vision of
mutuality, where both the Scottish public and the NHS staff are partners or ‘co-owners’
in the NHS, development of a culture of rights responsibilities and democracy was

6

The Scottish Health Council was established in April 2005 to promote improvements in the quality
and extent of public involvement in the NHS in Scotland. It supports and monitors work carried out by
NHS Boards to involve patients and the public in the planning and development of health services and
in decisions that affect the operation of those services http://www.scottishhealthcouncil.org
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endorsed (Scottish Government 2007). Two key aspects to forward the participation
agenda resulted firstly the creation of Participation Standards NHS Scotland (SHC
2010) and secondly the NHS Healthcare Quality Strategy for NHS Scotland (Scottish
Government 2010).
The Participation Standards (SHC 2010) explicitly outlined a patient focus and public
involvement “in decisions” for planning and development of patient centred health
services, as well as ways to support people in community’s making healthy lifestyle
choices.
Implementation identified three aspects of participation:
1. “Patient focus: where people are respected, treated as individuals and
involved in their own care
2. Public involvement : the practice of involving members of the public in
the agenda setting, decision making and policy forming activities of
organisations/institutions responsible for policy development
3. Corporate Governance – Robust corporate governance arrangements
are in place for involving people, founded on mutuality, equality, diversity
and human rights principles”. (SHC 2010:3).
The patient focus and public involvement aspects signifies action in both individual and
collective co-production (Pestoff 2014:386), the former addresses the notion of person
centred care, in a respectful and mutual approach, between patients and healthcare
professionals during treatment. The second is where this research was situated,
whereby the public as individuals in a local community are regarded through
responsibility and democratic right to be involved in the co-production of local
healthcare services. In the context of this research community participation was viewed
as political participation in the creation and implementation of health service policy with
“members of the public taking part in any of the processes of formulation, passage and
implementation of public policies’’ (Stoker 1997:157).
Throughout the participation policy agenda there is a strong emphasis on
communication from patients and communities with a mandate to actively seek out and
listen to the public voice:
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“We must do more to listen to, and promote the voices of those we care for. We
need the voices of patients, those receiving care and their families to be heard
in a much clearer and stronger way’’ (Scottish Cabinet Secretary for Health and
Wellbeing 4th June 2014, SHC 2014a:6).
A specific delivery model exists in the Our Voice7 model, launched originally as the
‘Stronger Voice’ programme in 2014, which gives a stronger voice to the public in such
political participation (SHC 2014a). This reflects the continued search, recognition and
the utilisation of ‘a peoples’ voice’ within policy frameworks in both rhetoric and action.
Within the Participation Standards NHS boards are directed to not just hold voice
initiatives that consult and listen but to respond and act upon the ‘voice,’ involving
people in further steps along the health service production process (SHC 2010:15).
Reflecting on the discourse of co-production through health policy development in
terms of the mutual partnership between patients and healthcare professionals, the
rhetoric has shifted and strengthened in its ambitions, for voice and choice initiatives
of participation to extend, in terms of co-productive action. Stipulations within the
National NHS Scotland’s Participation Standards and the current Our Voice
programme state the intention to go beyond a consultation process, that listens in order
to better understand patient and community knowledge and experience, and choice
initiatives to extend beyond skills of reasoning in decisions surrounding their health.
From 2010 the rhetoric contains more advancement in acting on the voice and
recognising assets, strengths and skills of individuals and the aim for a resulting
adjustment of power in both the design and delivery of healthcare services. The use of
the term ‘voice’ in programmes could be limiting as it could be interpreted as patients
expressing their opinion and relating their experience, with professionals listening to
this ‘voice’ being seen as sufficient action to ‘tick the box’ in fulfilling legislative
requirements and policy directives surrounding participation. Voice without subsequent
action does not qualify as co-production.

7

Our Voice is based on a vision where people who use health and social care services, carers and
members of the public are enabled to engage purposefully with health and social care providers to
continuously improve and transform services. People will be provided with feedback on the impact of
their engagement, or a demonstration of how their views have been considered
https://www.ourvoice.scot/

24

This shift in emphasis with the person centred and place based agendas of Scottish
healthcare services is concomitant with key strategic developments in the reformation
of wider Scottish public services, the framework within which healthcare services are
delivered. Highlighting the continued pressures of increased demand and financial
restrictions the Scottish Parliament Public Services Reform (Scotland) Act (2010)
legislates for partnership working and collaboration to ensure co-production and
community capacity building in the design and delivery of public services. The
subsequent Commission on the Future Delivery of Public Services (Scottish
Government 2011a), alternatively referred to as the Christie Commision, implied a
critical need to reform public services, proposing building on the assets of individuals
and communities as a resolution to dealing with the pressures on statutory resources.
Christie asserts that:
“unless Scotland embraces a radical new collaborative culture throughout our
public services, both budgets and provision will buckle under the strain …”
(Scottish Government 2011a: viii).
“Our public services need to be reformed and “built around people and
communities, their needs, aspirations, capacities and skills, and work to build
up their autonomy and resilience...” (Scottish Government 2011a: 23).
In its response to the Christie Commission the Scottish Government (Scottish
Government 2011c) identified four key areas upon which to base public sector reform
namely

prevention,

partnership,

workforce

development,

and

performance

improvement .Thus a key aim is endeavouring to incorporate innovative new and novel
ideas for the design and delivery process of public services with citizens and
communities as full partners together with statutory and non-statutory service
providers.
Within health policy this emphasis on a deeper involvement of citizens and
communities is evident in The NHS Healthcare Quality Strategy for NHS Scotland
(Scottish Government 2010). The narrative contains a more explicit co-production
rhetoric to intensify the action of the service users as partners in delivering healthcare
services:
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“We will need to involve the people of Scotland to a greater extent in the coproduction of health and healthcare” (Scottish Government 2010:8).
“Recognising and valuing diversity and promoting a person-centred approach
and involving people in the design and delivery of healthcare” (Scottish
Government 2010:24).
The strategy contains a specific work stream driving the person centred approach
agenda, which reiterates the ambition for mutual partnerships between healthcare staff
and patients. It also emphasises necessary characteristics including clear
communication and shared decision making (Scottish Government 2010:7).This work
stream is delivered through the co-production component ‘People Powered Health and
Wellbeing; Shifting the Balance of Power’ of the ‘National Person-Centred Health and
Care Programme’. Launched ‘post Christie’ in November 2012 this programme forms
part of the health reform response to the wider public service reform agenda. Along
with the specific co-production focus it includes two other components, namely care
experience and staff experience. Specifically drawing out a co-production focus shifts
the emphasis to action beyond voice and choice initiatives as consultation. These
components can also be addressed in the care experience category.
The Scottish Government’s ‘2020 Vision for Health and Social Care’ (Scottish
Government 2011d) and its associated ‘Route Map to the 2020 Vision’ (Scottish
Government 2013) is also operationalised through the National Person-Centred Health
and Care Programme’. Again the language in this publication is more definite in its
commitment to co-productive action to shift the balance of service provision within the
service user and health professional relationship. Reflecting the recommendations of
the Christie Commission, this is directed through unlocking potential, empowering
individuals and communities, increasing the capacity of both service users and the
workforce, all within a culture of working in co-operation and collaboration (Scottish
Government 2013). Christie recommended greater attention to co-productive action
particularly in aspects of shifting public service provision by professionals to a
facilitating role, rather than delivering the majority of the service. This combined with
an accompanying mobilisation and utilisation of local assets and resources is believed
to encourage and empower local people to deliver services for themselves:
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“a need to design and deliver services with and for people, rather than forcing
people into pre-determined systems… harnessing and utilising the resources
and energies of a significant number of communities across Scotland…
maximis[ing] all the resources and assets available, and the process itself builds
the capacity of all those involved” (Scottish Government 2011a).
Further warranted actions focussing on prevention are also seen as a solution to
ultimately reduce demand on public services over the longer term:
“the adoption of preventative approaches, in particular approaches which build
on the active participation of service users and communities, will contribute
significantly to making the best possible use of money and other assets. They
will help to eradicate duplication and waste and, critically, take demand out of
the system over the longer term” (Scottish Government 2011a).
Referring back to earlier writing in this chapter on health approaches, co-production as
facilitation, use of local assets and resources and prevention reiterates what is already
embedded

within

health

policy

to

re

address

service

delivery.

Further

recommendations of Christie for service re-design are stated in the 2020 Vision and
the delivery plan in its Route Map (Scottish Government 2013) by way of the
commitment to formal collaboration and partnership working across health boards and
local authority agencies through the integration of health and social care services:
“Our vision is that by 2020 everyone is able to live longer healthier lives at home,
or in a homely setting. We will have a healthcare system where we have
integrated health and social care, a focus on prevention, anticipation and
supported self-management” (Scottish Government 2013:3).
To support the reformation of Scotland’s wider public services a number of legislative
acts were passed, two of which are particularly pertinent to this research, firstly The
Public Bodies (Joint Working) (Scotland) Act 2014’ (Scottish Government 2014a) and
secondly Community Empowerment (Scotland) Act 2015 (Scottish Government 2015).
The first legislated for the integration of the adult health and social care services to
formalise greater collaboration across local authority and health. Twelve principles of
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co-productive calibre are indicated, to guide the integration processes8 . Further more
specific aims to target health improvements, in terms of experience and quality of
health and social care services, are defined in nine National Health and Wellbeing
Outcomes9. NHS boards and local authorities are held jointly accountable to deliver on
these outcomes. This act, supported by The Community Empowerment (Scotland) Act,
also places statutory obligations surrounding partnerships in the creation and delivery
of a strategic plan for the delivery of local health and social care services. Citizens
accessing services, and professionals and organisations, including both third sector
and independent, that provide services, are required to be involved in the strategic
planning and commissioning process. This is enabled by working in partnership
through Community Planning Partnerships and the new Integrated Health and Social
8

The Integration delivery principles:
(i)
(ii)
(iii)
(iv)
(v)
(vi)
(vii)
(viii)
(ix)
(x)

(xi)
(xii)
9The

is integrated from the point of view of service-users,
takes account of the particular needs of different service-users,
takes account of the particular needs of service-users in different parts of the area in
which the service is being provided,
takes account of the particular characteristics and circumstances of different serviceusers,
respects the rights of service-users,
takes account of the dignity of service-users,
takes account of the participation by service-users in the community in which serviceusers live,
protects and improves the safety of service-users,
improves the quality of the service,
is planned and led locally in a way which is engaged with the community (including in
particular service-users, those who look after service-users and those who are involved in
the provision of health or social care),
best anticipates needs and prevents them arising, and
makes the best use of the available facilities, people and other resources.

national health and wellbeing outcomes

1. People are able to look after and improve their own health and wellbeing and live in good
health for longer.
2. People, including those with disabilities or long term conditions, or who are frail, are able to
live, as far as reasonably practicable, independently and at home or in a homely setting in
their community.
3. People who use health and social care services have positive experiences of those services,
and have their dignity respected.
4. Health and social care services are centred on helping to maintain or improve the quality of
life of people who use those services.
5. Health and social care services contribute to reducing health inequalities.
6. People who provide unpaid care are supported to look after their own health and wellbeing,
including to reduce any negative impact of their caring role on their own health and well-being.
7. People who use health and social care services are safe from harm.
8. People who work in health and social care services feel engaged with the work they do and
are supported to continuously improve the information, support, care and treatment they
provide.
9. Resources are used effectively and efficiently in the provision of health and social care
services
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Care Partnerships (Scottish Government 2014a:2) both with local community
representatives intensely involved. Again health policy preceded these ideas since
localism already featured through Community Health Partnerships (Scottish Executive
2005b, Scottish Government 2007). These, which were intended to epitomise
partnership working, offer a channel through which locally appropriate services can be
explored, designed and delivered, and partners work together to tackle health
inequalities, shifting resources to community settings and providing a wider variety of
services at local level:
“The Scottish Government believes that Scotland’s people are its greatest
asset: they are best placed to make decisions about our future, and to know
what is needed to deliver sustainable and resilient communities” (Scottish
Government 2015:1).
Reflecting on this policy development the aspirations of the partnership working
extolled to realise the recommendations of Christie is expecting far more commitment
from citizens in the co-productive process of service delivery. Before delivery of
services can be achieved at this level of effort there needs to be firstly understanding
by users and professionals of this expectation and secondly exploration of how this
can be achieved. Communication between professionals and communities
underpinned by openness and transparency is required as a starting point, to bring
together the knowledge and experience from both sides to determine what resources
and assets exist, and to discuss ideas of how these can be put to best use.
Participatory mapping provides a method to host such communication.
A Wider Definition of Place
Together with the foci of co-production and prevention, a third key feature of this public
service reform discourse is localism. The emphasis on locality or neighbourhood
focuses acts of partnership working and citizen and community involvement in public
service delivery within defined geographical areas. As a result it is suggested that the
reformation of services, and particularly recommendations made by the Christie
commission (Scottish Government 2011a) have re-vitalised a place-based approach
to Scottish policy:
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“Place is a magnet for partnership and the basis for stronger community
participation in the design and delivery of local services” (Scottish Government
2011c:10).
Co-productive and preventative initiatives are delivered through a place–based
approach. However, the term place-based is used in multiple ways. Bynner (2016:8)
quotes one operational definition of a place-based approach from the Scottish
Government Working Group on Place-based Approaches:
“A community of people bound together because of where they live, work or
spend a considerable proportion of their time, come together to make changes
to that place which they believe will improve the physical, social or economic
environment and in doing so tackle issues of inequality” (Bynner 2016:8).
Place is acknowledged by some as a further fundamental aspect alongside
participation, partnership, prevention, and performance in the contemporary approach
to public service redesign (Bynner 2016). The term place can also have various
meanings. Taking a definition of place from human geography:
“Place is a portion of geographic space. Space is organised into places often
thought of as bounded settings in which social relations and identity are
constituted.” (Johnston, Gregory, Pratt and Watts 2006: 582).
With the emphasis on delivery of health services in co-productive approaches in a local
area focus with a vision of “Local care embedded in communities a public service
delivered in partnership with the public” (Scottish Government 2014a) applies a
definition of place in terms of portions of space and bounded settings within which
health and social care services are delivered. The focus on health inequality (Scottish
Executive 2001, Scottish Government 2007) can also deem place in terms of the local
environment as a bounded setting and the vision is addressing this, to target
deprivation, which impacts on levels of equity in terms of healthcare and health
outcomes.
As described earlier, together with the shift in individual responsibility for health, the
‘new public health’ paradigm (Tulchinsky and Varavikova 2010) also focuses on the
impact of the lived environment on issues of health inequality and community
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sustainability. Aiming to build peoples capacity to improve their health and wellbeing,
and confidence a combination of health promotion approaches are delivered alongside
social marketing of public information through health improvement campaigns, within
an enabling health service. However an individual’s motivation and ability to make
healthy choices, also needs to be addressed by looking at wider environmental issues.
Addressing the social determinants of health to reduce health inequalities and meet
aspirations for health improvement addresses place not only as a bounded area of
physical environment but also incorporates dimensions of place in terms of
‘constituting social relations and identity’ (Johnston, Gregory, Pratt and Watts 2006:
582).
Models of the social determinants of health provide a useful conceptual illustration to
map the relationship between a person, their environment and health. A frequently
used version in public health policy and planning of health interventions, is the wider
determinants of health model developed by Dahlgren and Whitehead Figure 1.1
(Dahlgren and Whitehead 1991). This presents the individual at the centre, surrounded
by a spectrum of factors, expressed as layers of influence on health. Certain factors
are fixed such as age whilst others are modifiable. These include personal lifestyle
factors, social contacts and relationships, access to healthcare services, community
influences, living and working conditions, and more general social cultural and
economic conditions. (Dahlgren and Whitehead 1991). Different places can be viewed
under the auspice of different layers and exploring the interactions between the various
factors, and the relative influence of the determinants on different health outcomes,
estimations can be made as to how much these factors impact on health inequality and
the overall health of people living in a place at a particular time. The model represents
how factors can determine people's risk of getting ill, their ability to prevent sickness,
or their access to effective treatments depending upon how people express agency
within the structure of their physical, economic and social environments. It recognises
that different causal pathways combine to have differential impacts on individual
health.
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Figure 1.1 The wider Determinants of Health Model from Dahlgren and Whitehead 1991
(figure from Scottish Government 2008a)

This model continues to inform current policy and action addressing health inequalities,
for example it informed the Scottish Government Equally Well programme (Scottish
Government 2008a). Of relevance to this research is the transdisciplinary use of this
model in environmental planning, in terms of a place perspective, by the WHO Healthy
Cities group. The group combined this socio economic model of health with ecosystem
theories and principles of sustainable development and created a health map (Figure
1.2) (Barton and Grant 2006, Barton et al 2009) to provide understanding between
spatial planners and public health professionals.
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Figure 1.2 A health map for the local human habitat (figure from Barton and Grant 2006)

This thesis critically engages with these models in its multi-disciplinary focus on the
relation between health and place in both public health and geography. A keen
awareness among Scottish public health practitioners of the impact of places on health
determinants was addressed in the Scottish Government's strategy on health and the
environment and the consequent development of the Good Places Better Health
programme (2008b). A model originating in the WHO health and sustainable
development planning agenda (WHO 2002) was adapted and used as a consultation
tool in co-planning exercises with communities, with an aim to forge links between
environmental policy and health outcomes. This tool focused predominantly on place
in terms of the physical environment and its impacts on health and wellbeing. This
incorporated contextual determinants of the physical environment listed as social,
demographic, economic, behavioural, cultural, genetic, and psychological along with a
‘perception of environment’ (Scottish Government 2008b:11). The tool enabled the
inclusion of local residents ‘perception of the environment’ with quantitative information
into aspects of health service planning, therefore acknowledging that the inclusion of
community or local residents in participation processes can add valuable knowledge
(Minkler 2003). In this way the local knowledge of residents in a qualitative data format
can be used in an equal basis to the usually quantitative data usually collect in
community health profiles and so integrate the public and professional knowledge.
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Contextual factors can demonstrate links across other sectors, such as transport and
housing, so that these health determinants can be addressed, in all policies (Collins
and Koplan 2009). The ‘lived experience’ in a contextual framework of health and place
is used in Dennis et al (2009) to address health inequalities in a transdisciplinary
framework. In health geography it is considered that “as people construct places,
places construct people” (Holloway and Hubbard 2001:7) hence government policy
that combines knowledge of a place and its people with knowledge from the people in
that place, they are including health geography concepts within policy.
A second government strategy on architecture and place produced a Scottish
Government policy statement ‘Creating Places’, which called for the design of a Place
Standard, to deliver quality sustainable places across Scotland. Through a
collaboration of departments from the Scottish Government (Architecture & Place),
NHS Health Scotland and Architecture and Design Scotland the two work streams of
Good Places Better Health and of Creating Places amalgamated into an initiative to
create this in ‘A Place Standard for Scotland’10 (Scottish Government 2016a)11. The
resulting Place Standard Tool (Figure 1.3) provides a visual framework to structure
conversations about place, its physical elements, for example buildings, spaces, and
transport links, combined with its social aspects, for example whether people feel they
have a say in decision making. In common with participatory mapping methods this
initiative specifically addresses a remit for public participation in providing a framework
to hold structured conversations, “supporting public and private sectors and
communities to work together to deliver high quality sustainable places” (Scottish
Government 2016b:7). The resulting dialogue can then form the basis of an action plan
to take steps to develop places with the aim to improve the health and wellbeing of the
lives of the people that inhabit and frequent them. This tool explores place as two
environments, the physical environment, including both the built and natural
environment, and the social environment. The latter refers to “the relationships, social
contact and support networks that exist in a community” (Scottish Government
2016b:2). Such consideration considers place according to our stated definition of

The place standard an “innovative new tool to support the delivery of high quality places”.
https://placestandard.scot/
11 It is pertinent to note that the publication of the Place Standard in took place after the period of
execution of the field work for this doctoral research during Spring 2013.
10
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bounded settings within which social relations and identity can be created (Johnston,
Gregory, Pratt and Watts 2006:582).
Figure 1.3 The Place Standard Tool (Scottish Government 2016a)

A conceptual view of place by Agnew a political geographer, sees most definitions of
place incorporated as one or more dimension(s) from location, locale and sense of
place. In this way place as a location refers to a spatial position such as a grid
reference, with place as a locale, being a material setting for everyday social
interactions to occur, and through living or moving within this locale meanings are
attributed in the ‘sense of place’. Thus place is therefore a meaningful location.
Ascribing such meaning creates the sense of place, defined in the dictionary of Human
Geography as:
“The attitudes and feelings that individuals hold vis a vis the geographical area
in which they live. It further commonly suggests intimate personal and emotional
relationships between self and place” (Gregory et al 2009:676).
Applying Agnew’s conceptual view of place shows the policy discourse to be limiting
in terms of defining a sense of place in terms of place making and identity. It therefore
limits place to the two dimensions of location and locale which, though important, give
only a partial picture of health and place narratives. The Place Standard Tool (Figure
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1.3) considers three themes in relation to health and place namely ‘feeling safe’,
identity and belonging, and influence and sense of control, which begin to relate to
ideas of sense of place. However these are expressed as a numerical measure hence
limiting any humanistic elements of affect in describing the place or how these aspects
impact on place-making and health.
In utilising theories of health and space from health geography, place can be viewed
more broadly, and could provide the opportunity to explore individuals knowledge and
lived experiences further. For example considering a gymnasium or fitness centre the
physical presence, that is the location, of the building provides the opportunity within
that locale for people to undertake physical exercise and experience social relations.
Each person’s experience of this place is a complex mix of different emotions and
feelings in relation to their sense of place. A wider definition of place in these three
aspects therefore provides a more detailed knowledge of a place. This thesis is
situated in the disciplinary concepts of place-making in human geography. The
participatory mapping methods I have used have utility for addressing this new policy
direction and therefore supports extension of its practical usage.
Rural in terms of place
As well as the localism focus on place that runs through Scottish healthcare policy and
strategy, a further specified place focus pertinent to this research is rurality. Coproduction is seen as contributing to the solution of sustainability to Scottish rural
communities. Part of this is explained by the demographics of higher numbers of older
people which adds to the recognised high social capital of these areas (Munoz et al
2014, Woolvin and Rutherford 2013). However in terms of health this could signify
more pressure on healthcare services. The renewed interest in the concept of coproduction has resulted in a growing academic and professional literature from various
stand points. In terms of co–production in rural areas the academic literature remains
limited (SHC 2014b). Though some specific features of rurality are identified, other
aspects impacting on co-production can be shared with urban areas (SHC 2014a:20).
What is acknowledged in Scottish health policy is that rural service provision needs to
be ‘different’ to that of urban populations. For effective co-production it also needs to
be context specific to each rural community (SHC 2014b).
The Scottish Executive White Paper ‘People prosperity and Partnership’ (1995)
acknowledged the role of health boards in carrying out needs assessments in rural
localities to address service reform, and explore new innovative ways for the design
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and delivery of health care in remote and rural areas. In the same year, a specific
report, The Scottish Health Services Advisory Council - Health Care in Remote and
Rural Areas (1995) was published, that concentrated on four areas of service provision
of access to primary and acute services, long stay services, health staff issues and
areas of new technology.
In healthcare policy (Scottish Executive 2005a, Scottish Government 2007) it was
recognised that a one size fits all approach cannot meet the challenges of providing
health care in remote and rural areas. A national steering group was set up which
reported in the document Scottish Government Delivering for Remote and Rural
Healthcare (Scottish Government 2007b) and specifically addressed patient and public
involvement in proposing a framework for a model of integrated care, using a coproduction approach. However, academic literature proposes that community
participation policy directives fail to acknowledge the complexity of the rural
environment and a straightforward ‘how to do’ participation approach will not
encompass the numerous issues that can exist within rural populations (Kenny et al
2014:8).
For the purpose of this research functional rather than theoretical definitions of rural
and community are used. Rural is defined according to the Scottish Government 8 fold
Urban/Rural Classification’ (Scottish Government 2014b)12. Community is defined as
‘communities of place’ (Delanty 2003:55) with clear spatial boundaries. The
participants in the research will be people who reside within these boundaries:
“Small groups such as mutual interdependence and common forms of life”
(Delanty 2003:55).
Participatory mapping as a tool to enable a dialogic communication
This research sought to use the technique of participatory mapping in exploring its use
in co–planning health care services in rural Scotland. Considering each word
separately can help our understanding of these techniques as a research method:


Participatory “to be involved, to take part”

12

Remote and rural classifications using Scottish Government (2014b) Scottish Government
Urban/Rural Classification 2013-14 8 fold classification
http://www.gov.scot/Resource/0046/00464780.pdf
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Mapping “an operation that associates each element of a given set (the
domain) with one or more elements of a second set (the range)”



Map “a diagram or collection of data showing the spatial arrangement or
distribution of something over an area” (The Oxford English Dictionary).

Such characteristics, and these definitions, situated and directed this research project
concerning healthcare services in the two disciplines of public health and, by way of
mapping and spatiality, human and physical geography. Cartography, in Euclidean
terms, can display and help identify physical features, assets and resources of an area
that contribute to healthcare services and enable, or disable, individuals to live out their
life in their locale, in terms of a physical space. Additionally in a human geography
context of space and place, cartography can also be used to illustrate an
acknowledgement of the relationship between wider determinants of health and place:
“Maps are more than pieces of paper. They are stories, conversations, lives and
songs lived out in a place, and are inseparable from the political and cultural
contexts in which they are used” (Warren 2004 cited in Rambaldi 2005:5).
In viewing place in this respect human geography comprehends that people make
places and places make people:
“As a discipline that focuses on the role of space and place, it has become
axiomatic within geography that as people construct places, places construct
people” (Holloway and Hubbard 2001:7).
As such place making practices, in locations and locales, can impact on health
behaviours and outcomes in terms of both individuals and communities. This
connection of people and place extends further with the geographical concept of the
sense of place where people “invest their surroundings with meaning” (Williams and
Kitchen 2012:258). Considering this sense of place, participatory mapping is
particularly suited to research in a rural area because it can reveal a local knowledge
of cultural, social, and environmental features. The local knowledge revealed is ‘the
local voice’, previously unknown to the research team, but when ‘heard’ can contribute
to both the formation of the research questions and to the data generated and
collected. Participatory mapping consists of techniques that utilise a participatory
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action research approach which, when used within community based participatory
research:
“Provides a structure and mechanism for collaborative and rigorous research,
using well established or emerging methods, with a community focus’’ (Horowitz
et al 2009:2634).
Participatory Mapping as a data collection method within the wider framework of
participatory research, has been used, particularly in developing countries (Corbett
2009, IFAD 2010), to capture the perceptions and knowledge of local people for
decision making and planning. When delivered successfully it can be a mutual process
where all parties can experience a feeling of ‘ownership’. As such it is therefore well
suited to be utilised as a method within a community based participatory research
approach, an approach that aims to involve the subjects of the research in all stages
of the research process (Beyer et al 2010). It thus ‘fits’ with the definition of coproduction used in this study, as a dialogic process (Needham 2007a). This project
investigated innovative research approaches using maps in participatory mapping
techniques, for the gathering of a ‘local knowledge’ or ‘real life’ and’ local story’. It then
considered the incorporation of this ‘local voice’ in the co-planning of health care
services in selected rural areas of Scotland.
The Research Aims and Questions
This thesis presents participatory mapping as a new and different way to host a
dialogue, to record, analyse and present it, in a spatial and visual way, for rural health
service co-planning.
The overall research aim of this study is to explore whether the use of participatory
mapping can lead to the enhanced co-planning of rural health services through drawing
attention to the importance of differing dimensions of rural place.
There are three supporting objectives:


To consider the value of using participatory mapping, as a spatial and visual
tool, in facilitating wider user involvement in the co-planning and co-production
of rural health services,
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To explore the ways in which participatory mapping highlights the importance of
local knowledges and differing dimensions of (rural) place in shaping the coplanning and co-production of rural health services,



To examine the implications arising for the future use of participatory mapping
in the co-planning and co-production of rural health services,

Four research questions were developed to guide this study:


Research question 1: How can participatory mapping generate wider user
involvement?



Research question 2: What features of rural place does participatory mapping
highlight for co-planning rural health services?



Research question 3: What new insights do we learn about participatory
mapping that could be built into models of co-planning and co-production of rural
health services?



Research question 4: What are the strengths and limitations of participatory
mapping approaches to facilitate the co-planning and co-production of rural
health services?

This thesis reports a doctoral research project that tested participatory mapping as an
approach to co-planning of rural health services in two rural Scottish communities
within the Scottish Highlands (an accessible rural community) and the Western Isles
(a remote rural community). In doing so it develops evidence as to how this method
can draw out a local knowledge and bring this together with a professional knowledge,
concerning issues of health and place and how this knowledge could contribute to a
co-productive process. By exploring how participatory mapping can be used this
research contributes to the wider body of evidence on methodological approaches to
enable peoples engagement in participation in remote and rural health service
planning, as a component of co-productive processes.
Potential Contribution
By exploring how participatory mapping could increase the opportunities for service
users and service providers to work together in understanding local need and quality
of experience this project has the potential to contribute to the ability of service
providers to provide appropriate rural health services. The project offers tangible
benefits, therefore, in terms of enlightening communities and health professionals,
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managers and service providers, of participatory mapping as a tool to be used in coplanning within a co-production framework. It contributes to the research literature on
rural health and health geographies by informing our understandings of participation in
rural areas.
The project increases knowledge by engaging different people, in different ways, in
participatory mapping to explore health services co-planning, potentially increasing the
utilisation of anticipatory co-planning within health and other services. The application
of findings from this thesis have potential to contribute to the sustainability and
development of rural areas because co-planning, as a part of co-production is
highlighted as a route to generating socially, economically and geographically
appropriate service solutions (Boyle and Harris 2009) that meet community needs. In
these days of ‘short term funding’ opportunities, the consideration and incorporation of
the local knowledge in co-design may lead to long term sustainability of action in
communities after interventions or projects have been completed. This research
provides an opportunity to question whether participatory mapping, within a services
co-planning process, is a beneficial medium for developing programmes to strengthen
rural community social sustainability, in a developed world context.
Structure of the Thesis
The final section of this chapter provides signposting through the different chapters of
the thesis. Chapter 2 presents a more detailed analysis of the conceptual rationale
underlying the study. The first section describes further the link between participation
and co-production together with how co-production features in existing studies of rural
health issues. The chapter then considers participatory mapping as a method and how
this has been utilised in health studies, particularly in the developed countries and rural
areas. A final section gives a synopsis of the complexity of concepts of space and
place and how this has developed in the sub discipline of health geography. The aim
of this is to gain an understanding of the discipline in order to translate these concepts
into a useful and practical notion for healthcare.
Chapter 3 presents the participatory action research approach designed to guide this
study of a new way of gathering, analysing and presenting local knowledges in spatial
visual ways. The experience of conducting the piece of participatory action research
are then discussed through presentation of the findings in Chapters 4 to 6.
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The aim of Chapter 4 is to discuss the process of the participatory mapping programme
that evolved in this study. It focuses on research question one. In this I show how
participatory mapping through three different methods of delivery, provided a platform
to host an engagement of local residents. Through this a local voice was generated
and captured.
Chapter 5 then presents the product from the participatory mapping programme in
visual maps and graphs. It focuses on research question two. It demonstrates how
participatory mapping can generate a conversation around health and place, and wider
aspects of place beyond locations bringing an additional narrative describing place in
terms of a locale and a sense of place. It also deliberates how to present the findings
in tangible visual ways that require minimal verbal interpretation.
Chapter 6 discusses the opinions of staff involved in health planning. These are the
traditional service providers who present their thoughts on the research results. This
chapter focusses on research questions three and four.
To conclude Chapter 7 discusses the methodological implications of the research. It
considers the limitations of the research project. It highlights the methodological
contribution made by this research and outlines suggestions for future research to
develop the topic further.
In Conclusion
This initial chapter has established the timely importance of this research.
Contemporary models of health include approaches whereby the professional acts as
a facilitator to empower patients to additionally act in provision of their own health and
wellbeing. The fiscal pressures from a greater demand on public services and austerity
have intensified the desire for such characteristics within the health professional to
patient relationship, in terms of co-productive service delivery. This increased focus on
co-production as a key health policy driver, is accompanied by an emphasis on place.
However drawing on social science and human geography disciplines, the concept of
place in contemporary health policy is defined in limited ways. This calls for exploration
of the use of a spatial tool that utilises a co-productive approach, to explore the wider
dimensions of place to enhance the co-planning of healthcare services. Participatory
mapping was therefore viewed as a worthwhile method to explore how rural residents
experience place and perceive its impact on their health. This extends beyond
analysing the provision of medical services and identifying opportunities and resources
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available in a location to enable healthy lifestyle choices. In addition it can discover
how human place making activity creates a sense of place and how this impacts on
health. The next chapter will present greater detail of the concepts underpinning this
work namely co-production, participatory mapping and notions of space and place.

43

Chapter 2 Co-production, Participatory Mapping and Place: Making
the Connections to Rural Health
Scottish health service planning has as two of its foci participation as a co-production
process, and place. However, as discussed in the introductory chapter a limited
definition of place within co-production of rural health services is used within policy and
statutory documents. This chapter will look at these two theoretical concepts in more
detail. The first is that of co-production within the academic literature and within the
professional literature (grey literature) and its situation within the participation and
engagement agenda. The second is place as informed by the history of geographic
thinking. It will discuss and describe why participatory mapping is appropriate to
employ as a technique within the actual practice of engaging people in a rural place to
undertake a co-productive process of health service planning.
Co-Production: How is Co-Production Defined?
As introduced in the previous chapter the concept of co-production fundamentally
involves the relationship between what are traditionally called the producers of a
service and the consumers or users of that service. The academic literature generally
concedes to the phrase being coined by Ostrom (1996) during her research of major
reform of public services in America. She described the fact that delivery of public
services requires some interdependent action by consumers, whereby consumers act
as co-producers, and the greater the action by the consumer the greater the
improvement in effectiveness and efficiency of public services. Of significance is that
Ostrom’s work took place in America in a time, like now, of major reform of public
services, in part due to fiscal cutbacks in public services, suggesting that it could apply
in contemporary health service reform.
In the 1980s work by Cahn (2000) furthered the development of the concept of coproduction through the application of social justice motives, assigning four fundamental
principles relating to values in terms of human characteristics and actions. The first
was to see each individual as an asset with the ability to contribute something positive
to society, the second to value as work what to some are everyday actions such as
bringing up a family and contributing to community activities. Thirdly he promoted
reciprocity as a necessity building trust connections and a mutual respect. The fourth
value was the building of social capital through social networks and relationships. Cahn
44

illustrated these values of co-production using time banking as an example. Building
on this work the New Economics Foundation in their co-production manifesto
(Stephens, Ryan-Collins and Boyle 2008) hold such an aspirational dimension. This is:
“Family, neighbourhood, community are the Core Economy. The Core Economy
produces: love and caring, coming to each other’s rescue, democracy and
social justice. It is time now to invest in rebuilding the Core Economy. Time
banking can assist in this revolutionary task because it helps us recognize the
hidden assets that public service clients represent [thereby making] public
services into engines that can release those assets into the neighborhoods
around them – and to do so even when public sector budgets are severely
constrained whilst avoiding people becoming cynical about the role and
motivation of the state” (Stephens, Ryan-Collins and Boyle 2008:14).
As established in the previous chapter the term co-production is a complex
multidimensional construct resulting in numerous and varied definitions being used in
the literature and in practice. There is no one size fits all which can lead to the term
becoming ‘all things to everyone’. However it cannot be seen as the answer to all the
challenges facing public service provision (Bovaird 2007:856, Pestoff 2014:398) nor
positive outcomes from a co-productive process be assumed (Glynos and Speed
2012). It is therefore important in any co-productive process to first define what
aspects, features, characteristics and values are understood for each context. This
chapter will now discuss co-production in terms of the stages of the process and the
relationship between the stakeholders involved in the process. This will explain how a
co-production ideology is used according to the key principles, characteristics, features
and values and the range of activity in practice, which shape definitions.
Potential points of action within a process of public service production
Different stages within public service provisions can demonstrate co-productive
actions. The process of service production is made up of, from its initial conception to
its final evaluation, a mix of activities or stages in the chain of events resulting in the
production of a public service. Bovaird and Loeffler (20013:24) identifies these
“potential decision making points” which when acted out in a co-operative manner
rather than a paternalistic approach, can be categorised as different types of co45

production as detailed in Table 2.1. This illustrates the potential complexity of the
extent of co-productive actions for producing each public service. Identifying four main
co-operative dimensions of co-commissioning, co-designing, co-delivering, and coassessing, these can be subdivided into further cumulative or independent actions.
Bovaird and Loeffler (2013) also provide some real life examples of these sub steps
as grouped under the four dimensions as illustrated in Table 2.1.
Table 2.1 Types of co-production (Bovaird and Loeffler 2013:24)

1.Co-Commissioning

Co-planning of

Deliberative participation, planning

Services

policy

for real, open space

Co-

Personal budgets, community

prioritisation of

chests, participatory budgeting,

services

stakeholder representation in
commissioning decisions

Co-financing

Fundraising, charges, agreement to

services

tax increases

2.Co-design of services

User forums, service design labs,
customer journey mapping

3.Co-delivery of services

Co-managing

Leisure centre trusts, community

services

management of public assets,
school governors

Co-performing

Peer support groups such as expert

of services

patients, nurse family partnerships,
meals on wheels, neighbourhood
watch

4.Co-assessment

Tenant inspectors, user on line

(including co-monitoring

ratings, participatory village

and co-evaluation)

appraisals

Other frameworks are proposed for example by Glynos and Speed (2012) identifying
three key points along the public service chain of service provision and distribution;
service delivery; and service governance. Yet another is put forward by Pestoff (2014)
of co-production, co-management, and co-governance. In terms of a practical
representation, Governance International in their ‘Co-Production Star Model’ (Bovaird,
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Loeffler 2013:22-25)13 interpret and visualise the typology outlined in Table 2.1. This
working example highlights co-commissioning, co-design, co-delivery and coassessment as the four key approaches of co-productive activity that exist in public
services. It then uses five stages to help service providers and users identify where
elements of co-production already exist, as well as opportunities to introduce it and
take it forward. Stage one involves Map it, to investigate current and potential
approaches of co-production followed by stage two, Focus it, to decide which elements
will have the highest impact. Stage three instructs participants to, People it, using
assets-based approaches whilst stage four, Market it, aims to bring about changes in
behaviour before the final stage five of, Grow it, through networks both inside and
outside of the organisation. Thus every different co-productive public service process
will exhibit its own context. It is important at the beginning of a co-productive process
to define which stages of the process aim to be addressed and, to ensure a shared
understanding of this between all participants. This research study focuses on the
initial stages, namely co-planning, of the co-production of rural health services by
testing a method of community engagement in co-planning activities. In terms of the
Co-Production Star model (and Table 2.1) this is the co-commissioning stage and the
identified activity of Map It and the first step in the chain of a co-production service
production process. As the findings of this research show such neat and logical stages
do not necessarily play out in practice, or meet the original aims, as demonstrated by
the messiness of participatory action research processes (Cook 2009).
The relationship of the individuals involved in the process of public service
production
Co-production acknowledges the contribution of the individuals involved in this
relationship of providers and users within the co-operative production and consumption
of public services. The next defining determinant is for the individuals on both sides of
this service provider and service user relationship to understand what role they are to
play in the process. This needs to be addressed in terms of expectations and capacity.
Taking earlier work by Bovaird (2007) a conceptual framework is presented to explain
the extent of the differential involvement of users or communities and professionals in
public service provision processes (see Table 2.2). For “purposes of clarity” (Bovaird
13

Governance International delivers tools, training, research and peer learning around the world to
transform public services based on international good practice. The Governance International Coproduction Star toolkit provides a systematic frameworkfor organisations to improve outcomes and
make savings. http://www.govint.org/our-services/co-production/
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2007:848) this framework simplifies the stages of a public service co-production
process as identified in Table 2.1 into just two categories of service planning and
service delivery. For Bovaird the full co-production process is reached when both
service users and professionals co–plan, or co-design, and co-deliver a service. In this
way Bovaird clearly designates the partnership approach and values of equality and
reciprocity across the whole co-production process. Other combinations of the extent
of planning or delivery from users and professionals demonstrate different types of coworking. Considering health services, in a service model where professionals are the
sole planners and deliverers, see the top left hand cell of Table 2.2, represents a
traditional provider centric, hierarchical and paternalistic model of health service
provision where the patient as the service user passively complies with instructions
from the medical professional as the expert. The middle top line cell would be the
equivalent to voice initiatives where service users are consulted regarding service
experience and ideas for change. The middle left hand side cell of professional sole
design with community co-delivery an example of choice initiatives where
professionals approach service users with available options and users can choose and
then as co-producers deliver the service. It is important to note that co-production in
this conceptual framework is not self-help by individuals or self-organising by
communities since professionals are excluded from such situations. In co-production
both the professional and the service user are a necessary part of the relationship.
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Table 2.2 Professional and service user relationships in co-planning and co-delivering
of services (adapted from Bovaird 2007:848 and Boyle and Harris 2009)
Professionals as

Service user and /or

No

sole

community as co

professional input

Service planners

planners

into service
planning

Professionals as solo

Traditional

Traditional professional

service deliverer

professional service

service provision with

provision

users and communities

N/A

involved in planning and
Traditional

design

services
Co-designed
Professionals and

User co delivery of

Full user/professional

User /community co

users/

professionally

co-production

delivery of services

Communities as

designed services

co deliverers

with professionals
Co-produced

Co-delivered

with little formal
planning or design

Users/communities as

User/community

User/community delivery

Traditional self-

sole deliverers

delivery of

of co planned or co

organised

professionally

designed services

community

planned services

provision

Co-opted
Self-organised

Though the action of the service users is in a voluntary capacity, volunteering is not
necessarily a co-productive activity since volunteering does not always constitute a
mutual partnership. As Boyle and Harris (2009) comment:
“co-production is not just more volunteers ministering to ever more passively
needy individuals on the fringes of public services while the professionals
continue with business as usual” (Boyle and Harris 2009:17).
This relates to the important point made in Chapter 1 that the basic fundamental
principle is that co-production defines the relationship between public services and
citizens in terms of the extent of the active involvement of citizens, as individuals or in
groups, in aspects of a public service provision process (Verschuere et al 2012). The
extent of this involvement, in terms of defining co-production in public services in
general, continues to be debated in the academic literature. In terms of co-production
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of health services it is proposed by Alford (2009) that to an extent co-production is
exercised across any healthcare service model of provision, including across all the
five health promotion approaches as described in Chapter 1. This works on the basis
that, ‘consumers’ of health care services are by no means just passive recipients from
an active ‘provider’ since:
“It is not simply the case that the organisation provides the service to the client
rather the production of the service or more generally the realisation of some of
the purposes of providing the service, is partly performed by the client” (Alford
2009:2).
For example in the scientific medical model a patient complying with instructions to
take medication or follow a specified exercise plan, represents action on behalf of the
patient. However, compliance speaks of a hierarchical model with the professionals
delivering the service positioned as those seen to hold the expertise and the power
(Cummins and Miller 2007), leaving the service user as a passive recipient. Others
therefore stand for a ‘fuller’ or more involved level of co-production (e.g. Bovaird 2007,
Loeffler and Bovaird 2016) according to the extent of involvement, levels of action and
characteristics of the relationship of co-production. Hence Bovaird (2007) refers to full
co-production when the responsibility and power is equally shared, through active
contributions to service planning and service delivery, from public behaving as both
service users and providers in partnership with professionals as service providers.The
extent of such a shift in the balance of responsibility and power will depend upon each
unique case of a service provision process. Loeffler (2009) states that there are two
customary stances that characterise a co-productive relationship in relation to “political
notions of power redistribution and organisational development notions of distributed
leadership, systems change and networks” (Malby 2014:7).
“That co-production is based on the principle of reciprocity – in return for greater
control over resources and decision-making in public services, citizens are
expected to bear more responsibility and risk” (Loeffler 2009:5).
“That co-production entails giving more power to users and their communities
and means that they no longer have to accept passively the services decided
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for them by politicians and managers and provided for them by professionals”
(Loeffler 2009:5).
This reflects the ‘power shift’ as described in Chapter 1 in reference to the development
of the planning and delivery of health services through the different models of health.
In reality such a shift in the balance of power has to be understood and accepted by
individuals on both sides of the relationship, who need to be both capable and willing
to act in this way (Loeffler 2009:5) if co-production is to lead to the improved
effectiveness and efficiency. In terms of the levels of action of service users Needham
and Carr (2009:5) propose a scale of three levels to describe how far the power shifts
in terms of transforming services. The first level they describe as description. At its
minimal this represents compliance, acknowledging that all services need some input
from users for deliverance. The second level is recognition which acknowledges
contributions from assertive and responsible users. It brings improvements in efficiency
and effectiveness to existing services. In contrast the third level of transformation
brings improvements through the design and delivery of new user led systems, not as
independents but with support from professionals in an interdependent relationship.
Across the definitions and descriptions of co-production there appears to be a further
spectrum according to the characteristics and attributes of the process. These can be
defined as six underlying principles as described in Table 2.3. In recognising the user
as a key component in service production these combine the social justice and value
ideas of Cahn (2000) with the changing power roles of professionals as described by
Normann (2001) (Boyle, Slay, Stephens 2010, Boyle, Coote, Sherwood and Slay
2010). These principles in their characteristics then define the relationship in terms of
contribution and action from both users and professionals in the relationship of service
provision. It is how these characteristics are displayed in a service that defines the
strength of the co-production in terms of its transformative potential.
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Table 2.3 The principles of co-production (Penny, Slay and Stephens 2012:7)

Principles
Assets

Transforming the perception of people from passive recipients to
equal partners

Capabilities Building on what people can do and supporting them to put this to
work
Mutuality

Reciprocal relationships with mutual responsibilities and
expectations

Networks

Engaging a range of networks inside and outside ‘services’ including
peer support to transfer knowledge

Blur Roles

Removing tightly defined boundaries between professionals and
recipients to enable shared responsibility and control

Catalysts

Shifting from ‘delivering’ services to supporting things to happen and
catalysing other action

Building on the growing literature surrounding co-production the New Economics
Foundation and Nesta have compiled a comprehensive and practical toolkit (Penny,
Slay and Stephens 2012) to conceptualise the strength of engagement of people in coproduction processes in two ways. The first is the extent to which a service is being
co-produced according to the six principles of co-production as stated in Table 2.3
above. Alongside these six underpinning principles, the second conceptualisation
adapts the three specified levels of co-production from the ideas of Needham and Carr
(2009), which describe the power and control of action in the relationship between the
service users and the service professionals. These are stated in Table 2.4. The three
levels are descriptive, intermediate and transformative, according to the depth of power
and control exercised by stakeholders, and by the service users, in a co-productive
process.
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Table 2.4 The depth of co-production (Adapted from Needham and Carr 2009:8 and
Penny, Slay and Stephens 2012:8)

Descriptive

Co-production describes how current services all rely on some
productive input from users

Intermediate

Co-production offers a way to acknowledge and support the
contributions of service stakeholders but without necessarily
changing fundamental delivery systems

Transformative Co-production transforms by relocating power and control
through creation of new user led methods. Goes beyond ad hoc
opportunities for collaboration

Penny, Slay and Stephens (2012) conclude that it is when the 6 principles come
together at a transformative level that a service is fully co-produced. This illustrates a
way to conceptualise, and perhaps measure, the shift from a hierarchical expert led
process to a partnership or a network relationship (Dunston 2009).
Other authors have identified transforming services as meaning the creation of new
methods and models rather than additive when the professionals retain the power to
ultimately deliver a service (Glynos and Speed 2012). A further categorisation is, as
previously stated in Chapter 1, from Loeffler (2009:5) who describes co-production
action as additive where users add to professional input or professionals add to what
was community self-organising or individual self-help. Substitutive is when user or
community inputs replace local government inputs, but with continued professional
support (Loeffler 2009:5).
A further consideration is whether the co-production concerns individuals or
communities. Co-productive acts can be individual or collective, but are frequently both
(Pestoff 2014:386, Bovaird 2016, Needham: 2007a) and can therefore produce either
single benefit or both individual and community benefit (Loeffler and Watt 2009)
particularly in healthcare service provision. Brudney and England (1983:63-64)
distinguish three categories of firstly individual co production, where contributions
made and benefits received by citizens are at an individual level. Examples are taking
medication as prescribed or choosing a positive healthy lifestyle option. Secondly
group co-ordination where citizens join in formal groups to give a collective input that
can benefit on mainly an individual level but can also be at a community level for
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example active contribution to a patient participation group (PPG)14. The third is
collective co-production where the inputs are provided individually or collectively but
the benefits are experienced by the entire community. This research describes a
collective co-production exercise where collective is used as a term to combine
Brudney and England’s two categories of collective and group co-production where
inputs and benefits can be at both individual and community level. In doing so this
follows Bovaird et al (2016) who used such categorisation.
Reflecting on the proliferation of use of the term co-production across the literature and
policy arena, there is a risk that people follow different paths in what they think it is.
Co-production can elevate patients and communities from being dependents on
healthcare services from professionals to being experts in their own healthcare. It is
important to note within this that, despite notions of social justice and human rights
running through definitions of co-productive processes, those who co-production aims
to empower in the interdependent active relationship, may not be in positions to ‘act’
and express their agency, depending upon for example their health status and other
personal factors. Patients may be too debilitated by their condition and professionals
may be lacking in knowledge and skills, or feel too pressured by their workload.
Another point to consider is that the public are expected to give their time and effort
freely in the co-productive relationship whilst professionals are acting in a paid
employment role. The raised expectations of service user action in contemporary
Scottish health policy could be misinterpreted through a lack of knowledge or
understanding by those users seemingly to be empowered by the shift in power, as
service withdrawal and abandonment by the authorities. This is particularly pertinent
where capacity and resources are perceived as being limited. This highlights the
complexity of co-production public service provision and, why its understanding and
definition, is a primary factor to establish in any discussion of a co-production process
concerning public services aims and practices.
Co-production as Participation within Service Production
Within Scottish healthcare services co-production features within the person centred
approach remit and is encompassed within the participation agenda. In exploring
patient participation in healthcare service planning another layer is added to the
complex, and potentially confusing of categorisation of co-production. Within the
14

Patient participation groups are the service whereby the local community (i.e. the patients registered
at a practice) can voice their ideas and opinions on medical service provision (Scottish Health Council
2015)
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academic literature, and across policy documents, the term public participation is used
interchangeably, with phrases such as ‘public involvement’ and ‘community
engagement’. The absence of standardised definitions and terminology, on the
activities, the impacts, the cultural and political impacts on the effectiveness and
evaluation of what constitutes participation has led to a call for standardisation in order
to help future research and practice (French and Bayley 2011). Until this is done
aspects of participation may not be regarded as true evidence based practice.This lack
of consensus in terminology is highlighted as a major reason for a parallel lack of
consensus on decisions regarding the most appropriate, efficient and effective
methods of participation despite numerous methods of involvement experience and
opinion being described in the literature (French and Bayley 2011).The benefits of
participation are well documented but there is a noted assumption that involvement of
communities improves the delivery and uptake of interventions tackling health
inequalities (Draper, Hewitt and Rifkin 2010). Many publications advocate for, rather
than evidence, the value of participation in health outcomes (Rifkin 2014). The
evidence to support this assumption appears limited (Draper, Hewitt and Rifkin 2010)
and Harrison et al (2002) commented that few studies had evaluated the actual
influence of involvement on management decisions and amendments.
The impact on the participants and the communities themselves is also significant in
evaluating the success of engagement processes (Anderson et al 2006; Brett et al
2014). Questions remain as to the definition of the extent and quality of participation
and its impacts (Mockford et al 2012; Brett et al 2012; Watson 2002) and whether the
opportunity to participate actually shifts the balance of responsibility and power from
practitioners to service users (Forster and Gabe 2008). Whilst it is acknowledged that
the impacts of patient and community participation on healthcare, and impacts on the
participants involved, are being reported in the literature, there is a call for clear
evaluation and measurement, along with guidelines for reporting to enable
“consistency and comparability of studies” (Mockford et al 2012:37) and the creation
of a robust evidence base (Mockford et al 2012; Brett et al 2012). Within this
participation literature a number of typologies have been formulated to conceptualise
the role of users and providers participating in a service production. In both research
and in practical applications such characterisation is often described as levels or
depths, according to the extent of engagement achieved (Brodie 2009:16) or the action
aimed for or reached during the participation process.
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In terms of levels of participation the seminal work by Arnstein (1969) continues to be
widely used for planning and evaluation of engagement processes (Anton and McKee
2007, Kenny 2014). Arnstein’s premise was that “citizen participation is citizen power”
(Arnstein 1969:216) and to illustrate this developed a visual representation as a ladder
of citizen participation (see Figure 2.1). Eight rungs make up the ladder with each
representing a degree of citizen power. The eight rungs are grouped into three states
of non-participation, tokenism and citizen power to define the extent of individual or
community power, as expressed, in political decision making. At the bottom are
manipulation and therapy which Arnstein groups as ‘non-participation’ claiming these
do not count as true participation. Rather than people participating these two enable
those with the power to educate or cure the participants e.g. health practitioners. This
fits with a hierarchical delivery of health services model of health. Next come the rungs
grouped as ‘tokenism’, with informing and consultation allowing people to ‘hear and be
heard’ but, according to Arnstein, with no premise for this voice to be heard. Placation,
placed at a higher level, is also included as tokenism as the professionals still hold the
power to make the final decisions. The top three rungs of partnership, delegated power,
and citizen control are categorised as ‘citizen power’, indicating increasing amounts of
decision making by participants with the uppermost rung representing citizen’s having
the full power to manage the decision making process.

56

Figure 2.1 A ladder of citizen engagement (Arnstein 1969)

Arnstein recognised this representation as a simplification of a complex process but
ultimately saw participation as a ‘’power struggle’’ between citizens to move up the
ladder with organisations and institutions preventing the ascent, whether deliberately
or not, to limit citizens ability to claim control or power for themselves. The ladder
focuses on a single aim of participation as empowerment and only one aspect of
empowerment that of control (Tritter and McCallum 2006). It sees only the end goal of
participation rather than considering the actual process of participation. Alternatively
participation can be viewed as a process and one that changes and evolves as it is
carried out and it is this, as well as the end result that is important:
“Community participation in health programmes cannot solely result in either
improved health status or in empowering community people. Community
participation has the potential of doing both” (Rifkin 1996:90).
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It is for this reason that this model has been criticised since the uniqueness of situations
calls for different methods and different levels of engagement for different
circumstances, the ‘higher the better’ is not always a desirable or beneficial situation.
Further models in the literature (Choguil 1996, Burns et al 1994, Wilcox 1994) adapted
Arnstein’s initial concepts using a ‘ladder’ format to categorise the depth and meaning
of participation processes, as well as implicating issues of power within these. Other
formulations such as The International Association for Public Participation (IAP2) IAP2
Spectrum of Public participation IAP2 (2007:4) used a linear relationship in a spectrum
design. Within this increasing impact is ascribed to the public by progressing through
varying levels of participation as a range of possibilities rather than a hierarchy (Bruns
2003:11). However, this could again be misinterpreted as the further along the
spectrum the better the quality of the participation.
In co-production power is not seen as a finite property that shifts between people and
authority, or empowerment whereby when one individual gains power another loses it.
It sees power as being achievable by individuals without a consequent loss by others
(Stewart and Taylor 1995). Loeffler and Bovaird regard co-production as “the most
intensive form of citizen engagement” (Loeffler and Bovaird 2016:1007). Their
emphasis is on the partnership in the users and services working reciprocally together.
This premise of Arnstein’s ladder of citizen participation that the highest level is the
most desirable in terms of ‘power’, in its hierarchical structure of citizens versus
authority, does not fit with the principles of co-production, in terms of collaboration and
partnership when considering service provider and service user in a mutual process.
In co-production the ethos is an interactive interdependent relationship not one of
hierarchy.
Munoz et al (2014) in exploring potential participation of rural older people in service
co-production, in Scottish communities, interpreted co-production as situated at the top
of Arnstein’s ladder. They considered co-production at the transformative level by view
of the fact that it signifies delegated power and citizen control in terms of users
exercising more action in decisions and delivery, rather than the professionals having
the ultimate say and being seen as the ones who deliver. Loeffler and Bovaird (2016)
and Boviard et al (2016) consider a critical factor to be if, and how, the citizens
contribution is actually used in the engagement process. Voice and choice initiatives
assigned to Arnstein’s ladder rungs of tokenism and citizen power, can potentially be
classed as co-production depending upon the nature of the actions and partnership
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that follows. Similarly, but more specifically, Penny, Slay and Stephens (2012) consider
voice initiatives to not qualify as co-production if they only consult citizens, and do not
lead to further contribution of actions and skills from empowered citizens. This implies
that only the professionals are qualified to deliver public services excluding any
acknowledgement of an expertise held by the service users. This thinking fits with
Boviard’s full co-production idea in Table 1.2 whereby full production is both the design
and delivery of a service. If voice initiatives are simply consultations and are not acted
upon, they would be regarded as tokenisitic (Malby 2014), as opposed to co-productive
actions. Boyle, Consibee and Burns are of the view that the context of obtaining and
using the service users voice needs to be precise if it is to utilise users’ contributions
in co-productive action:
“the problem is that policy makers have yet to grasp that participation, if it is to
mean anything, and if participating patients are to become the assets the NHS
needs,- has to go beyond the simple business of getting token representatives
onto committees or creating token committees: it has to go beyond mere
consultation. For participation to access the resources that patients represent
there needs to be a framework whereby they can be active alongside health
professionals, and whereby this effort can be recognised” (Boyle, Conisbee and
Burns 2004:7).
Of relevance to this study, in a practical application to help deliver on processes of
participation, The Scottish Health Council compiled a variety of participatory
techniques in the Participation Toolkit (SHC 2014c). In a pragmatic approach
acknowledging the wide ranging use of definition and terminology, and reflecting the
three aspects of participation identified in NHS Scotland’s Participation Standards
(SHC 2010), the Scottish Health Council describe participation as:
“Participation refers to the service user or public involvement processes by
which perceptions and opinions of those involved are incorporated into decision
making we use it as an umbrella term for the numerous words and phrases used
to describe involving people in:
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•Decisions about their own health and care
•Shaping and influencing service provision as communities of interest or
geography
•Working in partnership with service providers’’ (Scottish Health Council
2014c:7).
A strength of the toolkit is that it recognises the variety in a suite of skills, tools or
techniques from which one or more could be employed within an engagement process,
rather than utilising just one defined mode of participation. Instigators of a participation
process need to define, in terms of the aims and objectives of the engagement
exercise, what level or levels of participation are required, and select the appropriate
tools and methods for each part of the ‘process’. It is pertinent to note for this research
that the technique of participatory mapping as a methodology is not currently included
in the toolkit.
The toolkit categorises each tool under five headings see Table 2.5, depending on the
aim and purpose of the participation. Though not a typology this recognises the
possibility that each tool can possibly fit multiple categories, highlighting the different
levels of engagement achievable by different methods. It categorises co-production as
partnership which results in empowerment. A voice initiative as an engagement
dialogue would be categorised as ‘involve/consult’ but, if the results from this led to
partnership working which ‘empowered’ participants, then it could also be categorised
as co-production. Reflecting on this point considers how the service users knowledge
expressed in ‘voice’ can be both valued as a resource and then co-acted upon in the
partnership working relationship between services and users.
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Table 2.5 The Scottish Health Council categories of participation tools adapted from the
participation toolkit (SHC 2014c:27)

Level or descriptive

Participatory action

category
Inform

giving information

Engage

getting information

Involve/consult

ongoing engagement and dialogue

Empower

partnership working or co-production

Evaluate

reviewing process and outcomes to drive
improvements

Arnstein’s ladder analogy addresses the hierarchical power that is “implicit in many
institutional narratives” (Collins and Ison 2006:3) but without context overlooks the
complex set of relationships that exist in many ongoing, potentially contested,
participatory situations (Bovaird 2007). As such “Arnstein’s ladder provides few
insights into how participation might be progressed as a collective process between all
of the stakeholders involved” (Collins and Ison 2006:5). Collins and Ison (2006)
suggest the straightforward linear analogy of a ladder is too simplistic and use an
example of public participation concerning environmental issues to illustrate a
complexity or ‘messiness’ with its degrees of interdependency, and multiple
stakeholding. In the same way health is a complex and personal issue - the provision
of medical care is not the only factor that impacts on the health of individuals or
communities within the space that they live out their lives, as illustrated in the social
model of health. In proposing an analytical framework for rural and remote health
Bourke et al (2012) illustrate its complexity and multi layered nature that:
“depends on the interaction of geographical isolation, social relations within a
rural locale as well as broader health systems, social structures and finally
power – the key to defining their intersection and diverse health outcomes”
(Bourke et al 2012:502).
Tritter and McCallum (2006) point out that user involvement and empowerment are
complex phenomena through which individuals formulate meanings and actions that
reflect their desired degree of participation in individual and societal decision making
processes:
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“Central to citizens participating is the need for clear understanding of what they
are participating in, what level of participation is envisaged and what level of
empowerment of citizens is expected” (Tritter and McCallum 2006:157).
This vision of complexity, resembling more an irregular mosaic than a straight aligned
ladder (Tritter and McCallum 2006), points to place making, a relational view and the
sense of place. From the literature it is evident that there is no standard measurement
to assess the quality of a participation process or that of co-production. In practice
toolkits have been developed to categorise the extent or level of participation to assist
in design, planning and evaluation of participatory processes.
Co-Production in Health Planning Approaches
In terms of a co-productive process this research concerns the co-planning stages of
a co-productive process for healthcare services and the participation of citizens and
professionals within that. Through use of an innovative tool The WHO (1975) defines
health planning as:
“the orderly process of defining health problems, identifying unmet needs and
surveying the resources to meet them, establishing priority goals that are
realistic and feasible, and projecting administrative action, concerned not only
with the adequacy, efficacy and efficiency of health services but also with those
factors of ecology and of social and individual behaviour that affect the health
of the individual and the community" (WHO 1975:8).
This definition does not refer to the ways in which citizens and professionals participate
in the health planning process. For health planning Rifkin (1996) identified two frames
of reference. The first is a target orientated frame where planners aim for community
participation for people to accept a health intervention and to take part or to actively
contribute some resource to an intervention that they have designed and wish to
implement. The second is the empowerment frame, where locals are encouraged to
consider information and facts and make decisions, then ask professionals to respond
to these decisions .The aim is that “participation in health programmes is a catalyst for
social change by empowering local populations to become involved in the political
process” (Rifkin1996:81). Rifkin refers to this as the ‘and or’ paradigm of community
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participation. This concept is developed in later work (Draper, Hewitt and Rifkin 2010)
when assigning approaches to community participation, as used by healthcare
planners, into three categories that align with the description of models of health as
provided in Chapter 1. Firstly the medical approach, where health is seen by service
providers as the absence of disease, and service user participation takes place by
patient compliance with practitioner advice. Secondly the health services approach
where professionals define what is needed, with user participation characterised by
their contributing community resources such as time or materials. Thirdly the
community development approach where service user participation involves the
community leading on the planning and delivery of activities, with professionals
working in a facilitating role. It results in empowerment through increasing knowledge
skills and confidence to make personal decisions. Draper, Hewitt and Rifkin
(2010:1105) situate these points on a continuum of participation which can help to
decide within the aims of a programme what inputs and outcomes are envisaged and
could therefore be used in evaluation of a participation process. This model, shown in
Figure 2.2, illustrates movement from a hierarchical to a partnership approach. This
correlates the progression through the three levels of co-production (Needham and
Carr 2009) as defined in Table 2.4. At the extreme end of the continuum the stage of
empowerment describes a situation of transformative co-production.

Figure 2.2 The participation continuum (Draper, Hewitt and Rifkin 2010:1105)

Increasing empowerment
Information sharing

mobilisation

collaboration

empowerment

An uncertainty and lack of consensus on how to assess public involvement in these
initial stages of healthcare planning also exists (Anton et al 2007, Rowe and Frewer
2000). This leaves a difficulty in comparing or measuring methods or outputs and
outcomes (Mockford et al 2012) and an equal lack of clear definition (Purtell and Wyatt
2011).
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“Despite the desire to meaningfully engage communities in health care
planning, and the adoption of community participation as central in the health
agendas of many countries, researchers continue to debate models,
approaches, motivations, definitions and operational challenges” (Kenny et al
2013:65).
Rowe and Frewer (2005) provide a variation using a descriptor based on the flow of
information between service users and service providers to compare the extent of
participation between different exercises. These are:


Public communication – information flow is one way from provider to service
user- the provider relays information and does not seek feedback



Public consultation- information flows one way from service user to provider –
the provider ask for information from the service users and this is taken as
representative of users opinion.



Public participation- information is exchanged between service users and
providers – a dialogue between providers and users with discussion between
both. (Rowe and Frewer 2005:254-255).

In terms of co-production, pubic consultation in this descriptor constitutes a voice
initiative that would not be classed as co-productive action. Public participation
describes an extended mutual partnership approach, requiring more action from
service users therefore describing a co-productive process. Since the three terms of
engagement used in this descriptor are different in both aims and delivery methods
any attempts to evaluate their usefulness or impact will need different measurement
criteria and frameworks (Rowe and Frewer 2005). More recently ideas and frameworks
have been formulated to find some consensus in terminology (French and Bayley
2011, Gaventa and Barrett 2012). However, there presently remains a gap in the
literature with regards to consensus over terminology and measurement of
engagement and participation in health service planning.
On reflection it would seem that a more realistic approach is one that recognises that
different extents, or levels, of participation are evident and acceptable within the
healthcare planning process. These are dependent on each situation and the people
involved, in terms of desire, motivation and capacity to be involved on the part of both
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patients and professionals. Since co-productive approaches emphasise the
importance of dialogue and negotiation between people who use services and service
providers (Needham and Carr 2009:8) it is worthwhile testing the use of participatory
mapping as a method to host such a dialogue. This research will be guided by the six
principles of co-production as listed in Table 2.3 and will consider participation within
the descriptive categories developed in the Scottish Health Council’s Participation
Toolkit (SHC 2014c).
Co-production of Rural Health Services
There is a paucity of academic research surrounding the co-production of rural
healthcare services (SHC 2014b) and indeed of academic research studying wider
community participation in rural healthcare (Kenny et al 2013, Kenny et al 2014) though
the latter has grown in recent years. A systematic review of co-production of health
and social care services in remote and rural areas (SHC 2014b) to explore promoting
and inhibiting factors, suggests that for successful co-production engagement with the
community in question needs to be both appropriate and sensitive to the context and
characteristics of an individual community. Residents need specific support to increase
empowerment and action to take part across the spectrum of co-production processes.
Two studies located in Scottish rural communities (Munoz 2013, Nimegeer et al 2011)
highlighted tensions when community preference was for models of service provision
different to those proposed by the local health board or perceived unattainable to
provide by the board. Munoz concludes that:
“Assumption that individuals and communities have the personal resources
skills and willingness to get involved in co-produced services may have
implications for social and geographical equity of access to health and care
services” (Munoz 2013:2716).
For co-production to be successful, issues of community capacity and resources to
enable action, such as peoples time and availability, need to be specifically considered
(Farmer, Hill, Munoz 2012c). More generally, as a participatory process, co-production
of rural health care services will share the same challenges as suggested in the
research studying participation of rural communities in healthcare. Kenny points out
that rural populations “must continue to live in proximity with each other before, during
and after participation exercises and they tend to have ageing populations” (Kenny et
al 2014:8). The latter point increases the chance of participants being frequent users
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of the healthcare services and participants in conditions of ‘ill health’ are different than
those participants in a state of ‘well health’ (Harrison et al 2002), perceived or
otherwise. This also impacts on whether the participating public are an ‘idealised’
public being well informed, experienced and readily responding or those ‘literal’ public
with no prior knowledge. In rural health it is pertinent to include a third angle of those
who are professionals in healthcare but come to participation as a local resident but
due to their professional status may have different roles inferred on them or expected
by the community (Prior et al 2010:1137), as they are often viewed as key community
figures (Farmer et al 2003; Farmer et al 2012b; Farmer et al 2015). A small population
pool also raises issues of representation within a community where those members
who possess the capacity to participate through means of issues such as time,
educational attainment, occupation and power are often the ‘usual suspects’ or the
‘local champions’ in participation processes (Kenny et al 2014). Other issues of
anonymity, participation fatigue and the existence and quality of relationships in terms
of residents who have migrated into a community will have a bearing on who
participates (Kenny et al 2014).
Within the area of Scotland where the research reported in this thesis took place,
communities have traditionally experienced accessible general practice and
community healthcare services, to the extent that their health status is in some
measured aspects superior in comparison to urban residents (Scottish Government
2015). Though policy has advocated a mutual co-productive process for reform, in
reality public engagement has been more dictatorial (Nimegeer et al 2011) and
regarded by some as tokenistic. Hence discussions surrounding rural healthcare
service reform can be an emotive subject, and can cause tension (Farmer et al 2007,
Farmer and Nimegeer 2008 and Farmer et al 2010). Whilst traditional health planning
would consider quantitative data and geographical statistics community members
“prioritise local, narrative and experiential dimensions” (Nimegeer et al 2011:1004).
In line with asset based approaches in contemporary Scottish healthcare service redesign this research will explore the use of participatory mapping in the co-planning of
rural healthcare services using the following overarching definition of co-production:
“Co-production is the process of active dialogue and engagement between
people who use services and those who provide them. It is a process which puts
service users on the same level as the service provider. It aims to draw on the
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knowledge and resources of both to develop solutions to problems and improve
interaction between citizens and those that serve them” (Burns 2013:31).
As a method participatory mapping uses a co-productive approach and hence can
demonstrate the values and characteristics of co-production as detailed in Tables 2.3
and 2.4. This chapter will now discuss participatory mapping in support of its use in
this research.
Participatory Mapping Techniques
Participatory mapping is a research technique belonging to the group of participatory
methodologies whereby the use of a map provides the medium to host a dialogue for
the co-creation of knowledge within a community. The visual medium assists the
discussion and presentation of the spoken word relating to issues of concern within a
locality (IFAD 2010). Hence it can build ‘voice’ into the co-production of public services:
“Participatory mapping is a map making process that attempts to make visible
the association between land and local communities by using the commonly
understood and recognised language of cartography’’ (Corbett 2009:6).
The word ‘mapping’ makes an association with cartography in a spatial respect, but
the normal rules and constraints of the art or science of formal cartography are not
necessarily followed in the deliberation of participatory mapping. The maps created
can be spatially accurate in Euclidean terms, or representational and not created to
any geographical spatial scale. In this study cartography was used to consider and
illustrate place in terms of the dimensions of location, locale and the sense of place.
Participatory mapping was understood in terms of the following definition:
“A general term for the gathering and mapping of spatial information to help
communities learn, discuss, build consensus and make decisions about their
communities and associated resources” (NOAA 2009:2).
Through participatory mapping individuals and communities can express attributes of
a place in what they perceive as important by way of for example assets, resources,
and important issues (Corbett 2009:4). Beyond co-creating a local knowledge it can
also be used to facilitate local decision making and empower people to be active place
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makers (Fang et al 2016). This means that the co-productive action of creating the
map, is as important as the tangible visual map produced at the end:
“These maps go beyond the physical features portrayed in traditional maps;
nearly everything valued by the community can be expressed in spatial terms
and represented on a participatory map, including social, cultural and economic
features. The process used to create the maps is as valuable as the maps
themselves since the participants often find themselves more fully engaged than
they would otherwise” (NOAA 2009:1).
The techniques utilised in participatory mapping vary widely, but underpinning them all
are ethical considerations, which echo aspects of the ethical considerations of
participatory research (Rambaldi et al 2006c). A growing literature points to these
going further than institutional ethical codes, guidelines and review procedures which
“adopt principle based and regulatory approaches to ethics whereas character and
relationship based approaches to ethics are also very important in community based
participatory research” (Banks et al 2013:263). The work of the International Fund for
Agricultural Development (IFAD 2010) mainly in the Global South, identifies six core
principles of a participatory mapping process as outlined in Table 2.6:
Table 2.6 The International Fund for Agricultural Development principles of
participatory mapping process (IFAD 2010:12-23)

Principles of a Participatory Mapping Process
Free, prior and informed consent
Commitment to community control
Accommodate community needs
Support for community intellectual property
Commitment to an inclusive process
Long term commitment to mapping initiatives

The research reported in this thesis took place in a developed world context and
applied the first five of these core principles. A combination of the NHS regulatory
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ethics framework, a mandatory requirement for this research, to protect the safety and
rights of the participants, along with consideration of guidance from the International
Collaboration for Participatory Health Research (ICPHR) ethical considerations in
participatory research (Wright et al 2013) and the Participatory Practitioners for
Change (Rowley et al 2013) were used as the ethical framework to direct my action,
behaviour and attitude in this work. The exception was the sixth principle since this
research study explored mapping initiatives in the context of co-planning of rural
health, as ‘stand-alone’ academic research, and long term measures were beyond the
scope of this study. However, I hoped that further action from those participants and
professionals involved would follow this initial exploratory doctoral research study.
Through utilisation of participatory methodologies of participatory rural appraisal
(PRA), participatory learning and action (PLA) and rapid rural appraisal (RRA),
participatory mapping use escalated in the 1980’s, particularly in development studies,
to secure and facilitate access to natural resources and in defending land rights
(Rambaldi 2006a, IFAD 2010). The principles underpinning these methodologies
match those of co-production, where the roles played by the people taking part is a
central element (Rambaldi et al 2006b) in exploring in a mutual relationship to explore
local context and life (Chambers 2008:297). As Table 2.7 details the different actions
of the professionals and the extent of involvement of residents in the three
methodologies. The methods can be complementary and due to the overlaps and links
are sometimes referred to as the RRA/PRA/PLA as a methodological group. Table 2.7
illustrates how participants take on their role as required according to the purpose and
aim of the process. This may be at the level of information givers in RRA or as both
information givers and actors in PRA and PLA. Demonstrating how professionals are
not regarded in a hierarchical position but rather act as facilitators thus empowering
participants (Chambers 2008:306) this is a co-productive relationship, and reflects the
aim of contemporary Scottish public service provision in terms of the relationship
between service users and service providers as discussed in Chapter 1.
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Table 2.7 Participatory methodologies that frequently include participatory mapping
techniques (created from Chambers 2008:297)

Participatory
Methodology

Methods Included

includes semi structured interviews,
RRA

transect walks with observation
mapping and diagramming

Action of Participants
and Professionals
Carried out by outside
professionals
Local people provide
information
Outsiders convene and

PRA

Map, diagram, observe analyse , act

facilitate
Local people are main
actors
Outsiders convene and

PLA

Map, diagram, observe analyse , act

facilitate

but more broadly than PRA

Local people are main
actors

Within this relationship the practices and ideas within the process are co-created
between local residents and professionals (Chambers 2008:300). Participants are
acknowledged as co-researchers within the exploratory process, recognising their
valuable knowledge, skills and resources that they can contribute.
The knowledge generated and gathered through participatory mapping is not regarded
as everyone having equal knowledge but rather that everyone’s knowledge
contribution in whatever their capacity and role, is regarded as being of equal value,
within and beyond the process. However, the literature notes some disbelief by
professionals in participants’ capability to contribute to and the value of their local voice
(Kesby 2000, Chambers 1994). This has also been stated in some community based
participatory action research where academic researchers and health system officials
failed to “believe in the fact that people can participate in health domain research and
be empowered to help conduct health research more effectively” (Ahari 2012:163).
Participatory Mapping in Practice
The aims and objectives of a participatory mapping processes depend upon the
purpose of the map, its intended use, and by whom (Corbett 2009:4). There is no ‘one
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size fits all’ approach (NOAA 2009). Power is implicit in who takes part, who controls
the process, who funds the process and how it is practically implemented:
“The medium and means of mapping, whether ephemeral, paper or GIS, or on
line mapping, and the style and mode of facilitation influence who takes part,
what is included, the nature of outcomes, and power relationships. Much
depends on the behaviour and attitudes of the facilitators and who controls the
process” (Rambaldi et al 2006b:107).
Empowerment can occur throughout the process and not just in the end result
(Townley, Kloos and Wright 2009:522, Rambaldi et al 2006). Implicit in the power
relation in the participatory mapping process is the visual and tangible aspects of the
methods. This can transform power relations by participants gaining or expressing an
understanding of their realities through the ‘process’ of mapping, and by using the
resulting map of local knowledge that is ‘produced’ to make decisions and take action.
The process can facilitate a dialogue of discussion and negotiation concerning
complex realities and relationships in an atmosphere where all can contribute and learn
from each other. Chambers highlights how by vision being concentrated on the map
rather than eye contact, and in providing the opportunity for non-face to face
communication, this can encourage a more democratic balanced dialogue and avoid
domination by individual participants (Chambers 2008:307).
The information captured can be used to represent the local voice in planning and
negotiation. Chambers (2008) describes the products resulting from the dialogue and
negotiation process as “instruments of empowerment” when visuals maps and 3D
models are produced and owned by the participants to express a local voice and
display local knowledge (Chambers 2008:309). More recently participatory numbers
have been used whereby qualitative data, gathered through participatory mapping,
generate numbers and statistics add further credibility to the local knowledge produced
through the process (Chambers 2007; Chambers 2010).
A participatory mapping process is not defined and delivered according to a strict
research plan but rather allows the participants to behave and act to determine how
the process ‘plays out’. Such local creativity, diversity and ownership and responsibility
of the process also adds to the empowerment of participants. Participatory mapping
can by community driven or community led but can also be a community informed
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process (Mamam et al 2009). Participants also need to make personal decisions on
how they are able to participate and what data they wish to share (Alexander et
al2012), and may not feel comfortable within deliberation of the methods if anonymity
cannot be guaranteed.
Within participatory mapping the ‘map ‘is created with the opportunity for equal
contribution from different sectors of society therefore the power as ‘knowledge’ is
potentially equally shared and the knowledge captured within the maps equitably
owned:
“The Community Mapping Project has shown that, through participation, action
and ownership, the feelings of powerlessness, failure and self-blame which
often accompany the experience of food poverty can become less acute. Those
who experience food poverty and social exclusion can gain voice. They speak
with the authority of their knowledge. They see ways to take action themselves’’
(Watson 2002:vi).
Both individual and collective processes of annotation and map making have shown to
be an effective medium for generating, gathering and presenting local knowledge
(Corbett and Rambaldi 2009). No particular academic skills are required with a focus
being on creativity and individual interpretation. Depending upon the resources
available literacy skills may not be required. These facts illustrate the diverse
involvement that the method can facilitate across abilities, disciplines and in different
settings. Participatory mapping can be used within and between different age groups
and different participants whether they be service users (local residents) or service
providers (professionals and stakeholders). It can have the ability to hear a quieter
voice engaging members of society in minority or ‘disease specific groups’ (Townley,
Kloos and Wright 2009) or those categorised as belonging to ‘hard to reach’ groups
(Cinderby 2010). Most people are able to interpret maps in a variety of formats (e.g.
colour and scale) (Cinderby and Potts 2007; Vajjhala 2006) and if difficulties are
experienced other participants can assist which serves to stimulate more conversation
(Cinderby and Potts 2007). Participatory mapping is also able to cross cultural barriers
and can help overcome language or literacy differences. One disadvantage is that
being a visual tool it could exclude individuals with sight impairments, though
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involvement can still be achieved through the sense of hearing and speech through
the discussions that entail around the maps.
Empowerment is also fostered through the ability of participatory mapping to use a
variety of physical resources and materials, to elicit a valuable local knowledge which
can be mapped and then explored further in interpretation and understanding (Emmel
2008). Natural materials are used in ephemeral mapping techniques (Rambaldi
2006b:8), often combined with use of photography to record the products. Paper maps
are frequently used, in a variety of scales and formats, but often being used as a
community map which is a map “planned around a consensus based goal and strategy
for use and made with input from a community in an open and inclusive process”
(Rambaldi et al 2006b:7). With advances in spatial information technology,
participatory action research techniques of RRA/PRA/PLA have been combined with
computer software technology, in particular geographic information systems (GIS) and
Global Positioning Systems (GPS). This has given rise to participatory geographic
information systems (PGIS) which can be used to generate and gather a local
knowledge. It can then further analyse and store a detailed geographic information
(Brodie and Cowling 2010:3, Samarasundera et al 2012). The goal of participatory GIS
is not solely to capture the local knowledge but to then communicate this to
stakeholders, professionals and policy makers as appropriate (Cinderby and Potts
2007). In reframing the local information in GIS to present to professionals, increased
engagement between professionals and the public can be achieved (Cinderby 2010)
and the power of the local knowledge is enhanced by its technological representation:
“The greater spatial accuracy, permanence authority and credibility with
officialdom add a level of power above ground or paper maps” (Chambers
2007:304).
As with most tools it is how the GIS is used and interpreted that determines the impact
the process and its results can have (Pain et al 2006). PGIS is used in the South it is
the ‘intersection’ between participatory development and GIS whilst PGIS in the global
North is the’ intersection’ of participatory planning and GIS (Rambaldi and Weiner
2004, Rambaldi 2006b:10). Cinderby et al (2008) termed their method of work of GIS
for participation or GIS-P described as “convening citizen consultation groups around
spatially significant science based issues giving a legitimating voice to participants who
usually lack access to policy decisions, through a process of collective map making”.
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Another term used is public participation GIS (PPGIS) (Cromley and McLafferty 2012;
Joerin and Nembrini 2005). Joerin and Nembrini (2005:16) point out that “by definition
PPGIS is to be used directly by the general public” but this may prove too complicated,
or may not be desired by the participants. In such situations participants can become
information users where the facilitators act as a mediator between the GIS tools and
the participants in what Cromley and McLafferty (2012:413) call chauffer driven PPGIS.
Where participants are trained to use the technology to operate and control the
mapping process and create their own maps, Chambers (2007) regards this as the
epitome of participation and empowerment. Cinderby also describes a further
participatory mapping technique of rapid appraisal RAP-GIS which allowed for
individual engagement in a faster quicker but less ‘deep’ engagement.
Participatory mapping has been used to involve local communities in engagement
initiatives to capture local data, to be used alongside more conventional expert spatial
data, for decision making and policy development in various topics including
environmental issues (Cinderby 2010), natural resource management (Hindmarsh
2010), urban planning, environmental justice and sustainable development (Brown and
Weber (2011) community safety planning (Pain et al 2006) as well as public health
(Beyer et al 2010). This study concentrates on rural health planning so other topics are
not discussed in detail here however two points are worthy of note from the literature.
Firstly that positive outcomes are reported whereby through the information sharing
and collective learning process trust and positive relationships developed between lay
people and professionals (Brown and Weber 2011, Cinderby 2010). Secondly Green
(2010) in a study of land management reported experiencing difficulties in combining
professional and lay information. These two issues are pertinent when discussing rural
health care since this has proved to be a particularly emotive subject in some rural
communities.
Participatory Mapping in Place Based Health Research
Participatory mapping features as a technique in health research, in both the global
north and the global south, in various aspects of healthcare including in the
development and delivery of services. It can be used with or without the aid of GIS and
GPS technology. Where GIS is utilised in public health and health geography
applications there are traditionally two main categories of practice:
1. Epidemiological applications – patterns of disease incidence
and variations in health outcomes
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2. Health care delivery – the organisation and configuration of
health care services and the consequent accessibility and
useage (see Higgs and Gould 2001:249).
In recent years a third application has been developed generally used in individual
conversations with service users:
3. Activity spaces mapping – the mapping of everyday activities
of individuals within their locale” (e.g. Townley, Kloos and
Wright 2009).
Within epidemiological public health GIS has been used to spatially illustrate the
incidences of specific diseases or conditions in parallel with demographic data and
undertake complex analyses through maps (Mulner et al 2004, Gatrell 2003). Use of
such quantitative data combined with qualitative data in using PGIS can assist in
planning effective, locally appropriate health interventions (Emmel 2008). Use of
participatory mapping to explore the patterns of use and meaning ascribed to spaces
and places by individuals belonging to different sociodemographic groups
(Pavlovskaya 2009), can add a local knowledge to the overall picture of community
health care needs and services:
“The humble map is no longer confined to depicting dots on the physical
landscape and can instead address embodied subjects to aid our understanding
of situated health experiences” (MacKian et al 2003:221).
Sharing this data with the service users has been used to elicit an understanding of
service users self-perceptions and experiences of the populations health and health
services provision within their locale (Beyer et al 2010) and in patterns of local health
service use (Ansumana et. al. 2010; Mamam et al 2009) and sourcing of health
information (Skelly et al 2002). It has also been used to explore perceived risk in
relation to personal health and the local environment (Beyer and Rushton 2009, Beyer
et al 2010, Beyer et al 2011).
The GIS-P technology can be used to examine social environments and social
processes at a community level including mapping community assets and resources,
community health assessments and community development by ‘asset mapping’ or
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‘ground trothing, ‘to create a place inventory to identify a list of places within a
community where people carry out their activities (Skelly et al 2002). Further analysis
of ‘a sense of place’ can then explore how people identify with these places and their
community (Cravey et al 2001). On an individual level GIS has been used to
conceptualise and measure place identity and place attachment (Townley, Kloos and
Wright 2009) through exploring socio spatial networks in individual activity spaces i.e.
the space within which people act out their everyday life. These maps are unique since
everyone engages in different activities with different people, but there are overlaps in
people’s activity spaces as they meet or converge with others in their community. The
resulting personal maps detail ‘networks and flows’ of everyday life that can impact on
both an individual’s health and the health and sustainability of a community. All of these
applications of P-GIS can bring knowledge and understanding to planning health
promoting and targeting activities and interventions (Beyer et al, 2010, Potts 2004,
Aronson et al 2007), to placing health services in appropriate settings within the
community (Gesler et al 2004, Mamam et al 2009) and in programme evaluation to
assess implementation, impact and outcomes (Aronson et al 2007).
Other participatory mapping methods that do not use the spatial technology of GIS are
used in health research. They also belong to the methodologies of RRA/PRA/PLA and
can be used in conjunction with other participatory techniques, including P-GIS.
Examples of this include participatory diagramming to explore health behaviours
(Kesby 2000) and body mapping as a tool to understand the nature of disease risk and
pathological process (MacGregor 2009). Concept mapping has also been used to
further the participation process in co-analysis of the knowledge captured through
participatory techniques, and then in co-planning solutions and actions (Burke et al
2005; Beyer et al 2010).
Maps can provide invaluable data as part of a participation process or as a product of
it. However, they are tools to achieve an aim within wider healthcare processes and
some health professionals are not convinced of their usefulness (Joyce 2009; Rushton
et al 2000). Participation is a process combining tools and techniques into a research
method (Rowe and Frewer 2005). A key study in a rural American town by Beyer et al
(2010) informed my research methods. Having identified a paucity research literature
demonstrating the utilisation of participatory mapping in rural health, they combined
participatory mapping techniques to explore individual’s perceived risk in relation to a
disease that showed a high incidence within their community. A combination of
epidemiological health data from professionals was presented to community residents
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and utilised in PGIS participatory mapping exercises. This was followed by concept
mapping carried out by participants and professionals, to interpret and analyse the
data in order to co-plan effective health interventions aiming to reduce disease
incidence (Beyer et al 2011; Beyer et al 2010; Beyer and Rushton 2009). Place was
considered in terms of positivist and social constructivist concepts.
For rural health research the participatory methods can reveal local knowledge that
could challenge fixed notions of rural space which can dominate policy and service
decision making. GIS has been used to address the physical geographical issues of
access and transport (Martin et al 2002). Used in a participatory medium it can give
rise to an opportunity to discuss the real life experience of access and where problems
exist, consider new models of service provision across rural space and place (Beyer
et al 2010). This therefore enables discussions to go beyond the obvious aspects of
physical access to services and explore what this means to the people that use the
services.
The nature of participatory mapping lends itself to the collaborative partnership working
inherent in co-production, such as multidisciplinary projects between public health,
local authority and environmental health professionals to explore public perceptions of
risk (Cinderby and Potts 2007, Cinderby et al 2008). It can extend the use of the GIS
spatial technologies beyond experts (Joyce 2009). Taking account of the literature no
published research was found relating to the use of participatory mapping in a rural
Scotland context, for the co-planning of health services within a co-production process.
Thus the aim of this research was justified to explore whether the use of participatory
mapping can lead to the enhanced co-planning of rural health services through drawing
attention to the importance of differing dimensions of rural place. Having discussed the
concepts of participation as a co-productive process this chapter now proceeds to
discuss the concepts of space and place as situated in this research.
The Concepts of Space and Place
As stated in Chapter 1 space and place are contested terms with no precise definition
but rather explained with ideas, approaches and discourses in multiple academic
disciplines including geography, philosophy and social science. This vast array of
academic thought, discussion and explanation is acknowledged by the researcher
throughout this thesis. However within the scope of this particular study these will be
contained in a short synopsis, noting the works of some key influential academics, in
order to explain the context of this research with its focus on health and place.
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The two concepts of space and place have origins in classic Greek philosophy with
Plato and Aristotle labelling modern day terms of region and place as chora and topos.
Chora is the root of chorology the study of regions, and topos the root of topography.
(Withers 2009, Cresswell 2015:25). Plato used chora to describe “a limited extent in
space that is a kind of receptacle or container that has content within it” with “topos an
achieved place, the product of becoming”. On the other hand Aristotle equated chora
with a large region or country and classed topos as a smaller scale place within it
(Casey 1998 in Cresswell 2015:25). Today space has multiple meanings for example
it can refer to the cosmos, but in most examples/applications the word space refers to
an empty void in which phenomena are located, so creating places (Withers 2009).
“Since Plato western philosophy often times with the help of theology and
physics has enshrined space as the absolute unlimited and universal while
banning place to the realm of the particular, the limited, the local and the bound”
(Escobar 2001:143).
Space and place are key terms in the discipline of geography from which two threads
have emerged from its beginnings as an academic subject in the late 1800s, one being
the concept of region and the other the relation between humans and the environment
(Couper 2015:18) or of people and place. A synopsis now follows of how these two
threads or themes developed and how the concept of place has been contested and
theorised over the years in this discipline.
A spatial science concept of place
Spatial science is a term used to describe space and place as a concept of region. The
early geographer Richard Hartshorne (1939) is proposed to have put forward
geography as chorology (Cresswell 2015:31) where regions are described, compared
with each other and boundaries drawn. In regional geography place is also used
interchangeably to define the concepts of space and landscape (Cresswell 2015:14).
Maps serve as a representation of space with the art of describing or mapping a region
or district, known as Chorography. In the 1950s and 60s human geography developed
into a scientific approach where, in a positivist philosophical approach, space was an
unoccupied empty container which could be used to develop a spatial mathematics
geometry. Space could be assigned measurable properties of volume and area:
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“Space was conceived of in terms of a Euclidean geometry, a blank surface on
which the organisation of objects was analysed, relationships were mapped and
modelled and causal influences identified” (Couper 2015:219).
Within this space, phenomena could be dispersed, arranged, and located as positions
with co-ordinates. These smaller measured units were defined as places (Cresswell
2015: 34, Withers 2009:640).
A humanist concept of place
To some human geographers this positivist spatial science, with place as the
abstraction of geometric space, was too detached from the actual social context and
aspects of human life. Concepts of space and place that considered the relation
between humans and the environment thus developed. In questioning the reciprocal
relationship between people and how they experience and make places, to the
humanists place was not studied as a smaller division of a measurable space but was
more of an idea, a concept of being immersed in a place, or a way of “being in the
world” (Withers 2009:640).
During the 1970s and early 1980s this understanding of place as a lived and
meaningful experience influenced thoughts of place. In particular the work of human
geographers Tuan and Relph led to ideas of the sense of place, a notion that is
discussed later in this chapter:
“whereas the positivists sought patterns in the spatial distribution of objects in
the world humanistic geography paid attention to how people relate to places
and the question of what constitutes place anyway” (Couper 2015:93).
Through the experience of living in a space humans give meaning to that space hence
“place is a meaningful location” (Cresswell 2015:12). Rather than the objective view of
abstract space as a container within which points with co-ordinates could be
positioned, place having meaning and subjectivity represented a lived experience.
Tuan further distinguished space as abstract and objective with place as meaningful
locations, i.e. the co-ordinate positioned points, within this. His view of space and place
also referred to place as a pause in space – space signifies movement and place
signifies breaks, a rest in between movement (Tuan 1977).
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For Tuan place signified stability and held meaning with people relating to particular
sites or places through feelings, emotions values and the experiences that they have
within those specific settings (Tuan 1974:93). He used the terms topophilia to describe
pleasant desires connected with particular places with contrasting topophobia to refer
to fears associated with particular places:
“The word topophilia is a neologism, useful in that it can be defined broadly to
include all of the human being’s affective ties with the material environment”
(Tuan 1974:93).
Relph also viewed the emotional attachment to place with his phenomenological
approach which developed work of earlier philosophers Husserl and Heidegger
(Cresswell 2015, Withers 2009). Rather than being in, where ‘being’ referred to located
in space, Relphs view was of experiencing a place where ‘being’ related to existence
and involvement. Describing how humans exist in the world in this way regards place
as a spiritual and philosophical endeavour that unites the natural and human worlds.
“Space is amorphous and intangible and not an entity that can be directly
described and analysed. Yet, however we feel or explain space, there is nearly
always some associated sense or concept of place. In general it seems that
space provided the context for places but derives its meaning from particular
places” (Relph 1976:8).
Husserl focussed on consciousness in two respects, firstly being conscious of a
phenomenon and secondly being conscious about a phenomenon, stating this as
intentionality. He felt that an object’s intended use was essential to its meaning that
objects are about what we do with them. In the same way the use of a place is, so are
the uses essential to its meaning, that is places are about what we do in them (Bender
et al 2010, Andrews 2016). In the same way as philosophy ascribes objects possess
essences (i.e. features that determine what humans feel emotionally about them and
in them) (Bender et al 2010) this idea can be applied to places in that they possess
essences that influence what we feel emotionally about them and in them (Crang
1998).
Heidegger talked of imbedded knowledge whereby humans can only relate to and
beyond themselves through their situation, their literally ‘being in the world’ being bodily
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and mentally present in place, and their relational consciousness of other humans and
non-humans in the world (Bender et al 2010). This imbedded knowledge allows the
intentionality and essences of places to emerge. Heidegger’s concept of ‘dasein’, more
of a connection between a thing and a place, and people and things had a ‘being in
the world’, so place is more than a container or a location (Cresswell 2015:37).
Heidegger (1971) used dwelling to express how humans live ‘in and through’ the world
rather than just inhabit or populate it (Couper 2015:91).
Edward Relph’s ideas were thus phenomenologically grounded in considering peoples
everyday affective linkages with places. Human responses for Relph reveal the deeper
significance of place to human ’being’:
“The basic meaning of place, its essence, does not therefore come from
locations nor from the trivial functions that places serve, nor from the community
that occupies it, nor from superficial or mundane experiences …..The essence
of place lies in the largely unselfconscious intentionality that defines places as
profound centers of human existence” (Relph 1976:43).
For Relph place simply as a location was inadequate. He did not see place as being
located in space but instead that construction of place creates space (Cresswell
2015:28). Human existence, or being, for Relph was not being located in a container
but in place, through a connection between people and place “affirmed as a
relationship of dwelling” (Cresswell 2015:28). He saw some places as less authentic
than others and coined the phrase ‘place and placelessness’ and concentrated on
ideas of dwelling and how people were ‘insiders’ or ‘outsiders’ to certain places (Relph
1976). He used the term insideness to describe feelings of belonging where the
stronger the feeling of identity, through inclusion security and safety, the more ‘inside’
that people feel, and the stronger sense of belonging.
So in this humanistic approach, incorporating phenomenological and existentialist
notions, the concept of place is understood in an experiential way of being-in-the-world.
For human beings, through this lived experience, places can stimulate emotions, both
positive and negative. People then develop identities and attachments to places when
these are felt time after time, or over a prolonged period of time. Hence humans make
places meaningful through thought and action, “people produce places socially”
(Couper 2015:93).
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Concepts of place from cultural geography
During the 1980s, in what is termed the ‘cultural-turn’, geographers with notions of
place engaged with social theory and cultural studies thus making connections
between place and identity and place and meaning (Withers 2009):
“A social constructionist perspective developed whereby academic subjects
such as geography and its sub disciplines are social phenomena, spatially and
temporally situated as much as any other geographic phenomena”(Couper
2015:115).
Cultural geographer’s endeavours to explain how culture impacts on place and vice
versa has influenced the discipline of geography and its subdivisions (Andrews 2003)
including rural and medical geography, sub disciplines that concern this thesis. They
drew on philosophy in the writings of Husserl and Heidegger on the ideas of
intentionality, imbedded knowledge, and the philosophical idea of essences as
previously discussed in this chapter. There are numerous theoretical developments
from cultural geography but since these are not the primary focus of this research they
are acknowledged but not further discussed here.
The political geographer Agnew, drawing particularly from geographical and
sociological thinking, consolidated ideas on space and place, as co-existing
dimensions rather than opposing conflicting ideas. Agnew felt that social science
omitted a focus on spatial science and regional geography conceptualisations of place,
and instead used social demographics as defining concepts:
“If locale is the most central element of a place sociologically it must be
grounded geographically. Local social worlds (locale) cannot be completely
understood apart from the macro order of location and the territorial identity of
sense of place” (Agnew and Duncan 1989:2).
Agnew conceptualised place as thus: Building on the idea of place as a location a
position, such as a grid reference, within abstract space, which provides a material
setting for social relations, the physical environment, in which people live out their lives,
which then possesses attachment and meaning through social construction in a ‘sense
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of place’. Table 2.8 describes these three dimensions in further detail and illustrates
their application by different academic fields.
Table 2.8 A conceptualisation of place by Agnew (Adapted from Agnew and Duncan
1989:2)

Dimension
of place

Disciplines/ types of

Definition

scholar

the spatial distribution of social and
Location

economic activities resulting from

economists and

between place factor cost and market

economic geographers

price differentials
the settings for everyday routine social

microsociologists and

interaction provided in place

humanistic geographers

Sense of

identification with a place engendered

anthropologists and

Place

by living in it

cultural geographers

Locale

This research uses this concept of place from Agnew because I feel this is a tangible
concept for healthcare professionals to grasp. As established in Chapter 1, current
Scottish healthcare service policy sees place in dimensions of location and locale but
not necessarily in terms of the sense of place.
Other academics argue that class and community categories do take into account
spatial differences, and that natural and social science depend on all three aspects
that Agnew identifies (Withers 2009). Cresswell (2015:56, and 2004) conceptualises
geographers’ use of place in terms of three approaches, namely the descriptive, the
social constructivist and the phenomenological as illustrated in Table 2.9. I note that
Withers (2009) proposes that it is commonly the phenomenological meanings of the
concept of place that are the least acknowledged. This supports this thesis in its
exploration of health and place in terms of wider dimensions.

83

Table 2.9 A conceptualisation of place by Cresswell (Adapted from Cresswell 2015:56)

Approach

Definition

Disciplines/ types of
scholar

the world being a set of
places each of which can
be studied as a unique
Descriptive approach

and particular entity

regional geographers

The concern here is with
the distinction and
particularity of places
explaining the unique
attributes of a place by
showing how these
places are instances of
wider processes of the
Social constructionist

construction of place in
general under conditions

Marxists feminists and
poststructuralists

of capitalism patriarchy
heterosexism post
colonialism and a host of
other structural conditions
seeks to define the
essence of human
Phenomenological

existence as one that is
necessarily and
importantly ‘in place’

humanist geographers
neo humanists and
phenomenological
philosophers

As with other three dimensional conceptualisations of place (Lefebvre 1991, Halfacree
2007, Agnew 1987) Cresswell sees these three dimensions not as discrete sets,
neither as a hierarchy with one more important than any other, but as a co-existence,
albeit in tension with each other. Cresswell’s conceptualisation characterises levels of
depth in human geography approaches to place that span between a level that
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represents a consideration of the surface of the world as ‘seen ‘we see it and a level
that represents a deep universal sense of what place ‘means’ to humanity. Research
at all three levels and in between is important and necessary to understand the full
complexity of the role of place in human life.
A Marxist concept of place
During the same time period of the 1970s to the early 1980s when humanist
philosophies were developing, separate viewpoints on the concepts of space and place
were forming through Marxist philosophies. These too regarded humans as individuals
having a lived experience but additionally considered the political and economic
influence. Hence Marxist philosophies engage with politics and market economy by
considering issues of justice, equality and power (Couper 2015:82). This political
economy is:
“Based on Marxist understanding that unequal spatial arrangements of
resources and services are the realisation of unequal social and economic
relations” (Andrews 2016:269).
A key contributor was David Harvey, a Marxist urban geographer, who developed
further ideas on political economy and of spatiality in capitalism. A materialist view of
space evolved that was characterised and influenced by the unequal distribution of
capital and resources which was contested by social classes. He used this to explore
the social factors characteristic of cities and how human agency interpreted and used
such aspects. Andrews (2003) quotes Harvey (1973) as posing the question not what
space is, but how do human practices make and utilise different notions of space. In
examining the impact of the spatial distribution of resources on social and economic
relations it was shown how inequalities can emerge. Place as well as space and time
was seen as a social construct. Harvey (2010) proposed three ways of presenting
space which exist in combination, though to varying extents, with each other. Winterton
states these thus:
“Absolute- fixed clearly bounded territory
Relative – capable of categorisation in terms of processes and therefore
comparable with other types of space
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Relational –with places as the crossing points in space, of flows that are social,
political or environmental” (Harvey 2010 as summarised by Winterton et al
2014:284).
Though these ideas considered social class in influencing the lived experience, other
aspects of identity such as gender and aspects of culture were not considered within
the spatial constructs of space and place. These aspects came to be included as
geography developed a cultural turn during the late 1980s as described in the previous
section.
Another key Marxist writer on space is Lefebvre, a French urban theorist, who saw
space not simply as an abstract, as an empty container but as something socially
produced, as something evolving and fluid. Woods summarises the notion thus:
“[Lefebvre] proposed that space is produced and reproduced through
capitalism, moulded by the pressures of the market and social reproduction and
‘colonised and commodified, bought and sold, created and torn down, used and
abused, speculated and fought over” Woods (2011:10).
Lefebvre created a threefold model of space to distinguish between an absolute
‘abstract’ space and lived and meaningful ‘social’ spaces. He described three
dimensions firstly representations of space (conceived), secondly representational
space (lived) and thirdly spatial practices (perceived). These three co-exist, but in
tension rather than in equilibrium and stability (Merrifeld 2000:174). Cresswell remarks
that Lefebvre’s use of the word space mirrors other’s descriptions of the word ‘place’
(Cresswell 2015:19). Merrifield explains Lefebvre’s understanding as the first
dimension, ‘representations of space’, ’being the space of capital, as conceived by
professionals. It is embedded with ideology, power and knowledge (Lefebvre 1991:33).
The second dimension, representational space’ is the space of the everyday lived
experience, and is space experienced through symbols and images, as feelings rather
than thoughts. It can therefore be experienced by different people in different ways
(Merrifield 2000:174). Representational space may be “directional situational or
relational because it is essentially qualitative, fluid and dynamic” (Lefebvre 1991:42).
Lefebvre’s third dimension of spatial practices are the interpretations of how people
perceive their world. Spatial practices structure ‘everyday reality’ since they are how
people see the conceived dimension being lived out in their everyday lives (Lefebvre
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1991:33). Lefebvre sees the need for a three dimensional framework since it is not just
about people conceiving and then living things out in space but that people also instil
meaning through other instances. In Merrifeld’s interpretation:
“Lefebvre knows too well for example that the social space of lived experience
gets crushed and vanquished by an abstract conceived space. In our society in
other words what is lived and perceived is of secondary importance compared
to what is conceived. And what is conceived is usually an oppressive objective
abstraction which renders less significant both conscious and unconscious
levels of lived experience” (Merrifield 2000:175).
Drawing upon these theories of space by Lefebvre (1991), Halfacree (2006:51,
2007:126) developed a model to represent the rural space. This is pertinent to this
research since as a social representation ‘rural’ consists of both real and imagined
elements. Individual perceptions of the rural could be believed as true and could
influence policy decisions as stated by Woods:
“The world teems with rural virtual realities, ideas of the rural that are not
grounded in concrete places or lived experiences and yet such is the power and
popularity of these ideas that attempts are made to bend rural space to fit their
image’’ (Woods 2011:9).
Table 1.10 illustrates Halfacree’s interpretation of a threefold spatiality of the totality of
rural space consisting of three dimensions: the material (locality), the imagined (socioconstructed) and the practiced (actually lived). These three exist in a connected
dynamic forever shifting but unequal balance:
“We must note how the material space of the rural locality only exists through
the practices of structural processes, and how the ideational space of rural
social representations only exists through the practices of discursive interaction”
(Halfacree 2006:48).
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Table 2.10 Halfacree’s explanation of the totality of space adapted from Halfacree
(2006:51-52) and Halfacree (2007:127)

Three aspects of
Halfacree’s explanation of the totality of rural space (or
the totality of rural
threefold model of rural space)
space
“Inscribed through relatively distinctive spatial practices”.
Rural localities
These practices may be “linked to either production or
consumption activities” (Halfacree 2007:127)
“Such as those expressed by capitalist interests,
Formal

bureaucrats or politicians. Crucially these representations

representations of

refer to the way the rural is framed within the (capitalists)

the rural

production process: specifically how the rural is
commodified in exchange value terms” (Halfacree 2006:51)
“Which are inevitably incoherent and fractured .these
incorporate individual and social elements (culture) in their

Everyday lives of the
cognitive interpretation and negotiation. Formal
rural
representations of the rural strive to dominate these
experiences as they will rural localities’’(Halfacree 2006:51)

The balance or tension between the three elements (i.e. rural space, rural locality, and
representations of the rural) and hence the permanence of the rural space, is ever
changing. Halfacree then applies the concept of structured coherence, that is the
extent to which economy state and civil society work together at a local level, to assess
the ‘harmony’ of the total rural space (Halfacree:2007:127). Halfacree (2007) suggests
three possible dynamic states of structured coherence:
1.

Congruent and united

2.

Contradictory and disjointed
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3.

Chaotic and incoherent

The first suggests a high degree of stability within the rural space where “what is
conceived is perceived is lived” (Halfacree 2007:128). Where the situation is
contradictory and disjointed there is some level of unity but it is dominated by tension
and contradiction. A state of chaotic and incoherent describes a situation of
contradiction and conflicting ruralities in co-existence.
In a service model of co-production, health is a commodity, a service, in a political
economy approach. Within that co-production process a relationship between the
service user and the service provider exists, with its own characteristics of “power
relations that produce specific health outcomes and configurations” (Donovan and
Duncan 2010:173). Since health care services provision by the state represents an
institution in a struggle to balance costs and economic efficiencies, alongside quality
of care as a universal human need (Kennedy and Kennedy 2010) this rural model of
space can be applied and the structural coherence explored.
A ‘non-representational theory’ of place
The 1990’s era saw the rise of non-representational theory which is not regarded as a
single theory but a mix of philosophy and theoretical approaches, including those of
phenomenology. In contrast to cultural geographies that “emphasise representation
and meaning non-representational theory proposes that the world is experienced
before it is represented” (Couper 2015:98). The meaning is made in the mind before
any action happens, rather than meaning being something that is reflected on and
formed whilst or after the action has happened. These theories look at previous ideas
of ‘the body, practice and performativity’ in human geography, in a new perspective
that aim to engage with the taking-place of everyday life (Harrison and Anderson 2012).
Non-representational theory concentrates on embodied, relational, material everyday
events and practices of ‘making-in-the-world’ (Couper 2015). Non-representational
theories are “relational and seek to understand our being in the world through our
relations (physical, emotional and affective) with those around us” (Couper 2015:98).
Using the word ‘non’ in the title has been contested as potentially misleading since it
could suggest it disregards thoughts of representation. Rather it is intended to add to
representation in adding meaning to what is happening in the creating of the social
world. The alternative, less confrontational title more-than representational theory was
coined by Lorimer (2005). In this way the ideas proposed by non-representational
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theories act as additions to existing approaches to geographic knowledge production.
For example Couper states this as demonstrating a recent re-engagement with
phenomenology and draws out a third level as ‘more than phenomenological’ rather
than ‘post-phenomenological’ (Couper 2015:85). In this research the act of place
making involves the embodied ‘being in the world’ in the sense of place but in the
creating of health it also means ‘doing and making in the world’.
Initially proposed by geographer Nigel Thrift (Thrift 1996, Thrift 2008) nonrepresentational theory, due to encompassing various approaches, has been assigned
core themes by other researchers. For example Cadman (2009) identifies five core
themes of:
•

Attention to practices non cognitive or pre cognitive

•

Engagement with everday life particularly the emotional and affective
dimensions of this

•

A concern with performance and performability as a bringing forth of being

•

Embodiment and the body as our means of being in the world

•

Virtuality and multiplicity in terms of openess to the potential for multiple time
spaces to co-exist (Couper 2015:98).

More recently, and of relevance to this study, are recently developing ideas of what
non-representational theory might add to health contexts (Andrews 2017). Andrews
(2017) proposes eleven aspects or ‘key facets’ of ‘onflow’, ‘relational materialism’,
vitalism’, ‘virtuality and multiplicity (of space time)’, ‘the processual’, ‘practice and
performance’, ‘sensations and atmospheres ’ ‘ordinary and everyday’, impulses and
habits’, ‘witnessing acting into’, ‘changing, boosting speaking back’ (Andrews 2017:513). His work proposes how each of these can add to the experience of health in place.
Reflecting upon these concepts of space and place I agree that such a wide range of
interpretation of place can be seen as both a help and a hindrance (Withers 2009) and
as Relph warns against an inclusivity that risks it meaning all things to everyone (Relph
2009). Having acknowledged the complexity of the meaning of the concepts of space
and place Table 2.11 provides a brief summary of the approaches that I have
considered. Table 2.11 draws on work by Andrews who provides a helpful synopsis of
geographical perspectives within nursing studies. Since my work concerns the
discipline of public health I have applied the same notions in my exploration of the
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history of place in the discipline of geography in order to translate concepts of place to
health professionals. Adding a column for humanist concepts I include ideas of
embodiment which supports place making and sense of place notions in recognising
wider dimensions of place.
Table 2.11 Eras and approaches in space and place conceptualisations in geography
(Adapted from Andrews 2016:263)

Approach

Spatial
science

Period of

Humanist

1970’s

enquiry

Understanding

A neutral flat

of space

plane

A location or
Understanding

point to which

of place

values might
be attached

An arena for
action and
movement

A concept of
a lived and
meaningful
experience

Political

Social

economy

constructivist

1970’s

1980’s

Area open to
political and

As navigated

economic

and contested

influence
The point at
which a
resource is
located
and/or
consumed

Not directly
The human
experience

relevant (but
can be a
cause or
consequence)

Being-in -the
world a
‘sense of
place’

Authors of key

Tuan

texts

Relph

Nonrepresentational
theory
1990’s

As a dynamic
emerging
frontier

A bounded
social

As relationally

phenomenon

assembled

imbued with

open active

meaning
Somatically

As a

Deeply felt

registered

producer or

emotions and

feelings states

consumer

identities

and
atmospheres

Harvey

Cresswell

Thrift

Lefebvre

Andrews

A suitable definition of space and place for this thesis is provided by Cresswell whereby
when space is given meaning it becomes place:
“Space is seen as a fact of life which like time produces the basic co-ordinates
of for human life. When humans invest meaning in a portion of space and then
become attached to it in some way (naming it is one such way) it becomes a
place” (Cresswell 2015:16).
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“Place is how we make the world meaningful and the way we experience the
world. Place at a basic level, is space invested with meaning in the context of
power” (Cresswell 2015:19).
In the context of this research Agnew’s tri-partite framework using the dimensions of
place as location, locale and sense of place, is used to understand how I consider
place to explore the lived experience of rural residents in their perspectives of health
and place. I will now look at how medical and health geography have incorporated
these ideas of health and place.
Sense of Place
The sense of place is a key concept in health geography (Andrews 2015) and
particularly in the therapeutic landscapes literature (Eyles and Williams 2008). As with
many of the concepts used in this thesis the academic literature contains a plethora of
interpretations and definitions of the notion of sense of place due to the numerous
disciplinary fields and different ontological and epistemological perspectives applied
when studying people and place bonding.
Most definitions of the sense of place consider the interaction of three elements of
physical environment, human behaviours, and social, or psychological, processes
(Stedman 2003). How we experience a place through a mixture of affective, cognitive,
and behavioural factors defines the relationships formed between people and their
social and physical environment (Jorgensen and Stedman 2006). To reiterate this work
uses the geographical definition as:
“Sense of place: The attitudes and feelings that individuals hold vis a vis the
geographical area in which they live. It further commonly suggests intimate
personal and emotional relationships between self and place” (Gregory et al
2009:676).
A phenomenological approach in human geography explains the experience of place
as primarily defined by its affective character, a strong, long-lasting emotional
attachment of the person to a location through emotions and attachments as felt
through personal experiences (Tuan 1974) in that location, based strongly on
relationships with people ‘in’ the setting rather than the physical environment ‘of’ the
setting (Relph 1976). In the discipline of human geography it is held that “places make
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people and people make places”. The person place bond that is formed from a
combination of the characteristics of people and aspects within their environment is
referred to as place attachment. This is seen as a component of the sense of place.
How the balance between people and place is viewed depends upon the perspective
assigned of either social construction in which personal and collective meanings are
attributed, or according to the physical attributes of the environment.
In a sociological lens a social constructionist approach incorporates the feelings and
emotions to investigate shared values and symbols associated with a particular
landscape which create common meanings. In addition contributions from psychology
involve a cognitive approach where individuals process information on their
environment internally which then shapes their attitudes and behaviours towards that
environment (Davenport and Anderson 2005). So the ‘sense of place’ in studying place
meaning encompasses the term place attachment which Kyle et al (2004) surmise is
associated with a variety of terms including of, ‘rootedness’, ‘insidedness’, and
‘environmental embeddedness’. Low and Altman (1992) described ‘place attachment’
as having three constituent features namely affect, cognition, and practice, which exist
in varying extents. The affective component refers to the emotional feelings that people
attach to a place. “Affect, emotion and feeling are central to the concept” (Low and
Altman 1992:4) which aligns to ideas of sense of place in humanist geography and
phenomenology. In this treatment sense of place results when places evoke emotions
(Tuan 1977, Relph 1976) and, when these feelings are repeated or happen over time,
people develop attachment and identities to places (Andrews 2016:270). Low and
Altman in addition identified two other constituent aspects. Firstly cognition, the act of
knowing and consciousness in reference to knowledge, and secondly beliefs linked
with places, and practice, which describes the actions and behaviours that happen in
a place. Low and Altman (1992) also acknowledge that social relations impact on
people’s attachment to place:
“Social relations that a place signifies may be equally or more important to the
attachment process than the place qua place. Places are, therefore, repositories
and contexts within which interpersonal, community, and cultural relationships
occur, and it is to those social relationships, not just the place qua place, to
which people are attached” (Low and Altman 1992:7).
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These ideas of Low and Altman’s (1992) have been further developed by Jorgensen
and Stedman (2006). Place attachment is just one dimension encompassed by the
broader concept of sense of place, and is a multidimensional conceptualisation. They
drew out the affective cognitive and behavioural aspects as dimensions of place
identity and place dependence. Kyle et al (2004) saw place dependence as the
behavioural intention rather than the actual behaviour that occurs. Recognising a social
aspect they further divided the dimension of place dependence, by isolating the social
component as social bonding. Bell et al (2015b) summarise these four dimensions or
components as follows:
“Place attachment: the affective component, describing emotional attachments
to a setting.
Place identity: the cognitive component, including the values attitudes and
beliefs held by an individual in relation to settings that provide opportunities for
individuals to both express and affirm their identity (that is their sense of who
they are and what defines them).
Place dependence: the behavioural component, referring to a functional
reliance on a setting to facilitate the achievement of goals and carry out desired
activities.
Social bonding: a social component suggesting that settings can become
meaningful through supporting significant social relationships and shared
experiences over time” (Bell et al 2015b:57).
Stedman (2003) regarded that place satisfaction, or a summary judgement of the
perceived quality of a setting (Mesch and Manor 1998), is also an important factor to
consider in a wider notion of ‘sense of place’.
“One may be satisfied with the setting but not particularly attached, and the
reverse may also be true. Sense of place is therefore conceived of as
encompassing meanings, attachment, and satisfaction” (Stedman 2003:672).
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Scannell and Gifford (2010) provide a detailed synopsis of place attachment in the
academic literature and recognising the multiple factors and definitions, describe the
people place in a “tripartite organising framework” as illustrated in Figure 2.3. This
combines objective and subjective components of place attachment in three
dimensions of “person, psychological process and place”.
Figure 2.3 The tripartite model of place attachment as defined by Scannel and Gifford
(2010:2)

The first concerns the human being who is actually attached (or detached) through
individual feelings or in a communal group feeling. The second dimension relates to
the ideas of Jorgensen and Stedman (2006) whereby the psychological process
involves the emotional bond through affect which attached feelings, together with
cognitive influences that construct meaning, through social constructive lens, and a
behavioural component, expressed through people’s actions in a place. The third
dimension is place as measured in spatial terms through various geographic scale of
home, community, region, country, etc., through two dimensions of social and physical
aspects such as belonging, referring to social ties and rootedness, describing the
physical attachment. With such a diverse pool of ideas on the place attachment
concept this framework reinforces and begins to explain how places mean different
things to different people:
“Sense of place is a synaesthetic faculty that combines sight, hearing, smell,
movement, touch, imagination, purpose, and anticipation. It is both an individual
and intersubjective attribute, closely connected to community as well as to
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personal memory and self. It is variable. Some people are not much interested
in the world around them, and place for them is mostly a lived background. But
others always attend closely to the character of the places they encounter"
(Relph 2009:26).
A recent debate has arisen regarding the notion of affect and non-representational
theory in what it can ‘add’ to the sense of place (Andrews 2017, Andrews 2014, Hanlon
2014, Kearns 2014). Andrews proposes that there can be more to the sense of place
than is currently described in the binary social constructivist approach that sees sense
of place as an experience that leads to the creation of meanings and feelings towards
places. The binary view is that either people are the focus and health is a product of
their agency within different environments in terms of social, cultural, economic,
political and medical aspects. If on the other hand place is the focus it is the landscape
that hold the therapeutic properties that convey the meanings which create health
(Andrews 2015, Andrews 2014). Andrews proposes that the use of the notion of affect
adds to the sense of place in its developing within a person:
“On one level this involves the basic ingredients of a sense of place coming
together through space and time; assemblages of humans and non-humans
being (re) created and interacting. On another level, showing up involves this
physicality being detected by human bodies that react to it; what might be
thought of as a very basic, incomplete yet powerful sensing” (Andrews
2015:338).
As soon as these feelings are consciously recognised and interpreted time has moved
on and the recording of these things in words or writing things are then socially
constructed. People engage with, understand and experience place through affect.
Though recognising this as a difficult concept to grasp, Andrews proposes in future
research into the affective notion in non-representational theory in that ‘other’
dimension of sense of place to gain insight into different senses and feelings.
“Life initially happens, and is sensed, registered and shared at this level. Just
as there is no way of escaping this part of life, there can be no opting out of
researching it. In terms of difficulty, just because affect cannot be precisely
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observed or measured, does not mean that it does not exist. Just because affect
cannot be easily articulated, does not mean that it can be ignored or regarded
as a barely relevant background” (Andrews 2015:338).
Hence the mix of human attitudes, meanings and feelings combined with spatial
properties illustrates the complexity of what can be understood by the sense of place
and why people can experience the same place in different ways. It raises the question
of whether it is the place that is inherently therapeutic or the human experience that is
had there. In environmental planning when the meaning of places is considered and
included better results and satisfaction or perhaps, collaboration can result (Manzo and
Perkins 2006). In consideration of the links between health and place then this implies
the importance of acceptance of these ideas in health planning too. It would seem that
a multidimensional approach to the sense of place is pertinent to discussions of health
and place in order to explore environmental features that people identify with, are
attached to, have feelings toward, as well as considering behavioural aspects in terms
of intentions and actions.
The overall research aim of this study is to explore whether the use of participatory
mapping can lead to the enhanced co-planning of rural health services through drawing
attention to the importance of differing dimensions of rural place. Since the focus is on
testing the method, the understanding of place in this research incorporates the
thinking of Agnew (1987), the definition of sense of place used here is based on the
dictionary of human geography, as this encompasses socially constructed meaning as
well as phenomenological feelings. This sense of place was used in the analysis
according to describe any emotion or feeling or sense expressed when discussing
relationship of place and health in all its aspects, as considered by participants,
including health services and healthcare provision, rather than investigating how one
particular aspect of place attachment or indeed strength of attachment, is expressed.
The respective components of sense of place were not analysed in terms of how this
sense of place was expressed. The concept I based this work on incorporated a variety
of related ideas identified in existing literature in relation to embodiment and place
making. I included not just feelings towards the physical properties of the place but
also experiences research participants had of being within that place, in terms of
emotions and sensations and how this might relate to health. This included treatments
for ill health or medical attention to maintain health along with other personal lifestyle
activities that people can perform to look after themselves in terms of health.
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Medical and Health Geography
The sub discipline of medical geography evolved during the late 1960s and early
1970’s. Its development in terms of place and health has echoed discourses on space
and place in its parent discipline of geography. It has also reflected developments in
the paradigm of the new public health. Medical geography originally concerned itself
with place through a spatial science approach and had two main foci, firstly, disease
ecology in the mapping and modelling of disease distribution or the mapping of health
profiles, and health status in studies of the determinants of health and disease.
Secondly health service provision by characteristics of its location, access and uptake
(Rosenberg 1998). At this time the scientific medical model, or biomedical model, was
dominant in health policy research in these areas and so this spatial science approach
was felt to be pertinent and practical (Rosenberg 1998, Kearns and Moon 2002,
Andrews 2003). With the paradigm of the new public health, a proposal was made,
most notably by Robin Kearns, for the inclusion of more social theory in a ‘post medical’
geography of health (Kearns 1993). This would follow the parent discipline of
geography, particularly in its cultural turn (Kearns and Moon (2002), in understandings
and explorations of place beyond those of solely spatial science, examining the
relationships between people health and space:
“Rather than a ‘passive’ container where facts relating to health are logged and
chronicled place was a ’living’ construct that contributed to health” (Kearns and
Moon 2002:609).
To Brown and Duncan (2002) the new public health focus on a social model of health,
together with its philosophy that recognising the potential impact of place on population
further supported Kearns encouragements for a wider view of geography and health
than the sub discipline medical geography provided (Kearns 1993:142). This was also
in recognition of the wider knowledge and ideas about relationships between people,
place and health in both objective and subjective notions:
“The objective (location) and subjective (experience, sense of place) aspects of
place are thus intimately intertwined in a dialectical relationship and both must
be taken into account when seeking to understand manifestations of health and
social care in specific locales. Indeed these elements are what crucially
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constitute the contexuality of place (as distinct from space)” (Poland et al. 2005,
172).
Another angle of health geography research incorporating the social model has been
to explore geographical variations in health status (e.g. Curtis and Rees-Jones 1998)
and particularly the occurrence of health inequalities. Within the notion that “where
people live, as well as who they are, shapes patterns of health and inequalities in
health” (Macintyre and Ellaway 1999:165) two main aspects of influence are defined,
firstly that of ‘people’ in compositional effects and secondly that of the actual ‘place’, in
contextual effects (Curtis and Rees-Jones 1998; Smyth 2008; Macintyre et al 2002).
In this work context means opportunity structures that exist in the local physical and
social environment, i.e. the place. Composition means the characteristics of the
residents making up the population in a specific place, i.e. the people (Macintyre et al
2002:130). Health geography research relating to health inequalities has focused
mainly on the contextual effects (Smith and Easterlow 2005,Smyth 2008). Macintyre
et al (2002) extend on these two aspects of context and composition with a third effect
of the ‘Collective’. The Collective effect is the socio-cultural and historical features of
communities which:
“Emphasises the importance of shared norms, traditions, values and interests,
and thus adds an anthropological perspective to the socio-economic,
psychological and epidemiological perspectives often used to examine area
effects on health” (Macintyre et al 2002:130).
Since such ‘collective properties’ are part of the context to which a resident is exposed,
these could also be included as contextual effects (Macintyre et al 2002). In light of
literature surrounding income inequalities, social cohesion and social capital, these
authors (Macintyre et al 2002) suggest a focus on these and other aspects of collective
shared social structuring when considering physical environments and resources as
opposed to social environments and events occurring in a community (Macintyre et al
2002:130).
These three aspects can be identified in the wider determinants of health model
(Dahlgren and Whitehead 1991) as discussed in Chapter one. Though represented in
discrete bands these factors need to be considered not as independent of each other
when considering impact on health. In the same way in human geography people and
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places are not studied independently of each other (Holloway and Hubbard 2001:7),
rather than existing as two completely separate entities, the contextual and
compositional effects of a place are mutually reinforcing. They jointly influence health
outcomes as health experience depends on both the characteristics and the attributes
of where people live (Eyles and Williams 2008). Frohlich et al (2001) also agree that
context is both the reflection of the place and the characteristics of the people of the
place, and this relationship is recursive:
“cultural context (shared reinforced practices) and structural context (local
institutions and their rules and ability to distribute resources) are intertwined”
(Frohlich et al 2001:792).
Following Marxist influences in Harvey’s work (Harvey 2010), Cummins et al (2007)
have proposed an alternative perspective to study the relationship between health and
place in a ‘relational’ approach. Through a relational lens the two effects of composition
and context can be combined to view health and place in a more holistic manner:
“place is relevant for health variation because it constitutes as well as contains
social relations and physical resources” (Cummins et al 2007:1825).
Such relational dynamics are identified by Cummins as one of the key differences
between viewing place and space in a relational way as opposed to the more
conventional way. This understanding is illustrated in Table 2.12 which compares
features of a conventional view of place with an opposite viewpoint in a relational view.
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Table 2.12 Conventional and relational understandings of place (from Cummins et al
2007:1827)

Conventional view of place

Relational view of place

Spaces with geographical boundaries
drawn at a specific scale

Nodes in networks, multi scale

Separated by physical distance

Separated by socio relational distance

Resident local communities

Populations of individuals who are
mobile daily and over their life course

Services described in terms of fixed
locations often providing for territorial
jurisdictions, distance decay models
describe varying utility in space

Layers of assets available to
populations via varying paths in time
and space. Euclidean distance may not
be relevant to utility

Area definitions relatively static and
fixed

Area definitions relatively dynamic and
fluid

Characteristics at fixed time points e.g.
‘deprived’ versus ‘affluent’

Dynamic characteristics e.g. declining
versus ‘advancing’

Culturally neutral territorial divisions
infrastructure and services

Territorial divisions , services, and
infrastructures imbued with social power
relations and cultural meaning

Contextual features described
systemically and consistently by
different individuals and groups

Contextual features described variably
by different individuals and groups

Health care planning policy regularly focuses on quantitative data, such as rates of
morbidity or mortality, where place of residence and people’s health is viewed in
conventional ways in terms of specific physical aspects of their environment or
demographic characteristics. This is a relative view of space which in health research
could be seen as:
“These studies are not, per se, about the role of areas in influencing health:
rather they use areas as vehicles for exploring hypotheses about the role of
physical exposure or material deprivation in the aetiology of ill health” (Macintyre
et al 1993:216).
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In a conventional view of space geographical boundaries are marked out in Euclidean
spatial distance, divided by features or structures, either natural or manmade, and
measurable by distance or time. For example healthcare services are provided from a
fixed hub or unit such as a hospital or, as in this research, a general practice surgery,
to residents that live within an identified geographical boundary, determined by
distance. (Curtis 2010:10). Individuals living within the divided sections are categorised
in terms of a feature or aspects such as a specific medical condition or an aspect of
health inequality. This conventional view of place is also represented as being neutral
in terms of socio-cultural characteristics and it can give the impression that such area
features are static over time, hence further illustrating the limited vision of place that a
conventional view can bring. As Harvey (2010) described a relational view point sees
place as the junction of meetings of people in a space. Relationality is not fixed since
the relationships between people and place are constantly forming and changing
(Holloway and Hubbard 2001:7). Places and actors within them can be viewed as
nodes in complex and extended networks and the forces and flows can be at all levels
in society, national, regional and local. Thus Curtis describes this as:
“relational interpretation of space is thought about in terms of a complex set of
nodes in networks, which are not organised in a static way according to
Euclidean distance but much more fluid and dynamic and subject to multiple
interpretations by different people and agencies at any one time” (Curtis
2010:10).
The sense of place details what a place means to people (Frohlich et al 2002). Through
place making people discern place from space by attaching personal meaning and
values to space (Brown and Weber 2011:316). Health geographers argue that this
aspect could contribute to the holistic picture of population health determinants and
health outcomes. Eyles and Williams propose:
“There are various place characteristics which may affect place effects on
health. Three are important: the physical… the social… and the psychological.
We suggest that the psychological dimension has often been underemphasized
in studies, especially in so far as it relates to health” (Eyles and Williams
(2008:4).
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Such ideas from the literature supported the use of participatory mapping in this
research to explore the relational concepts of sense and place, through perception of
residents, when considering their lived environment and its impact on their health.
Therapeutic Landscapes
Research practice within the medical and health geography field has taken philosophy
and social theory, modifying them to create new conceptual frameworks. One example
of this is the concept of therapeutic landscapes which provides “a geographic
representation to consider how places can contribute to health” (Gesler 1992:743). In
his seminal writing, Gesler introduces landscapes in a broad context incorporating the
‘new cultural ‘geography recognition that landscape is shaped by physical, human and
societal influences. Therapeutic landscapes stemmed from definitions of landscapes
and properties of healing, rather than health and wellbeing in general, as Gesler states:
“The physical and built environments, social conditions and human perceptions
combine to produce an atmosphere which is conducive to healing” (Gesler
1996:96).
This description highlights the importance of understanding the potentially therapeutic
physical and social attributes of a space but in addition the possible therapeutic value
through additionally recognising the subjective ways in which individuals relate to,
experience and understand that place (Braubach 2007 in Bell 2015). That is the sense
of place which adds a humanistic approach in healthcare in considering the
relationship between the patient and the health professional. This particularly
introduces a humanistic element to a medical model of health. Patients can express
their thoughts and feelings on their experiences ‘in place’ and ‘of place’ and in return,
the healthcare professionals’ interpret and consider their story in how they treat the
patient and decide the treatment plan. This links to notions of co-production of
healthcare services in striving for a mutual partnership and a person centred approach.
Since sense of place is the type of research topic that is most closely associated with
geographic humanism, to explore sense of place in the context of the co-production of
healthcare services is justified:
“Sense of place connotes the meaning of intention, felt value and significance
that individuals and groups give to places. The concept of the lifeworld or the
taken for granted world of everyday living has been developed as a way of
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explaining peoples sense of place. Places provide meaning for people in many
different ways” (Gesler 1992:738).
The conceptual framework of therapeutic landscapes concerns three main aspects of
environment in considering how they contribute to health and wellbeing (Williams
2007:1). They have been consolidated as follows:
“Physical environments - natural and built physical environments,
Social environments – social relationships, formation of social capital
Symbolic environments – the meanings attached to geographical settings”
(Curtis 2010:33).
Initially the therapeutic landscapes literature described places believed to aid healing
and recovery from illness (Gessler 1992), those visited specifically for the socially and
culturally constructed therapeutic properties based on a physical property such as an
aspect of topography e.g. a spa town, or on a building e.g. religious sites. The
recognition of landscape as being constructed from physical, biological life forms and
created objects was further developed to encompass the health giving or health
maintaining or what is now a popular term, ‘wellbeing’ properties of a place (Williams
1999; Kearns and Moon 2002). Most recent work has included the study of everyday
places, in particular those such as green space and blue space, linked to leisure, and
health promotion activities. Also included are properties not necessarily perceived by
a non-resident or ‘outsider’: for example a supportive social network (Smyth 2005,
Wakefield and McMullan 2005).
The health promoting benefits of natural environments are now widely recognised
(Hartig et al 2014) and, though this research is set in areas of outstanding beauty,
where visitors may come for restorative possibly healing properties, it cannot be
assumed that members of the community will perceive a place in such a manner. It is
in the everyday life in terms of the new public health approach, that this thesis
considers therapeutic landscapes, as perceived by residents, since what one person
finds positive in therapeutic terms may not be so to another within the same setting
(Cattell et al 2008). Just because an object or facility is present in the environment, for
example a physical feature, that is perceived as positive by health professionals in
terms of health promotion and enabling residents to choose healthy lifestyle options,
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does not mean the residents perceive it as such or may not use it as such. It is also
not necessarily the landscape per se that possesses therapeutic properties but more
the individual’s interpretation and emotional experience of that landscape or place, in
what Conrad describes as a therapeutic experience. In considering the relational
aspects of health and place Conradson (2005) developed ideas regarding the
relational dynamics between the self and the landscape in terms of physical
environments.
Health geography has also used this theoretical perspective of space and place in
terms of health inequalities as characterised in human populations. Curtis (2010)
substantiates this from two points:
1. Our emotional and psychological response to places and their significance for sense
of identity, wellbeing and identity
2. The role of space and place in processes of social and political control and
resistance in the relations between dominant and subordinated social groups (Curtis
2010:6).
Such relationships of place include consideration of landscapes of health and risk
(Curtis 2010) in terms of ill health as well as in terms of prevention and management
in line with the definition of health applied to this study.
“The thoughts and behaviours of people are influenced by both meanings
derived from the experience of living in a place and from social cultural political
and economic contexts which encompass a place” (Cravey et al 2001:1764
paraphrasing Gesler 1992).
This research tested participatory mapping methodology to explore perceptions of the
complexity of how peoples’ everyday experiences of healthcare services and health
aspects of their lived environment act as therapeutic resources in terms of place.
In Conclusion
Contemporary Scottish health policy seeks to use co-production in seeking both a local
voice and local action in the creation of health service. In terms of the concept of place
its wider dimensions are underutilised in policy direction. My consideration of the
history of developing notions of space and place has created a brief synopsis of ideas
that could be grasped by health professionals and add to the picture of health and
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place. Considering the uniqueness of place and the challenges of rural healthcare
delivery, participatory mapping by means of it being a spatial tool is worthy of use in
exploring health and place in rural settings. No other literature was found that described
use of participatory mapping in Scotland, or rural Scotland, as an approach for health
service planning. I have therefore used this participatory methodology to explore how
this could uncover a local voice, to reveal a wider meaning of place to incorporate
feelings, meanings and senses related to health creating and health limiting
environments. The next chapter describes the methodology and the research methods
to explain how this technique was used to generate, gather and capture a local voice,
and then explore how this could be used in health service planning, in rural Scotland.
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Chapter 3 Methodology and Methods
Introduction
This chapter will discuss the methodological approach which I took in this work. The
chapter is divided into two parts considering methodology in section one followed by
the methods in section two. The first section concerns the methodology of the research,
describing the underlying concept of the study, its philosophical basis and then
detailing the study design. The second section explains the research methods selected
to answer the research questions. It continues by reporting the piloting of these
methods and then gives an account of how these methods were used to collect the
data. It concludes with an explanation of how the data was analysed.
Section 1 Research Methodology
The Research Approach
This thesis is a report of an investigation to test the use of the research technique of
participatory mapping to discover how it can inform the co-planning of rural health
services in a place-based approach. The review of the academic literature shows that
this method has not been used to address co- planning health services in rural areas
in Scotland. It therefore forms the basis of this research in its overarching aim of
exploring ‘How does participatory mapping highlight the importance of place for coplanning rural health services?’
Since my background as a health sector worker and a dietitian is in a positivist science
I have put a great deal of effort into understanding debates on epistemology, ontology
and methodologies in human geography. Here I clarify my understanding of how this
thesis is positioned in relation to these. Figure 3.1 depicts the interconnection of the
philosophical worldview assumptions, the research design and the specific methods or
procedures of research that constitute a research approach (Creswell 2014:5, Creswell
2009). I use this framework, because of its clarity, to explain the research approach
selected and applied in this study. I now discuss each of these three components in
turn.
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Figure 3.1 The research approach framework (adapted from Creswell 2014:5, 2009:5)

The Philosophical Background
Paradigms are “a basic set of beliefs that guide action” (Guba 1990:17). They are
shaped by a person’s life experience, academic disciplinary beliefs and attitudes. They
encompass the four aspects of epistemology, ontology, axiology (ethics) and
methodology (Denzin & Lincoln 2011:22).
As an alternative to paradigm’ Creswell (2009 & 2014) terms the philosophical
background as “the worldview” that underpins the study:
“A worldview is a general philosophical orientation about the world and the
nature of research that a researcher brings to a study” (Creswell 2014:5).
The thesis will now establish the philosophical positioning of this research by
considering the four major worldviews highlighted by Creswell in Figure 3.1 above.
First each worldview is described, then follows an example of how it is applicable in
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the health research context and finally justification is given as to which worldview is
applicable or not to the research in question here.
Positivist worldview
The positivist world view involves the proof of a theory or the acceptance or rejection
of a hypothesis. Traditional or conventional scientific research aligns with this world
view (Creswell 2014:5) as does the scientific medical model, to provide ‘evidence
based medical practice’. In terms of health research it adopts a biomedical model
where the body is seen as a collection of parts, behaviours or characteristics. Generally
quantitative data is collected from a wide population to draw general conclusions that
can be applied at a population scale (Gatrell and Elliot 2014:31).
In terms of this study, where a health geography lens is applied, cartographic maps
are used to detail health data such as disease incidence and demographics that is
quantifiable statistical data, to describe the health status of an area. In this format the
geographic area is regarded as a ‘space’ which aligns to the positivist worldview
“location and spatial arrangement matter but ‘place’ is incidental’’ (Gatrell and Elliott
2014:30). A major objective of this research is to engage in a dialogue with rural
residents in exercises of participatory mapping to elicit context sensitive information
relating to health and place. The quantitative health data maps are used as a tool to
develop this dialogue but not to provide a definitive cause to explain the figures. By
listening to the voice of local experience this research seeks the descriptive qualitative
meaning of health and place and consequently is not positioned as positivist.
Constructivist worldview
A constructivist worldview, also referred to as social constructivism or social
interactionist, is more applicable in this instance since it proposes:
“that individuals develop subjective meanings of their experiences – meanings
directed toward certain objects or things” and “often these subjective meanings
are negotiated socially and historically”. They “are formed through interaction
with others and through historical and cultural norms that operate in individuals’
lives” (Creswell 2014:8).
From a health research perspective, human beliefs, values, meanings and intentions
are taken into consideration and people are regarded as a ‘person’ rather than a
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labelled body, with the emphasis on discovering the meaning of health to them as an
individual. “Meanings of health and illness experience are constructed out of the
interactions which may be conversations or encounters that we have with each other
in everyday life” (Gatrell and Elliott 2014:37). Small areas e.g. individual communities,
individual neighbourhoods are studied because the experience of place is important.
Qualitative research methods are most commonly used since a subjective view is
sought to explore meaning and interpretation of the social world. Results are unique to
the place of the research and are not necessarily transferrable to other areas or applied
to a wide population.
Gatrell and Elliot also state that in this approach:
“people are seen as more than passive recipients of knowledge about health
and health care rather people are continually engaged in the construction of
such knowledge” (Gatrell and Elliott 2014:37).
As a consequence everyone is viewed as contributing information, ideas or opinions
of equal value, to build a picture of their individual or collective viewpoints on health
and ill health (Gatrell and Elliott 2014:37). This aligns itself with the co-planning and
co-production ideals in the current health policy context in which this research is
embedded.
In this respect this worldview informs and influences the research in question here,
referring to the users’ experiences and feelings around rural health services and
valuing their reports and stories, which comprise the data. This worldview would align
with two of the research objectives namely:


To consider the value of using participatory mapping, as a spatial and visual
tool, in facilitating wider user involvement in the co-planning and co-production
of rural health services.



To explore the ways in which participatory mapping highlights the importance of
local knowledges and differing dimensions of (rural) place in shaping the coplanning and co-production of rural health services.

However a third aim is:


To examine the implications arising for the future use of participatory mapping
in the co-planning and co-production of rural health services.
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The research questions concern testing how techniques of participatory mapping can
contribute to such co-planning. It is the deployment of these techniques and an
emphasis on the nature and extent of the participation of local residents in this research
that positions the worldview that underpins this study as transformative (see Figure
3.1).
Transformative and participatory worldview
Developing from the constructivist view, the transformative (Creswell 2014:9) or the
advocacy and participatory worldview (Creswell 2009) endorses an action agenda for
those involved in or affected by the research:
“The research inquiry is intertwined with politics and a political agenda. The
research contains an action agenda for reform that may change the lives of the
participants, the institutions in which individuals work or live and the
researcher’s life” (Creswell 2009:9).
Research in this worldview addresses pertinent social issues such as inequality,
oppression and empowerment, informing the research questions and the research
process which results in a collaborative approach. Participants are involved, to a
greater or lesser extent, in the various stages of research designs i.e. research
questions, data collection, data analysis, decision on consequent actions. Through
active participation, further marginalisation is avoided and a uniform voice for change
resounds:
“Transformative research provides a voice for these participants raising their
consciousness or advancing and agenda for change to improve their lives. It
becomes a united voice for reform and change” (Creswell 2014:10).
In health research individuals or groups may not regard themselves as marginalised
or disenfranchised. However current health and social policy involves a shift that asks
for, and values (in principle), everyone’s knowledge. This also asks for a recognition
of shared responsibility. This can lead to empowerment from a shift in the balance of
power, which could assist or advantage people such as minority groups, patient
groups, those experiencing health inequalities and the so called ‘hard to reach groups’
(Cinderby 2010), that current health service policy strives to include in listening to the
voice of users. In this research, extending on the constructivist enquiry to seek out and
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value people’s meanings, this worldview takes a further step in including that voice to
plan future action. The data gathered is intended to be analysed and used in a co
productive symbiotic relationship, whereby individuals (i.e. the participants) are more
than passive givers or receivers of knowledge. Participatory mapping can be simply a
visual tool to enhance an interview or to facilitate and record an exercise in mapping
assets. However, in this study the transformative world view dominates as the intention
is to use participatory mapping to create a space for knowledge exchange and
knowledge creation. Within this space the researcher’s status is not regarded as
superior to the participants, and in an equal relationship participants can take more
control of the processes, resulting in actions more relevant to their situations (Kesby
2000:425).
Pragmatic worldview
The pragmatic worldview does not see the world as an absolute unity. It considers
specific situations, and selects methods , techniques and procedures of research that
appear most appropriate dependent on the consequences rather than “antecedent
condition” (Creswell 2014:10).Researchers focus on the research problem and access
all approaches available to resolve the problem and therefore aligns itself to mixed
methods approaches. Creswell (2014:11) states:
“this can be used in mixed methods studies with its importance for focussing
attention on the research problem in social science research and then using
pluralistic approaches to derive knowledge about the problem” (Creswell
2014:11).
In health research an example of this is in planning a public health intervention to target
a specific health condition. Mapping could be used in both quantitative and qualitative
ways (Beyer et al. 2010). The quantitative maps viewing areas as a space to illustrate
the magnitude of the health condition could be combined with maps created in
participatory mapping techniques to capture and display the qualitative data – the
feelings, perceptions and interpretations of what that health condition means to the
people who live in the place.
In this research quantitative health data from the community is mapped and considered
but is only used as a visual tool to facilitate the discussion within that community in
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searching for meaning rather than explaining cause. However, in the final stages of
this research the following objective is addressed:


To examine the implications arising for the future use of participatory mapping
in the co-planning and co-production of rural health services

This was investigated through consultation with professionals involved in health care
planning. From a pragmatic worldview position professionals were asked to consider
how the qualitative data collected comprising the ‘local voice’ could be used together
with statistical data in the medical profile of the community population. In short how
could the perceived meaning and the proposed or proven cause of a current health
situation be combined to inform future rural health planning.
My research stems from a constructivist worldview but the emphasis on participation
and co-production provides the overarching worldview for this research as the
transformative (or advocacy and participatory) worldview. Professionals involved in
health care planning were asked to consider from a pragmatic worldview position how
the results from this knowledge generating exercise could be used in health care
planning.
Research Design
The thesis will now consider the second component of the research approach – that of
the research design. The research design, also referred to as the strategy of enquiry
or the methodology, steers the overall direction of a study:
“Research designs are types of enquiry within qualitative, quantitative and
mixed methods approaches that provide specific direction for procedures in a
research design” (Creswell 2014:12).
The distinction between qualitative and quantitative approaches made by Miles and
Hubermann (1994:1 and 1984:15), as use of words and use of numbers, can be seen
as oversimplification. So too can the description of the use of qualitative and
quantitative research methods defining a mixed methods study (Maxwell 2010:480).
Seen as a still developing and emerging field of enquiry, mixed methods has been
given a set of characteristics by Tashakkori and Teddlie (2010):
“Mixed methods involves combining or integration of qualitative and quantitative
research and data in a research study” (Creswell 2014:14).
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This study, in its overarching aim, explores whether the use of participatory mapping
can lead to the enhanced co-planning of rural health services, where, traditionally,
quantitative data predominates. Within the study quantitative data is not collected but
is used as secondary health data to inform and enhance the participatory mapping
methods in collecting qualitative data. Qualitative data collected through different
methods of participatory mapping are quantified to enable digitisation in GIS software
as maps and in excel as graphs. This not only provides a visual representation of the
results but also allows translation and presentation of the results in the same format
that health professionals use so reducing any hierarchical element in ownership or
characteristic in the equality of the data to be considered in future health planning. In
the final stages of the research process professionals involved in health care planning
were asked to consider how qualitative data, collected in participatory mapping, could
be used alongside quantitative data in planning rural healthcare. In this way the
research reported here aligns with the description of mixed methods from Brannen
(2005:4) where:
“Mixed methods research means adopting a research strategy employing more
than one type of research method. The methods may be a mix of qualitative and
quantitative methods, a mix of quantitative methods or a mix of qualitative
methods” (Brannen 2005:4).
Taking Brannen’s definition further, in this study, rather than being “a strategy in its
own right” the mixed method strategy is “subsumed within another research strategy”,
that of Participatory Action Research (PAR), “in which a number of different methods
are embedded” in order to generate and gather data. The primary research aim
concerns the use of participatory mapping therefore the concept of participation
underpins this work and means that a participatory action research approach framed
the design of the fieldwork process. In itself participatory action research is defined as
a qualitative inquiry when employed in a co-productive manner (Creswell, Hanson,
Plano and Morales 2007:256).
Using the lens of health and place, in a variety of methods that utilised a participatory
mapping technique, subjective meanings and views were sought from research
participants, hence qualitative data was generated and gathered. The data was then
quantised and digitised, and finally captured and displayed in maps created using GIS
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software and graphs using excel Microsoft software. The following section will explain
the participatory action research strategy of inquiry.
According to Brydon Miller et al. (2011:388) participatory action research “is the sum
of its terms”. Figure 3.2 from Hughes (2008:385) illustrates the relationship between
these three parts. The model explains the relationship between participation, action
and research illustrating how the categories are not distinct but overlap, with
boundaries that are “permeable or fuzzy” (Hughes 2008:385). As a project evolves and
develops the different weightings, and combinations of each of the three elements (i)
systematic inquiry (ii) professional practice intervention (iii) participation in decision
making by key stakeholders become apparent. Reason and Bradbury (2008:6) regard
participatory action research as “a family of approaches”. This ‘family’ of participatory
methodologies encompasses a variety of approaches, methods and techniques as
discussed in the literature review. The term participatory action research is sometimes
used interchangeably with that of action research but looking more closely at the
relevance and meaning of the words ‘action’ and ‘participatory’ highlights their
difference and it is important to state how these words influence the approach a
research study design aligns to.
Figure 3.2 The relationship between participation, action and research (Hughes
2008:385)
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Brydon Miller et al. (2011:367) locates participatory action research “within the broader
context of action research practice”. Action research was first used as term by Lewin
for use in practical democracy and education in the practice of inquiry. It
characteristically takes place as a cycles of planning, action and evaluation in a
spiralling, escalating manner (Lewin 1946) .Thus action research employs an iterative
approach of action and reflection in repeated steps within the research process.
Reason and Bradbury (2008) define action research:
“Action research is a participatory process concerned with developing practical
knowing in the pursuit of worthwhile human purposes. It seeks to bring together
action and reflection, theory and practice, in participation with others, in the
pursuit of practical solutions to issues of pressing concern to people, and more
generally the flourishing of individual persons and their communities” (Reason
and Bradbury 2008:4).
In the context of this research the issue of pressing concern is the restructuring of
health services which ultimately impacts upon the flourishing of individuals and, as a
result, on the sustainability of a community. Health policy today focuses on a dual
partnership between patient and practitioners, with an equal respect on the knowledge
pertained from both patients and practitioners, but alongside that an equal emphasis
on action and responsibility to play an appropriate part in health service planning and
delivery.
In earlier work Reason and Bradbury emphasise that by adding the word ‘participatory’
to action research signals to “a political commitment, collaborative process and a
participatory worldview” (Reason and Bradbury 2006). In a similar way Brydon Miller
et al. (2011) distinguishes “its focus on collaboration, political engagement and its
explicit commitment to social justice” (Brydon Miller et al. 2011:388)
Cornwall and Jewkes (1995) also emphasise the extent of participation in the research
process in determining the approach. They describe the development of participatory
rural appraisal from rapid rural appraisal and the influence of action research,
highlighting the main difference as the collaborative gathering and processing of the
data rather than an exercise of data collection alone. Chambers (2008:297) charts the
development of the participatory methodologies of rapid rural appraisal (RRA),
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participatory rural appraisal (PRA) and participatory learning and action (PLA),
sometimes collectively referred to as the abbreviation RRA/PRA/PLA:
“These are sets of approaches, methods, behaviours and relationships for
finding out about local context and life. All three continue to be practised and
are in various ways complimentary” (Chambers 2008:297).
“In participatory rural appraisal outsiders convene and facilitate – local people,
especially the poor and marginalised, are the main actors. It is typically they in
small groups, who map, diagram, observe, analyse and act” (Chambers
2008:298).
In previous work by Chambers (1994) the participatory element is noted as the
distinguishing characteristic between rapid rural appraisal and participatory rural
appraisal. In rapid rural appraisal information is elicited and extracted from the
participants by the researcher for analysis by the researcher whilst in participatory rural
appraisal the information is shared and owned by the local people and they, as
participants, assist in the analysis. Kindon, Pain and Kesby (2007:11) highlight the
significance of participation within the research process in order to hold an equal
knowledge exchange and ownership of that co-created knowledge:
“Action research does not necessarily engage participants directly in the
research process” whereas “participatory action research strives to embody a
democratic commitment to break the monopoly on who holds the knowledge
and for whom social research should be undertaken, by explicitly collaborating
with marginalised or vulnerable other” (Kindon, Pain and Kesby 2007:11).
Within the space created by participatory action research for this equitable knowledge
relationship there is also a significance of the experience of the participants in
occupying this space:
“Participatory action research values the process of research as much as the
products so its success rests not only on the quality of information generated
but also on the extent to which skills, knowledge and participant’s capabilities
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are developed through the research experience” (Kindon Pain and Kesby
2007:13).
Once again it is the duality of the two words of ‘action’ and ‘participation’ that shape
the premise of the results of participatory action research - that of the resulting action
from the research but also the resulting effects on the people taking part in the research
process. As summarised by Kindon, Pain and Kesby (2007), Taylor et al (2004) see
action research as focused more on “social action, policy reform or other types of social
or systematic change” in terms of the action, whilst participatory action research is
seen as “learning as a vehicle for increased citizen voice and power” thus the resulting
change is in personal strength of characters (Kindon, Pain and Kesby 2007:11).
Khobzi and Flicker point out how such enrichment of character through ‘participation’
can then consequently lead to relevant ‘action’:
“The very process of meaningful participation can be transformative: through
active engagement individuals and communities can become better equipped
to make sustainable personal change and challenge structural inequalities”
(Khobzi and Flicker 2010:347).
In the research presented in this thesis, the term participatory action research refers
to the strategy of enquiry employed which encompassed community based
participatory research (Khobzi and Flicker 2010: Beyer et al 2010) using participatory
mapping approaches, carried out through a number of methods, including participatory
rural appraisal (Cinderby 2010), participatory GIS (Cinderby 2010) and public
participation GIS (Cromley and McLafferty 2012).
A participatory action research design is used to engage local citizens in the research
process and to share the knowledge created equally between the researcher and the
participants with an acknowledgement of the potential to change the lives of both
parties, placing emphasis on both the words ‘action’ and ‘participatory’. A community
based participatory research aims to involve the subjects of the research in all stages
of the research process (Beyer et al 2010) and is an approach that:
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“provides a structure and mechanism for collaborative and rigorous research,
using well established or emerging methods, with a community focus” (Horowitz
2009:2634).
When delivered successfully it can be a mutual process where all parties can
experience a feeling of ‘ownership’. The balance between the researcher and
participant relationship together with ownership of the research is not straightforward.
As Naylor et al (2002:1176) points out PAR is ideally initiated by a community who are
then involved throughout the entire research process, which is facilitated by
researchers. The understanding of the equitable relationship of both the researcher
and the participants is a fundamental aspect to the success of participatory action
research:
“The keystone of participatory action research is that it involves those
conventionally researched in some or all stages of research, from problem
definition through to dissemination and action. Ownership of the research is
shared with participants who negotiate processes with the academic
researcher” (Pain 2004:652).
The origin of the research can also influence the potential extent of participation within
each stage of the research. In a true balanced partnership this should be equal
throughout but, as Kindon, Pain and Kesby (2007) point out, although collaboration
within each stage of a PAR research process is the ultimate aim, realistically the action
of both researchers and participants can be considerably different (Kindon, Pain and
Kesby 2007:15). It is also acknowledged that the research is often not instigated by
the community and the literature can fail to clearly identify who actually initiates the
research problem (Naylor 2002:1176). The situation reported in this thesis was a
project that originated from academia. It did not arise from a specific community
identifying an issue or situation that required change. The research design originated
from a more traditional social science approach whereby an external researcher
determines the research agenda and designs a research protocol to extract the data,
which is taken away for analysis (Kindon, Pain and Kesby 2007:17).
As Greenwood et al (1993) realistically acknowledge, community participation cannot
be guaranteed. Neither can it be imposed in a research programme:
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“No one mandate in advance that a particular research process will become a
fully developed participatory action research project. Participation is a process
that must be generated. It begins with participatory intent and continues by
building participatory processes into the activity within the limits set by the
participants and the conditions. To view participation as something that can be
imposed is both naïve and morally suspect” (Greenwood, Whyte and Harkavy
1993:176 cited in Naylor et al 2002:1185).
This research was planned as a participatory action research strategy of inquiry but it
was unknown at the outset how each community would engage with the project. The
true extent of the research approach resulting in an action research approach, or as a
participatory action research approach, could not therefore be stated at the
commencement of the project. It is only on reflection and recognising the limitations of
the study, that comment can be made on how this research, which is grounded in the
philosophy of participatory action research, could develop and progress through the
steps of planning to action. This will be discussed further in later chapters discussing
reflection and the limitations of the study.
In conclusion the strategy of enquiry used in this research is one of participatory action
research design, in a ‘multiphase embedded in qualitative’ mixed methods research
design. The research was designed to enable members of the community who wished
to engage in the research process, to contribute to exercises of participatory mapping
in a public space, in order to co construct knowledge in relation to health and place.
The knowledge and understanding generated by the research would be owned by the
participants and was intended to be used as a platform on which to co-plan, develop
and build future community actions related to health service planning. Longer term
action or change within the community were beyond the limits of this time limited
doctoral research programme. However, I hoped that the process would foster a
culture of inquiry, a motivation for engagement and action for change in the community
with regards to healthcare planning. I further used the knowledge to answer the
research questions pertaining to how new insights from the use of participatory
mapping could be built into models of co-planning and co-production of rural health
services. The results were shared with health professionals to further consider this

120

question and, explore how this could be done in a complete co-production process,
where subsequent planning and delivery steps would occur.
A statement from Hughes (2008) supports my choice of a participatory action research
approach to explore the research questions in the context of testing participatory
mapping in a co-production model of healthcare planning:
“Participatory understanding can lead us to a sense of universal responsibility
that is growing at this historical moment. As all participate in webs of mutual
interdependency, this universal responsibility is too important and too complex
to delegate to professional or elected leaders. Each person has opportunities to
participate in building healthy and whole communities regardless of our
occupation, formal education and health status – participatory action research
is one way to do this” (Hughes 2008:384).
Section 2 Research Methods
Research Methods
I will now consider the third component of the research approach, that of the research
methods. Here I describe the selection, planning and execution of the research
methods. This includes a description of how the research methods were adapted in
the collaborative participatory research inquiry, through a pilot exercise and then
through the use of an iterative approach in the research process. This section will
describe the research process as it was carried out:
1.

The initial study design in light of the research questions.

2.

The selection of engagement settings and participatory mapping techniques.

3.

The selection of a medical case study, relevant to the Scottish context, to frame
the conversation on health.

4.

The selection of rural communities and invitation to participants for two case
study areas.

5.

The ethical considerations.

6.

The piloting and co design of the methods.
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7.

The refining of engagement settings and participatory mapping techniques.

8.

Data collection by application of the participatory mapping technique in the
engagement settings.

9.

Data analysis as applied in a co analysis approach.

The initial study design - selection of the engagement methods and settings and
the participatory mapping techniques to be used
As reported in Chapter 2 numerous participatory mapping activities or techniques are
available and have been used in research methods and designs. Participatory mapping
techniques incorporating GIS can be identified as, “a suite of tools with different
approaches relevant to particular contexts and issues” (Cinderby 2010:240). As with
all research methods, the specific ‘tools’ need to be chosen and then delivered in place,
according to the research scenario and situation. In this case the overall research aim
explored participatory mapping for rural health care planning. In investigating a local
voice in a rural context, selection of particular participatory mapping tools in the
research design were therefore carefully considered to be utilised in a variety of
engagement settings in rural areas, so as to include any voice that wished to be heard,
whilst also maintaining the anonymity of personal viewpoints. These points were
particularly pertinent in considering how to answer the first two research questions:


Research question 1: How can participatory mapping generate wider user
involvement?



Research question 2: What features of rural place does participatory mapping
highlight for co-planning rural health services?

Consideration was also given to resources available, ranging from the more traditional
pen and paper as compared to the latest technology and equipment, including
computer software, to help individuals express themselves through words and pictures
in participatory visual methods. After selection of two case study areas and initial
scoping and relationship building within the communities, the original research design
involved four stages in the fieldwork, where community residents act as participants.
Stage 1 and 2 were planned as data collection using collective and individual
participatory mapping, followed by stage 3 where co-analysis of the data using concept
mapping was planned. Stage 4 involved verification of the results, as represented in
the digitised community maps, during a public meeting. Professionals involved in local
health planning would then take part in this public meeting. This, together with
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individual semi-structured interviews with these professionals would answer the third
and fourth research questions:


Research question 3: What new insights do we learn about participatory
mapping that could be built into models of co-planning and co-production of rural
health services?



Research question 4: What are the strengths and limitations of participatory
mapping approaches to facilitate the co-planning and co-production of rural
health services?

My original plan is illustrated in appendix 1. Due to the participatory action research
approach and the iterative features characteristic of this research approach (Lewin
1946) the research process was adapted as it materialised. Alterations and
subsequent adjustments were made. These can be seen in appendix 2 which
illustrates the actual research process as it transpired.
The Research Process
Following initial design and planning, followed by ethical approval, the research
process materialised in the steps as detailed in Table 3.1 in order to utilise participatory
mapping techniques to generate, gather, capture data, and then analyse this data in a
participatory approach. This Table 3.1 details the sequence of each step and the
delivery of each method as it took place in the actual research process. Twenty eight
steps are identified.
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Table 3.1 The steps as transpired in the research process

Step

Description of the research process at each step

number
1

Designing and planning of study by researcher – selection of methods,
settings and medical condition to frame the research

2

Application for NHS ethics

3

Identification of potential case study areas

4

Selection of case study areas

5

Scoping in case study areas in discussion with medical practice teams and
key stakeholders and individuals in the community

6

Ethics approval by NHS research ethics committee (NOSRES)

7

Refining study design involving representatives from the community

8

Discussions with patient participation groups

9

Piloting of methods

10

Adjustment of methods according to piloting and in response to
participants suggestions (not significant enough to require ethical
approval)

11

Identification of community groups for focus groups

12

Advertising of fieldwork sessions

13

Fieldwork session 1- participatory mapping in 3 engagement settings

14

Preliminary analysis of data by researcher

15

Fieldwork session 2 - participatory mapping in 3 engagement settings –
review of previous session and introduction of new participatory map
exercises

16

Further analysis of data by researcher

17

Fieldwork session 3 – co-analysis of data through a sorting, rating and
ranking exercise of concept mapping in focus group settings with
community groups

18

Fieldwork session 3 - sorting and rating as a community ‘drop in’ session

19

Adjustment of methods according to participants suggestions - ethical
approval required as deemed significant change
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... Table continued from previous page
20

Ethical approval of adjustment to methods

21

Analysis by researcher

22

Digitisation of the analysis and results by the researcher using GIS
software

23

Fieldwork session 4 - verification of the final maps (see Chapter 5) by
community residents

24

Focus group with professionals involved in health planning

25

Analysis of meeting with professionals involved in health planning

26

Final feedback to the participant communities

27

Data analysis

28

Writing and compilation of thesis

The chapter now describes these steps in detail stating their justification for selection,
adjustment following piloting and use of a participatory iterative approach and finally,
how the process was actually delivered.
Selection of a medical condition to frame the research (step 1)
Since this research idea originated in an academic institution rather than from within a
community, I identified a health issue as a medical case study to frame the research.
For the past decade NHS Scotland has focussed its actions on tackling health
inequalities (Scottish Executive 2005a) and continues to tackle the health inequalities
gap (Scottish Government 2012). One intervention from ‘Delivering for Health’
(Scottish Executive 2005b) was ‘The Keep Well’ programme which continues as a
priority programme of work. Its vision is “to increase the rate of health improvement in
deprived communities by enhancing primary care services to deliver anticipatory care”
(Scottish Government 2014). A feature of this programme is a health check which
includes screening for cardiovascular disease (CVD) and its main risk factors, which
includes clinical measurements as well as discussions around lifestyle and life
circumstances. In NHS Highland the Keep Well implementation plan has begun to use
an asset based approach to community development (NHS Highland 2013) which will
take into account the opportunities in the wider environment of the place where people
live.
This was the reason for selecting cardiovascular disease (CVD) (limited to heart attack
and stroke) prevention as the health topic to frame this thesis case study, in examining
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health indicators and services. In spite of recent reductions in CVD incidence this
continues to be a major cause of morbidity and mortality in Scotland and it is likely that
participant’s lives will have been affected by this illness themselves or, within their own
family and friends networks, so the research would have some relevance to encourage
individuals to participate. Since participatory mapping is a technique that can be used
in a community development approach, by using this example the discussions with
professionals engaged in health planning would be relevant to illustrate where
participatory mapping could fit with a current NHS intervention such as the Keep Well
Programme.
From the research literature Horowitz describes the use of community based
participatory research in cardiovascular research as “relatively new” and defines a
number of enhancements in its use including “facilitating intervention development and
community buy-in” (Horowitz 2009:2636). The use of a community based participatory
approach in this research could therefore add to this knowledge base. In quantitative
epidemiological evidence CVD shows a geographical variation in incidence (Chaix
2009). NHS health community profile assessments used by professionals involved in
health care planning, map such incidence. The community profile can also display data
regarding certain lifestyle habits which, when altered to healthier patterns or more
positive health choices, can result in significant risk reduction for CVD (Yusuf et al.
2004). The information gathered through the participatory mapping can be presented
in the same format using geographical information systems software, giving it the same
visual credibility as the NHS collected data. A final point to support the focus on CVD
is the evidence suggesting that neighbourhood social context is included in the factors
linking social structure to CVD (Diez Roux et al. 1997) i.e. an illustration of place and
health.
Selection of case study areas of communities and participants (steps 3, 4 and 5)
No area in the Highlands has been identified by the NHS Highland cardiology
department as having higher rates of coronary heart disease than any other areas
within NHS Highland (2012, personal communication). Therefore selection was not
made on disease incidence rates. Certain areas of the Highlands and Islands
demonstrate a higher incidence of health inequality when studying specific medical
conditions. However, the areas for the study were not chosen on this basis. Since the
research concerns the planning of health services and because CVD prevention in
primary care settings frames the case study, it was viewed that medical practices were
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the appropriate route to initially introduce the research to a community and recruit
interested participants. Liaison with NHS Highland’s Research and Development
department assisted in selection of suitable and potentially interested practices.
Selection was based on pragmatic decisions concerning the interest of medical
practice partners and the existence of active patient participation groups. Medical
practices were sought who had patient participation groups - the service whereby the
local community (i.e. the patients registered at a practice) can voice their ideas and
opinions on medical service provision (Scottish Health Council 2012, Gillam and
Newbould 2016).
Since analytical conclusions drawn from multiple cases can present a more powerful
argument than a single case study, a multiple site case study design was used, using
a replication logic (Yin 2009:60). In multi-site qualitative studies the same research
questions are asked in two or more selected settings, by using the same data collection
and analysis methods procedures in each setting. Results give a detailed description
for each individual site but a cross site comparison is performed to draw generalizable
conclusions that could apply to many sites. Thus using multiple case studies can
produce more compelling results and increase the robustness of a study (Herriott and
Firestone 1983, Yin 2009, Stark and Torrance 2005:39). A further benefit of using this
method within rural studies is to counteract inaccurate views of ‘rural’ communities
‘being the same’. Yin (2009:53) advocates for careful consideration of the extensive
resources and time required in multiple case studies noting that these could extend
beyond the means of a single student research investigator. I was mindful of this fact
in designing and planning this study as a ‘stand-alone’ doctoral research project. For
example the original study proposal identified the selection of three case study areas
but a pragmatic decision was taken to reduce this to two.
A replication design was applied whereby the participatory mapping techniques would
be repeated at each case study site. However due to the PAR co-production approach
of the study these would not necessarily be applied in identical situations. Therefore a
theoretical rather than a literal replication was applied (Yin 2009:59). Each case study
was individually analysed then a cross-case synthesis (Yin 2009:156) compared the
results from both sites.
Methodologically, to test the iterative process, more than one participating locale is
essential. Two medical practices in two comparable geographical study areas were
selected through direct communication with medical practices. One practice was
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included following initial enquiry and interest from a medical partner in the practice.
The other was selected due to its involvement in a NHS Scotland pilot study to
implement the Keep Well Programme. Meetings were held with the practice team to
discuss the initial research plans. Following agreement from the medical partners and
NHS research ethical approval from the North of Scotland Research Ethics Council,
the members of the patient participation group were addressed and invited to take part.
Both areas are provided with primary care services by a medical practice that has more
than one surgery, resulting from the recent amalgamation of previously independent
smaller medical practice teams. The case studies represent a defined geographical
community subset within the total practice patient registration list. Community, in the
context of this research is defined geographically, as all residents registered with the
practice living in the area covered by one surgery premises catchment area. Since the
aim here is to interrogate participatory mapping in a process of rural health planning it
was essential that both case study areas were rural. They represented two different
rural community populations according to the Scottish Government 8 fold Urban/Rural
Classification (Scottish Government 2014b). One is classed as an accessible rural
community with a population of less than 3,000 and the second is classed as a very
remote and rural area with a population less than 3,000. This enabled the application
of the methods in two different areas to consider its use across different remote and
rural contexts. The two areas were under the jurisdiction of two different health boards:
NHS Western Isles and NHS Highlands. This resulted in two sets of professionals
involved in health planning being consulted on the results which informed the methods
used in the study design, and considering if they can be applied across different remote
and rural communities. I recognised that the sample size of two will not provide a ‘one
size fits all’ method. Both communities are coastal, one West coast and one on the
East coast of Scotland. One is an island community and one a mainland community.
Following agreement by the medical practice team the patient participation groups
were approached, met with and invited to participate. Once they had agreed to take
part they co-designed the methods, first identifying existing groups to invite and a
snowball technique was used to create a stakeholder map of the different groups
existing in each case study area, as shown in Figure 3.3 and Figure 3.4. Three groups
from each area were sought with an aim to allow the opportunity for participation from
a variety of individuals according to age group, gender, social, economic,
demographics and other characteristics. Figure 3.3 illustrates the seven existing
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community groups in Uig that were identified by the Uig surgery Patient Participation
Group as suitable to be invited to take part in the study.
Figure 3.3 Stakeholder map case study area 1- the community of Uig

Figure 3.4 illustrates the five groups existing in the Ardersier community that were
identified by the Nairn Medical Practice Patient Participation Group as suitable to be
invited to take part in the study. Note that in both cases the patient participation groups
included themselves in this selection.
Figure 3.4 Stakeholder map case study area 2- the community of Ardersier

129

All community groups were considered and were approached by me with an initial
telephone call to a committee member. If a group was interested I attended their usual
regular meeting, to explain the study in detail and invite the group to take part.
Following agreement by three community groups in each case study area to
participate, local residents were invited to take part in any of the three engagement
settings namely focus groups, participation booth and ‘go along’ individual interviews.
Invitations were sent by word of mouth within the community groups, and advertised
through printed materials by way of posters, flyers circulated throughout key places
and an article placed in local publications that are distributed to each household within
the two case study areas.
Ethical considerations (step 6)
The study received ethical approval from The University of The Highlands and Islands.
Since it was a research project concerning health service development and the medical
practice patient participation groups were being accessed as a route into the
community, a research ethics application was submitted to the NHS North of Scotland
Research Ethics Council (29/10/12) for a proportionate review. This was approved.
By its nature participatory action research participants are involved to varying extents
in decisions regarding the research questions and selection of research methods. The
requirement of the NHS ethics process prevented any contact with community
participants until ethical approval had been granted. This necessitated a plan to be
designed by me to submit for ethics approval but with the addendum that the detailed
content of the research process would develop as the research proceeded. Appendix
1 details my plan as submitted with the ethics application.
Through the participatory, co-design and iterative nature of the research the process
was amended from my original design (see appendix 2). The ethics board was
consulted when changes to the original proposal were suggested as the fieldwork
progressed. When such changes were deemed a substantial amendment this
necessitated a re-application to the ethics board.
The research design considered accessibility to all members of the community in order
to enable the voice of all residents who wished to take part in individual or /and
collective ways. Participation in the research was voluntary for all members of the
community whether affiliated or not to the community groups who took part in the focus
groups. Patient information sheets were provided (see appendix 3). Consideration was
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given to the Gaelic culture and tradition of the case study area of Uig in Western
Scotland and written project information was provided in both Gaelic and English (see
appendix 4). Such cultural differences contribute to place in terms of sense of place.
It was clearly explained to participants that no medical records were being accessed
and all responses given throughout the project would be anonymised on the final maps.
The option to withdraw from the study at any time was also emphasised. Published
information from the British Heart Foundation, on cardiovascular disease prevention,
was made available and a named medical practitioner from the practice agreed to be
the contact should participation in the research give rise to any personal health
concerns.
Selection (step 1) and deliberation of the engagement methods and the
participatory mapping techniques in the chosen settings
Considering barriers to engagement, in order to give all members of the community an
opportunity to take part, three engagement settings were selected in both case study
locations, in which to host the participatory mapping exercises. This was also in an
attempt to hear ‘the quieter voice ‘of the community rather than the ‘usual suspects’.
The engagement methods were initially suggested by me but were refined, and the
sites of engagement decided through conversations in both case study areas, within
the community with potential participants, the medical practice staff and key
stakeholders (Steps 5, 7, 8 and 9). Following these discussions the three methods for
engagement were agreed as follows:
1. Focus groups in already established community groups in a communal familiar (or
usual) setting
2. Participation booth in a frequently visited public setting
3. Individual ‘go along’ interviews in a setting of the participant’s choice
Each method of engagement will now be described through each ‘engagement setting’,
detailing the rationale behind the choice of the engagement selection, the piloting, the
co-designing and finally the deliberation of the participatory mapping techniques and
supportive cartography resources as utilised within each engagement setting.
Focus Groups
Focus groups are defined as “carefully planned series of discussions designed to
obtain perceptions on a defined area of interest in a permissive, non- threatening
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environment” (Kreuger and Casey 2009:2). Since the provision of health services has
the potential to be an emotive subject participants would need to feel comfortable to
contribute in the focus group. Participatory mapping has been shown to help diffuse
tension in discussions where there is potential conflict of interest (Alexander et al
2012). Focus groups were planned with groups drawn from existing social networks as
accessed through the groups listed in Figures 3.3 and 3.4. Established groups were
used due to a relationship already being established between members in the group,
and it was assumed that those ‘already belonging to a group’ are currently engaged in
community activity and would have an interest in taking part in the research. The plan
was that one group would be the patient participation group and then two other
interested community groups would be identified.
Participatory mapping techniques proposed for focus groups
Two focus group sessions were planned to be held with three community groups in
each case study area. Across the two focus groups four participatory engagement
techniques, to generate and gather qualitative data, were planned to be used. The two
focus groups were planned to take place over a 3 hour duration with substantial
refreshments (light lunch, snacks and drinks) provided. This format was not unrealistic
as a similar format is described in the facilitator manual that arose from the ‘Good
Places Better Health’ initiative (Scottish Government 20014c). In order for effective
participation time it is important to develop relationships of trust between myself and
the participants and allow time to develop a detailed discussion. The delivery of the
focus groups was planned to follow an iterative process whereby discussions from
previous meetings were to be verified at the subsequent focus group discussions. The
four participatory mapping techniques selected for use in both case study areas were
planned as follows:
i)

Body maps: creation of body maps

MacGregor (2009) talks of body maps as an illustration of the socialisation of science
or as a context-sensitive science which is integral to a citizenship health model which
fits with the co–production approach. Cornwall (2002:220) cited in MacGregor
(2009:89) describes Body Mapping as “Bridging the gap between biomedical
messages, popular knowledge and lived experiences, providing a more relaxed
interviewing style, where peoples own words and interpretations can be expressed”. A
body map is a visual creative way for individuals to express understandings and
feelings about their own body and how they express themselves. Body maps were
132

selected to gain an understanding of the participant’s level of knowledge and
understanding of risk factors and prevention of coronary heart disease. I planned to
give each participant a piece of paper which had an illustration of a male and a female
body outlined on it. I would then ask participants to write or draw on the body any
aspect that they were aware of that could impact on health in terms of coronary
vascular disease.
ii)

Community participatory mapping: creation of individual maps

The aim of this mapping exercise was to investigate what each participant perceived
to be ‘their local area’ in geographical and social terms, “To see how local people
interpreted and constructed their local area in relation to key landmarks and
participatory spaces” (Brodie and Cowling 2010:11). This exercise would also
determine participant’s perceptions of place as ‘local’ within a regional Scottish context.
I planned to give each participant a blank piece of paper and ask them to draw or write
about their local area and how they felt it impacted on their health, particularly their
heart health. This exercise would reveal if my geographical boundary view of ‘the local
area’ included all that was perceived by the participants as local.
iii)

Community participatory mapping: Creation of community map

I planned to use cartography in large printed ‘to scale’ Ordnance Survey maps as a
visual tool would provide a focus for discussion as well as a data collection tool. The
visual aspect reduces barriers to literacy and the elements of the rural geography are
easily visualised so participants are able to comprehend and communicate
environmental factors expressed on the familiar format of an Ordnance Survey map.
Navigation of, and orientation on a map, is achievable for all age groups, providing
guidance and explanation is given by the facilitator or by other participants (Cinderby
2010) but I was aware that map literacy could be a limitation. Annotation of the map
using pictures, words on post it notes, or applied directly onto the paper, would gather
the data. This is the participant’s voice in a mapping process. This can also prevent
domination of a conversation or actions by the most assertive individuals (Cinderby
and Potts 2007). A limitation of this was recognised as people with a visual or hearing
impairment would have limited ability to participate fully in this exercise.
In addition to the community map created by recording local knowledge of places and
spaces, and the feelings and meanings that are given to a these places in relation to
health, I constructed maps using GIS software to visually present secondary data of
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local census information and incidence of specific conditions. This aimed to encourage
discussion around how local people perceived and interpreted this statistical
knowledge for their local area. Recording their attitudes and feelings towards this
quantitative data added a qualitative local knowledge:
“the fusion of qualitative and quantitative information is important because it
enables non expert , community based users to link traditional map based GIS
data with more familiar images and sensory information about their
communities” (Cromley and McLafferty 2012:417).
Ultimately different combinations of these maps were actually used with different
groups in the different case study areas. These differences are highlighted in Table 3.2
that details how the specific participatory mapping techniques were delivered.
iv)

Community participatory mapping: Creation of the digitised community map

Geographical Information Systems (GIS) uses computer software with cartography to
digitally create and annotate maps. Use of this technology is to present detailed
geographical analysis and results in a visual way. It also enables the participants to
present their data in an equivalent and equal format to health planners and health
professionals. This increases participant democracy and production of results in a
format that ‘fits’ with other local information. The disadvantages of using GIS is the
requirement for the access to the technology hardware and software and the expertise
and skill to use the program, to create accurate and meaningful maps.
The focus group method was piloted in just one case study area. This was Ardersier
the East coast mainland case study site. The Nairn Medical Practice has two surgery
sites, the main site in the town of Nairn, with a smaller surgery in Ardersier. The
research was to take place with residents of Ardersier so residents from Nairn piloted
the focus group session methods. Four members of the Nairn Medical Practice patient
participation group who lived in Nairn, took part in the pilot exercise. Participants were
asked to attend two focus groups of three hour duration. However attendance at two
subsequent focus groups, proved unattainable or impractical to some pilot participants,
whilst others felt it was unrealistic to ask residents for this time commitment. A
collaborative decision was made to reduce the duration of each focus group session
from 180 minutes to 90 minutes. This was seen as a more practical option which placed
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less demand on peoples ‘free time’ since it would fit the duration of their existing
standard meeting times.
The exercise of participatory mapping to create individual maps to define what each
participant perceived to be ‘their local area’ proved a difficult concept for some
participants to grasp. After a short explanation, half the participants understood the
exercise and proceeded to draw their individual map on their blank piece of paper.
However the other half required a more lengthy explanation in order to understand and
do the exercise. Each of the four participants carrying out the pilot, described their local
area as no further than the boundaries of the local town of Nairn. As a result, and in
light of the afore mentioned change of reducing the duration of the focus group
sessions, it was agreed to omit this participatory mapping exercise and to clarify what
people perceived as their local area through discussion of the secondary data maps
which illustrated disease incidence on a medical practice scale, on a health board scale
and on a country wide (Scotland) scale. A collaborative decision was made that for the
purpose of the research the local area was defined as the catchment area for the
registration of patients on the surgery site list. I now think that this lost the opportunity
to explore how residents’ perception of their local space and place differed from the
geographical boundaries that are set by NHS defining medical practice catchment
areas. This meant that residents were directed by professionals’ ideas of location in
terms of what was deemed local in the case study area.
In order to gather sufficient data and to attribute adequate time for the co-analysis of
the data I suggested a third focus group of 90 minutes duration was added. The
participants in the pilot exercise agreed with this decision. These alterations following
the piloting are illustrated in part of appendix 2 which details the actual plan following
the pilot and iterative process employed in the research approach.
Following the amendments from the piloting stage, Figure 3.5 illustrates how the focus
groups were planned to be delivered in an iterative process in both case study areas.
Three focus group sessions were planned each of 90 minute duration. The first session
(fieldwork week 1) involved creation of the community map using supportive
cartography or other visual material and using open ended questions. The second
focus group session (fieldwork week 2) continued to create the community map, re
visiting the results of the first, after I had carried out some preliminary analysis, and
then introducing more cartography relating to health in the area. The third focus group
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session (fieldwork week 3) utilised the participatory exercise of concept mapping) to
co-analyse the data.
Figure 3.5 The delivery of the focus group method

In both case study areas the patient participation groups and two other community
groups agreed to participate in a series of three focus group sessions. Table 3.2 details
the number of focus groups that were actually delivered and how the different
participatory mapping research methods were used in different combinations in the
focus groups. In both case study areas two community groups actually participated in
holding focus groups. In both case study areas the group of retired people participated
in three consecutive focus groups. In both case study areas the group of parents
participate in two focus groups. In both case study areas the patient participation
groups were unable to participate in any focus groups. These findings are discussed
further in Chapter four. As Table 3.2 indicates the Ordnance Survey map was used in
all focus groups. I will now describe how each participatory mapping technique was
delivered in each area and the particular focus groups in these places.
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Table 3.2 The final combinations of the usage of participatory mapping methods as
transpired in the focus groups actually delivered at each fieldwork session

Focus group

Fieldwork session
1

Fieldwork session
2

Fieldwork
session 3

Uig Cardeas
group

Ordnance Survey
map

Ordnance Survey
map

Ordnance Survey
map

Body map

Concept map

Disease incidence
data
Uig parents
group

Census data maps

Did not take place

Ordnance Survey
maps
Ardersier
Friendship
Group

Ordnance Survey
map

Ordnance Survey
map
Concept map

Ordnance Survey
map

Ordnance Survey
map

Body map

Concept map

Disease incidence
data
Ardersier
Parents group

Ordnance Survey
map

Ordnance Survey
map

Census data maps

Body map

Did not take place

Disease incidence
data

Participatory mapping techniques actually used in the focus groups
i) Community participatory mapping: Creation of digitised community map
This was the main mapping method used to generate and gather data in all focus
groups for all 3 fieldwork sessions in both case study areas. An example of the
Ordnance Survey map used is shown in appendix 5. Figure 3.6 shows a photograph
taken during one of the focus group sessions to illustrate how participants gathered
around the map. The aim was to address research question 2: What features of rural
place does participatory mapping highlight for co-planning rural health services? In
accordance with the iterative approach the map was revisited at each session to verify
the results as they evolved through the research process.
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Figure 3.6 Photograph showing a focus group in action

In the retired peoples groups, in both case study areas, the Ordnance Survey map of
the area was the first map presented to the participants. In the parents group in both
case study areas it was the second map to be introduced. This exercise used a spatial
science approach, the space being the medical practice register area and the places
identified by participants as locations on the map. Participants were asked to identify,
and if they chose to, to mark site of habitation on the map with the aim of orientation.
An asset mapping exercise followed whereby places were identified, mainly buildings,
where people went. I facilitated the creation of a dialogue concerning place to
encourage participants to describe:


What they went there for?



What happened there?



How did this make people feel?



And how did this impact on their health?

This enabled place to be discussed in three dimensions as location, locale and sense
of place, as defined by Agnew (Agnew and Duncan 1989). It also predominantly
employed a social constructionist approach, but also incorporated the two additional
approaches of descriptive and phenomenological as proposed by Cresswell (2015).
ii) Creating body maps
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Body maps were used with the retired peoples groups in both areas, during focus group
session 2 and with the parents group in Ardersier. The aim was to gain an
understanding of the participant’s level of knowledge and understanding of risk factors
for and prevention of cardiovascular disease. The maps showing a male body and a
female body (appendix 6) were handed out and participants invited to write or draw on
the maps their knowledge of risk factors for developing cardiovascular disease. A
visual record was created on the body map which was then referred to in the discussion
relating ‘place’ and ‘heart health’. No reference was made as to whether or not
participants gave the correct answers to the causes of coronary vascular disease since
it was not an aim of the participation to educate and disseminate public health
information. However, in line with ethical considerations participants were made aware
of educational material and contact details for a local medical practitioner should the
exercise raise concerns regarding personal cardiovascular disease risk. I do not
analyse this data from the body maps any further since it showed that participants were
aware of health promotion messages regarding coronary vascular heart disease
prevention and could therefore contribute to the conversation surrounding place and
health that is the focus of this thesis.
iii) Secondary health data maps
I created census data maps, using the 2000 census data, from a question that had
asked people to rate their own health in the past year. These answers were plotted
against postcode districts. Examples of the census data maps used can be found in
appendix 7.The aim of these maps was to facilitate discussions relating to perceptions
of health and place. They were presented to the parents groups in both case study
areas. As shown in Table 3.2, following discussion of these maps both parents group
were then presented with the Ordnance Survey map of the area (see appendix 5). I
created secondary health data maps illustrating the incidence of cardiovascular
disease and medical conditions that increase risk of cardiovascular disease, from both
medical practices’ disease demographics data. Examples of the secondary health data
maps used can be found in appendix 8. Further maps were distributed detailing
graphical display of rates of risk factors for cardiovascular disease across Scotland.
This data was sourced online from Scottish Government, Scottish health survey data
(The Scottish Public Health Observatory 2013). The aim of these was to facilitate
discussions relating to perceptions of health and place. These were presented in the
retired peoples groups in both case study areas in the second focus group sessions.
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iv) Community participatory mapping: Creation of digitised community map
To address issues of an equitable process of participatory mapping, with regards to
the control and the balance of power in the knowledge representation, interpretation
and ownership (Chambers 2006) the methodology was designed to address
hierarchical or power imbalance of skills which could be construed as ‘control’ by
participants. I made the computer equipped with the Geographical Information
Systems (GIS) technology available to the group with the aim that anyone with a desire
to, could physically contribute to digitally create and annotate maps. This would
emphasise that the participants could ‘own’ and present their data in an equal format
as health planners and health professionals. However no one took the opportunity of
using the computer and the paper Ordnance Survey map was the consistent method
used across all 3 fieldwork sessions. The paper map where everyone could gather
round together held more attraction than use of the computer. Appendix 9 contains an
image created for each case study area of the maps from the focus groups which I
combined during my analysis.
The Participation Booth
The aim of this technique was to meet with members of the community as they went
about their normal day and invite them to add their thoughts to a map in answer to
open ended questions about how they felt about where they lived and its effect on their
health. A large paper map (size A0) was laid on the table and surrounded by display
boards exhibiting literature pertaining to the research background, the study aims and
objectives and the open ended questions. Participants were invited to add their
thoughts, ideas and answers to the open ended questions through writing or drawing
on sticky notes, or directly on to the map, indicating places that had value or meaning
to them regarding their health. This method was chosen to generate and gather
information from a sample of people who, for whatever reason, would not be involved
in community groups or would not necessarily give their views in a public meeting. This
is modelled on the research by Cinderby (2010), who describes this as Rapid Appraisal
Participatory GIS (RAP-GIS) and also that of Munoz and Nimegeer (2012).
To pilot the participation booth method a mock participation booth was created in the
office and trialled with university department students and staff. It was decided to stage
the participation booth throughout all three fieldwork weeks, in both case study areas,
using comments from previous sessions on the notice boards, so as to elicit verification
of participant statements that I had analysed and interpreted.
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The next stage was the delivery of this method as illustrated in Figure 3.7. In both case
study areas the first step was to collaborate with the members of the patient
participation groups to decide on the best location to set up the booth. The booth was
used in fieldwork weeks 1 and 2. In fieldwork week 4 it was set up again so that the
final maps could be verified.
Figure 3.7 The actual delivery of the participation booth method

In Uig discussions with the manager of the community shop led to the information booth
being placed in the shop. Days were chosen that were identified as usually the busiest
by shop staff. Figure 3.8 shows the participation booth set up in the Uig community
shop. Two community events were to be held at the Uig community hall and I was
invited to set up the participation booth in order to provide other opportunities for
engagement. I was able to do this for one event but the second event was cancelled.
In Ardersier discussions with the patient participation group suggested a central point
for participation would be the old school since this building hosted the library and
service point and was the venue for a variety of community group activities. Figure 3.9
shows the participation booth set up in the Ardersier old school. There were no
opportunities in Ardersier for the booth to be used at any community events during the
fieldwork period.
The A1 sized map was placed on the table when I was present. In my absence a notice
on the table informed any interested parties when I would next be in attendance.
Participants were asked to record their thoughts and comments in words or pictures
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on a post it note and place it on the relevant part of the map. I engaged in conversation
with each individual participant using pre-dominantly open questions. Poster board
displays exhibited the open ended questions, the research aims and objectives and a
short explanation for the research project.
Figure 3.8 The participation booth in the Uig Community Shop

Figure 3.9 The participation booth in the Ardersier Old School

I used the map in facilitating a dialogue with each participant to explore health and
place. The first stage, as with the focus group, was to ask people to identify where they
lived, to orientate themselves on the map. They were not asked to mark their residence
since in a rural area of sparse population individual homes would be identified and the
142

anonymity or participants threatened. Once again a spatial science approach, was
used to orientate participants to the map by identifying locations. Conversations then
advanced beyond an asset mapping exercise by use of prompt questions to explore
perceptions of place in dimensions of locale and the sense of place. Again this
combined descriptive, social constructionist and phenomenological orientations to the
meaning of places that participants identified. In the nature of participatory action
research and an iterative process, in the second week of field work statements were
taken from the previous week and highlighted in the poster board display. The
statements and comments remained on the map from the previous week for comment
by the same or new participants. Participants were informed of the subsequent
fieldwork dates and invited to return to view and verify the findings at the community
meeting, thus involving participants in co-analysis of the data. Figures 3.10 and 3.11
show the final maps that were created in the Uig participation booth and the Ardersier
participation booth.
Figure 3.10 The community map created in the Uig participation booth
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Figure 3.11 The community map created in the Uig participation booth

The ‘Go Along’ Individual Interviews
The opportunity for one to one conversations between myself and participants was
offered as a ‘go along’ interview method. This is an in depth participant led interview
carried out ‘on the move’, where the researcher accompanies the participant to a
particular place of meaning for the participant (Gatrell and Elliot 2014:107). Use was
made of technology to enhance this participatory technique by use of GPS tracking
and interpretation with GIS, to gather and capture data in relational space (Curtis
2010:11). Participants were invited to take me on a walk, or wheel if mobility or
geographical distance was an issue, to a local meaningful place and whilst there, to
describe to me why and how the place impacts on their health. The fact that the
participants choose the place because of its personal meaning can result in a more
participant led interview process (Hein, Evans and Jones 2008:1275). It can be “easier
to verbalise attitudes and feelings when living the experience in place” (Hein, Evans
and Jones 2008: 1275) and the method allows participants to “not only tell their stories
but reveal their stories” (Gatrell and Elliot 2014:107). The practical issues this method
can raise were considered (Bell et al. 2015a) and safety issues were particularly noted
in the ethics application.
This method was offered for two main reasons: Firstly to accommodate people who
preferred individual rather than group situations. It was considered that this might
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appeal to the ‘quieter ‘or ‘unheard voice’, which could include those from ‘hard to reach’
demographic groupings (Cinderby 2010). Secondly it was offered as an option for
individuals with a desire to share their personal story in greater detail in addition to
them contributing in a group setting or in the participation booth.
A pilot exercise took place in Inverness with university department students and staff
taking part in Go-along individual interviews. It was predicted that reception for internet
access would be intermittent on the iPad tablet in the remote and rural areas where
the fieldwork was to take place, so photographs were taken using the iPad and GPS
readings taken using an iPhone. The spatial data was then mapped back at the desk.
In delivering this method the opportunity for one to one conversations between myself
and participants was offered. The intention was that participant led interviews took part
‘in place,’ where I travelled to a place through an area of their locality with the
participant, whilst they described their area, taking photographs of relevant places or
features whilst I recorded GPS co-ordinates. Interviews were offered during fieldwork
weeks 1 and 2. During fieldwork week 4 participants in this method were invited to
verify the final maps. Figure 3.12 illustrates how the ‘go-along’ interviews were
conducted in the actual research process.
Figure 3.12 The actual delivery of the go along interview method

In Uig inclement weather prevented the walks being carried out. In Ardersier two walks
did take place outside but these too were hampered by inclement weather and were
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‘cut short’. The wind strength prevented the effective use of Ipad for photography and
audio equipment to record the conversation.
This method transformed into a semi-structured individual interview in the participants
home using Ordnance Survey maps as a question prompt and a tool to record data.
GPS data was not recorded. As in the other two engagement methods (focus group
and participation booth) a spatial science approach, was used to orientate participants
to the map and identify significant locations, followed by open ended questions to
discuss locale and sense of place.
Again participants were informed of the subsequent fieldwork dates and invited to
return to view and verify the findings at the community meeting, thus involving
participants in co-analysis of the data.
The Iterative Co-Design Process
In the nature of participatory action research and the iterative approach, alterations
were made to the research process in collaboration with the participants. The first
significant change relates to the focus groups as previously mentioned when
describing the piloting of the method. The decision was made with the participants in
the pilot, to insert a third focus group session to carry out the concept mapping exercise
so as to reduce the duration of each focus group. This became the action during the
third fieldwork week within the focus groups (see appendix 2). Focus groups meetings
were arranged and where possible, again in line with participant’s suggestions, this
was held during existing community group meeting dates. A second change to the
focus group plans, but not regarded as significant, was that a light lunch was offered
in gratitude for participants’ time and efforts, but this was declined by all the groups, in
both case study areas. Instead simple light refreshment was provided.
The second significant alteration was to the arrangements for the meeting between
residents and professionals who work in health planning. The initial research plan
included a community consolidation exercise, in both case study areas, during
fieldwork week 3, following the analysis of the data and the creation of digitised maps
using GIS technology (see appendix 1). All the participants and any other interested
residents (i.e. the whole community) were to be invited to attend this meeting, along
with key stakeholders, professionals and organisations involved in local health
planning. The agenda was for the maps to be presented, shared and discussed and
an action plan formulated by the community as a whole, identifying which community
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groups would take the lead on which items. During the fieldwork, participants in both
case study areas, felt that attendance at numerous sessions was difficult and no one
time of day would suit everyone. In addition the practicalities and difficulties of bringing
together professionals with healthcare planning roles at the same time as community
participants became apparent. As a result there was no opportunity during this
research programme for the resident community as a whole to meet and to formulate
an action plan together with relevant professionals and stake holders in a co-planning,
co-production approach. As a result a fourth fieldwork week visit took place where
community groups were invited to verify the final GIS maps. Two separate drop in
community sessions were arranged to which all other residents, including the individual
‘go along’ interviewees, were invited to verify the data, and discuss possible future
steps for the community. A separate focus group session was planned where I would
meet with invited stakeholders and professionals involved in health planning to present
the ‘local voice’ that had been generated, gathered and captured through the
participatory mapping methods. This was viewed by the NHS ethics committees as a
substantial change to the research methods and was submitted to and approved by
the NHS ethics committee.
The third significant change was that writing or filling in forms was unpopular. Written
consent was a requirement of the study so could not be changed. I reconsidered the
completion of demographic data forms and the focus group evaluation forms. I devised
vocal exercises to replace these. The results would be captured in the audio and video
recording of the focus groups, which all participants had consented to. The sorting and
rating exercise used flash cards numbered 1 to 5 for participants to indicate their
decision. Again audio and video records were taken which would additionally
contribute to verification of the results of the sorting and rating exercise. I utilised
facilitation skills to ensure that everyone had a chance to state and explain their
reasoning, vocally or by annotation of maps.
Data Analysis
I carried out an initial analysis of the data following each fieldwork period. Participants’
involvement in the data analysis was planned through the iterative process of revisiting
data at each subsequent fieldwork session. After completion of fieldwork week 2 I used
open coding to begin a thematic analysis and construct an initial coding framework. In
the manner of participatory action research, and also to add rigour to the results, the
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participants were involved in co-analysis of the data, in identifying and verifying the
themes used in sorting and coding the data.
To carry out co-analysis of the data I used the participatory method of concept mapping
as developed by Trochim (1989):
“concept mapping is a structured conceptualisation process. It is a participatory
qualitative research method that yields a conceptual framework for how a group
views a particular topic or aspect of a topic” (Burke et al 2005:1393).
In absence of specific computer software, Concept Systems, developed and sourced
in the USA, this research utilised an adapted ‘manual ‘version which as supported by
Trochim (1989:1) who quotes Novak and Gowin (1984) in stating that; “concept maps
can be drawn ‘free hand’ after an initial articulation of the major ideas and classification
of them into hierarchical concepts”.
Burke et al (2005) identifies six stages in concept mapping: preparation, generation,
structuring, representation, interpretation and utilisation:


Step 1 Preparation - deciding the focal question and identifying the participants.



Step 2 Generation - participants address the focal question and generate a list
of themes.



Step 3 Structuring - the participants independently organise the list of items
generated: “They sort the items into piles of statements based on their
perceived similarity. Each item is then rated (stage 4) in terms of its importance
or usefulness to the focal question” (Burke et al 2005:1393).



Step 4 Representation - the computer software enables data entry and digitised
sorting and rating to produce quantitative summaries and visual data as ‘maps’
of the relationship and importance between items through processes of “multidimensional scaling and hierarchical cluster analysis” (Burke et al 2005:1393).



Step 5 Interpretation - “Participants process and qualitatively analyse the
concept maps, considering the domains of the items that form each cluster, and
the content of the cluster” (Burke et al 2005:1394).



Step 6 Utilisation - the findings are discussed to determine how they best inform
the original focal question of how where they live impacts on their health.
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These six steps are now described indicating how this concept mapping method was
adapted and utilised to co-analyse the conversations gathered through the
participatory mapping techniques.
In step 1 of the concept mapping ’preparation’ the focal question was devised by me
and involved asking how rural residents perceive their place and its impact on their
health. The participants in this study are defined as all participants who consented to
take part and contributed to the study. Participants were all residents from the local
community who are registered with the local medical practice.
Concept mapping step 2 ‘generation’, was commenced in fieldwork week 1 and
continued in fieldwork weeks 2 and 3, where participatory mapping was utilised to
address the focal question and so generate and gather local knowledge in the creation
of community maps. The researcher shared the information from all the community
mapping with the participants by overlaying transparent sheets that had the map
annotated data captured on them. These were layered on top of the Ordnance Survey
map. The annotation was shared, compared and discussed. Participants were asked
if they wished to add anything further to their group community map. Following the
second fieldwork period the researcher had studied the maps from stage 1 and 2, and
transcribed the data gathered and recorded on all of the community maps. Each
individual comment was written onto a card as single statements. These statements
were used in the third focus group session (fieldwork week 3) to complete the step of
‘generation’ in creating the list of themes.
Taking the individual statements generated by their community group (which combined
from all engagement sessions represented a self-selected community voice)
participants were asked to carry out step 3, ‘structuring’, by sorting and clustering the
data statements into themes in an open coding exercise. The group was asked to
divide into small groups to discuss which statements could be grouped together under
topics or themes that they identified.
For step 4 ‘representation’, in absence of the software the method was manually
adapted to enable the participants to look at the importance of issues and
responsibilities for the individual themes produced for each ‘pile‘ or ‘cluster’ of
statements that they had sorted in the previous step. The group were brought back
together and collectively discussed their thinking and opinions and decided on final
themes. This agreement meets with the attributes of participatory action research in
the people being involved in the analysis of the data. This action also verifies the data.
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Since writing and form filling had been unpopular each person was given a set of score
cards which rated importance on a graduated scale of 1 to 5, with 5 being essential
and 1 not essential. In continuation of Step 3 I asked the group to rate the strength of
each theme in regards to its perceived impact on their health. This was to ascertain
how important each participant felt each theme (that they had collectively decided
upon) was for them (as an individual) in regards to maintaining or achieving good
health whilst living in their area. The participants held up a score card in answer to the
question for each theme. Scores were rated from a scale of 1 to 5 where 1 is not
important at all and 5 represents essential. The rating scale was adapted from Beyer
et al (2011). I counted and recorded each individual score card ‘vote’ and tabulated the
results (Chapter 4).
Using the same scale and score card voting system, the process was repeated in order
to ascertain how participants felt each of the themes in relation to living in their local
community, helped them to reduce the risk of developing cardiovascular disease.
Again I counted and recorded each score card ‘vote’ and tabulated the results (Chapter
4). A further ranking exercise explored participants’ opinion on how much responsibility
for healthcare they would assign to individual people or to specific statutory bodies,
organisations, groups in relation to each of the themes. This was in order to ascertain
participant’s perceptions of levels of responsibility held by specific entities, for health
care within the community, a fundamental basis of co-production and sharing
responsibilities for co-planning of health services. The participants gave a score in
answer to the question for each theme. Scores were rated on a graded scale of 1-5
where 1 signifies no responsibility and 5 full responsibility. Again I counted and
recorded each score card ‘vote’ and then tabulated the results (Chapter 4).
This process of rating and ranking using an adapted concept mapping method met the
requirements of a participatory rural appraisal approach whereby the information is
shared and owned by the local people (Chambers 1992). As participants, the local
people assisted in the analysis, rather than experiencing a process of rapid rural
appraisal, whereby information is elicited and extracted from the participants by the
researcher for analysis solely by the researcher.
A discussion followed the rating and ranking exercises, which signified adapted steps
5 and 6, in concept mapping. It provided an opportunity for participants to share the
reason for their score rating and for the researcher to further explore their answers,
with regards to health and place. It also provided a further opportunity to verify data
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already analysed by me and generate further qualitative data. This adapted concept
mapping method fulfilled the requirement of a participatory action research design
whereby it enables local people to produce and analyse their own information. This
demonstrates how concept mapping as a participatory mapping exercise aligns itself
to co-production principles for rural health service co-planning. In effect:
“The evolution or variation in ratings over time and the shifts in ratings
dependent on a variety of influences reflect what is described as the continuing
negotiation toward a position where the requirements of both sides are mutually
accommodated” (Carlaw et al 1984:247).
Analysing the data
Interpretation of the data generated and gathered through the participatory mapping
exercises used two approaches:
1. A structural approach – this analysed how residents participated in the research
process and how they voiced their perceptions in a narrative. This analysis of the
‘process’ of the participatory mapping exercises is presented in Chapter 4.
2. A substantive approach – this analysed what participants said in a thematic analysis.
The analysis was then illustrated and presented in maps and graphs. These ‘products’
of the participatory mapping processes are presented in Chapter 5.
The analysis strategy: The thematic analysis and coding structure
A thematic analysis was carried out on the transcribed recordings and the annotated
community maps from each of the participatory exercises. The analysis, based on the
framework approach (Ritchie et al 2013, Gale et al 2013) identified dominant themes
and sub themes, followed by the data being coded according to these themes. The
interpretive framework was developed both inductively and deductively.
Coding themes were derived inductively through the co-analysis of data by the
participants and the researcher. Being participatory action research the community
members’ involvement in the data analysis was planned through the iterative process
of revisiting data at subsequent fieldwork sessions. I analysed the data after each field
work episode and extracted inductive themes. On return to each community the data
was co-analysed through the sorting and rating exercise that took place at the third
focus group during fieldwork week 3, where participants inductively ‘drew out’ themes.
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I then shared their themes with the participants and these two sets of themes were
compared and refined collaboratively.
I then further developed the analytical framework by applying terminology and themes
derived deductively from published literature, from both peer reviewed academic
literature sources and from grey literature. The grey literature, from sources such as
policy documents, government reports and action plans, contributed towards themes
based around health service delivery facts. The academic literature provided themes
from concepts of co-production of healthcare services (Bovaird and Loeffler 2013,
Batalden et al 2016) and the theoretical framework of therapeutic landscapes of
wellbeing (Curtis 2010:7).
Five dominant themes emerged which relate to factors within the social determinants
of health model (Dahlgren Whitehead 1991) as described in Chapter 1 (Figure 1.1). I
adapt the terms used in this model to create two themes which I identify in this research
as concepts of healthcare service provision:
1.

Medical services (local, national, international policy)

2.

Lifestyle factors (health behaviour, demographics)

These two themes relate to the co-production of healthcare in terms of the provision of
services by professionals and the action taken by the patient themselves in delivering
healthcare services. These can be summarised as comments relating to health
treatment received and comments relating to personal health behaviours. The theme
of medical services encompassed both ‘ill health’ services provided by professionals
or actions taken by patients, to cure or alleviate or control symptoms of disease and
also services to promote or enhance ‘well health’ such as health promotion initiatives
and interventions aimed at disease prevention. The term lifestyle factors was used
here to theme aspects and characteristics that are used as health indicators in current
day health planning. It includes demographic and socioeconomic characteristics that
are considered in measurement of health indicators, for example in the assessment of
health inequality, along with behavioural risk factors for development of the noncommunicable diseases of the western world such as cardiovascular disease. These
risk factors constitute characteristics of a healthy lifestyle approach which is used in
the focus of public health medicine and targeted interventions to improve individual or
population health. I identify these as concepts of healthcare service provision because
patients exercise agency to ‘manage’ these factors according to their capacity,
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depending upon their personal situation, knowledge, attitude and skills. As described
in Chapter 1 this encapsulates a co-productive healthcare service where the patient is
empowered to manage their healthcare with the support of the professional in a
facilitating role. For example a dietitian as a health professional can support a patient
by providing information on specific foods to improve their health or manage a
condition, whilst also considering how the patient can access such foods. To deliver
this healthcare service the empowered patient then needs to have the capacity to act
to access such food items, prepare them correctly and consume them in order for a
successful outcome in terms of healthcare through dietary management.
The social determinants of health model includes environmental conditions which are
expanded in Barton and Grant’s health map for the local human habitat (Barton and
Grant 2006) as illustrated in Chapter 1 (Figure 1.2). However, I use the three
dimensions of environment that comprise the therapeutic landscape of wellbeing
conceptual framework (Curtis 2010:7) as themes since participants talked about
environment in terms of attributes of:
3.

Physical environment (natural and built environment)

4.

Social environment (comprising social relationships)

5.

Symbolic environment (meanings attached to geographical settings)

By using this landscape view (Curtis 2010), with its theoretical framework of a sense
of place, it was possible to identify how people experienced an environment and what
aspects of this environment they perceived as having the potential to have an impact
on their health. In other words this could demonstrate a residents’ perception of their
environment according to the relational aspects of health and place. The three
categories of physical, social and symbolic environments were used and demonstrate
how not just structures and resources, but also wider determinants of health, feature
in residents’ perceptions of the health impacts of their everyday environment.
The analytical framework considered not only the innate properties that the local
landscape possesses but also how an individual interacts with that landscape or the
occurrences within that landscape or space, as described in the work of Conradson
(2005) as a therapeutic landscape experience. The framework also draws on the work
of Curtis (2010) whereby individuals develop different perceptions of a landscape
according to their personal situation:
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“The variability of interpretations and meanings attached to a space and a place
is partly physiological due to individual differences of sensual perception but is
also socially constructed and interpreted depending on the social and cultural
context in which the individual is situated” (Curtis 2010:156).
The analytical coding framework enabled the exploration of interplay between
environmental, social and symbolic dimensions in a relational manner. I then applied
the analytical interpretative framework to the transcripts from the focus group sessions
and to the annotations on the maps from the participatory exercises, according to what
was discussed and noted. The thematic analysis identified topics in the conversation
and matched these to the places in the environment that the topics related to, or the
places that events or experiences described occurred within.
I then analysed how places were talked about in relation to what happened or took
place there, what experiences individuals had there and how people regarded the
spaces or the events. In this way the subsequent coding revealed how the ‘space’ took
on meaning for individuals as a ‘place’. This made use of attributional coding (Sylvester
1998) whereby participants were asked how and why the aspects they described
impacted on their health. This took the analysis further than a simple identification of
health impacting assets of an environment or as a place as defined solely as a location.
The data was also coded for how the experiences in these places were identified or
described by the participants in regards to their impact on health (treating ill health or
maintaining well health). I identified if this was a health creating fact or a health limiting
fact according to how the participant made their comment in a positive or negative
manner, or in the inference in the words they used. When coded for the themes, codes
were assigned where a theme was explicitly expressed by a participant or a participant
showed explicit agreement or disagreement to a detailed statement from a fellow
participant.
After coding, the local knowledge captured through the participatory mapping
exercises, as qualitative data, was transformed to quantitative data to illustrate visual
products. The thematic analysis classified and counted the number of times a theme
was mentioned in a similar method as Brock (1999) cited in Chambers (2007:11). Such
quantising is justified within a qualitative research approach:

154

“To facilitate pattern recognition or otherwise extract meaning from qualitative
data, account for all data, document analytical moves and verify interpretations”
(Sandelowski, Voils and Knafl 2009:210).
In the nature of participatory action research this also eliminated any hierarchy of data
which represented the public voice since it enabled the incorporation of the
transformed qualitative data into software requiring quantitative input to produce visual
packages uniformly and regularly used by professionals. Maps were created with
geographic information systems (GIS) software to show the spatial relationship to
specific spaces that people mention as featuring in the community. Graphs were
created to illustrate the frequency of comments made that referred to individual’s home
spaces and the whole space of the mapped parish area (Uig) and village area
(Ardersier). In transforming the data, the strength of the identification is measured by
the number of times a place was mentioned in the conversations and dialogue, during
participatory mapping, where I asked participants “how does living here help your
health?” To summarise, in coding the data, I identified information that the map
captured and gathered with regards to local services and attributes, as well how people
utilise or perceive such aspects as assets (or not) for their health, according to factors
incorporated in the model of the social determinants of health, using concepts of
healthcare service provision and therapeutic landscapes of wellbeing.
The thematic analysis now presented in visual maps and graphs needed verification
from the participants that it represented an accurate voice. I returned for a fourth
fieldwork week to present the digitised maps to the community groups, and at the sites
of the participation booth as a community drop in session. The individual participants
were also contacted and invited to feedback on the visual results produced from the
data. From this verification the results were taken to the professionals involved in
health planning and key local stakeholders in a focus group meeting.
Presentation of Findings to Health Sector and Local Authority Staff
The transformation of the data to create visual maps provided a means to present the
qualitative data in an understandable format to professionals in the health sector.
Professionals involved in local health planning and key local stakeholders were invited
to a half day focus group. The meeting agenda consisted of an exercise in community
mapping and presentation of the participatory GIS maps and excel graphs that I had
constructed from the co-analysed data. A discussion was held to explore how the
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knowledge generated, gathered and captured through the research process and in the
resulting products, could be utilised in everyday practice. This is discussed in full in
Chapter 6.
The Reflexivity of the Researcher and Positionality
Since the philosophical assumptions stem from personal human characteristics, the
researcher’s values and experiences in subjective research will impact upon the
research as a human being cannot be fully objective (Creswell 2014). According to
Rokeach (1973) cited in Greenbank (2003) individuals have a value system that
influences a person’s attitudes and behaviour. These are categorised into instrumental
values and terminal values. Instrumental values include:
“Moral values – what a person feels is the ‘right’ thing to do”
“Competency values – what an individual believes is the most effective way to
go about doing something”
Terminal values include:
“Personal values what a person hopes to achieve for themselves”
“Social values - how they wish society to operate, including political and
educational beliefs and objectives” (Greenbank 2003:791).
The ontological and epistemological position is influenced by the competency and
personal values (Greenbank 2003). The social values impact upon the question do we
have a value neutral approach or should the researcher accept the ‘partisan’ nature of
research? Researchers are advised to be aware of how these values influence their
research and a reflexive approach, where researchers attempt to be honest and open
about how values influence their research, is recommended. “Participatory approaches
act as a counterbalance to the influence of the researcher’s values” (Greenbank
2003:796). The researcher’s reflexivity is acknowledged as an instrumental factor in
qualitative research (Creswell 2014:186) and also in the participatory action approach
(Brydon–Miller et al 2011:391). In the discipline of geography this is also considered in
terms of the researcher’s ‘positionality’ (England 1994). Consideration has to be given
as to how much the researcher’s experience, knowledge, views and passions influence
the research but a researcher must also consider and recognise what is pertinent and
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significant about themselves that could impact on them whilst carrying out the
research. In this instance I, the researcher (the author of this thesis) brought to the
work over twenty years of clinical health service work mainly in health promotion and
community development. A significant period of this time had involved working and
living in rural areas, a proportion of which being spent in the Scottish Highlands region,
in both island and mainland locations.
Current health policy has shifted from the positivist scientific era of NHS health care
where patients were participators simply as passive recipients of information, being
instructed as to what they must do to improve their health or manage their condition.
In this way patients exhibited minimal descriptive levels of co-production (Needham
and Carr 2009). In this study I developed a working practice akin to the pragmatic
worldview, where the positivist scientific model provided an evidence based practice
agenda, based upon clinical trials, and supported by statistical data, to which I applied
a humanist, constructivist perspective with the aim to empower the patient. Through
increased knowledge and awareness, and along with strengthened confidence and
skills for action, empowered patients are enabled to make an informed choice
according to both personal and community action, within their lifestyle and situation.
This demonstrates a higher level of co-production, that of recognition, within their
health status (Needham and Carr 2009). I, as a health worker, anecdotally noted that
for some, despite education and empowering and motivating techniques some people
consciously do not choose, or for various reasons are unable to choose, a healthier
lifestyle option. Indeed some do not enjoy the so called healthy lifestyle options and it
is possible that choosing such options may not, in fact, help their wellbeing (Wood et
al. 2013).
The interpretation of ‘health’ incorporates different aspects and meanings for
individuals. Self-management and ill health prevention are not necessarily,
intentionally or otherwise, priorities for everyone. As stated in Chapter 1, health in the
context of this study is defined as much more than the absence of illness: “Health is a
state of complete physical, mental and social well-being and not merely the absence
of disease or infirmity” (WHO 1946).
I was mindful to listen to participants’ own perceptions of health through the data that
was generated and took care to avoid a research process that enforced the meaning
of health as defined by me, in my capacity as both a health professional and a PhD
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candidate, in my own personal viewpoint and actions. Participatory action researchers
work:
“To create circumstances in which people can search together collaboratively
for more comprehensible true authentic and morally right and appropriate ways
of understanding and acting in the world” (Kemmis and McTaggart 2011:578).
The researcher’s own values and beliefs must mirror this aim and I acted in the role as
facilitator to carry out the research ‘with’ a community, not carry out the research ‘on’
a community. The community was asked to give freely of their time and efforts. The
researcher was respectful of this interruption into people’s ‘everyday lives’ and care
was taken to ensure people did not feel as ‘research subjects’ or like ‘animals in a
laboratory’ by providing the opportunity for a co-planned and delivered research
programme. This provided for a high level of participation for those who wished to, and
were able to, commit their time and effort, to engage in the research. I was also mindful
not to raise expectations or to create an incorrect impression that could lead to
assumptions of how health services were to change because of this study,
emphasising only that things could change through their own actions as a
consequence of their involvement in the study. The aims of the research and the
benefits to individuals, of participating, were explained through the participant
information document (appendix 3 and 4). These facts were verbally repeated to the
participants and the wider community before and, where necessary, throughout each
engagement session. With regards to the relationship of the researcher with the
participants the thoughts of Paulo Friere, a key developer of the social justice
movement, are recollected:
“to be a good participatory researcher means above all to have faith in people;
to believe in the possibility that they can create and change things” (Friere
1971:62).
My values align with this and, together with belief in the co-production model (Needham
and Carr 2009, Burns 2013, Bovaird and Loeffler 2013) and its participation in social
change, a participatory action research approach was justifiably used in this work.
Coming from a scientific evidenced based, medical model training and professional
background, in the field of nutrition and dietetics, where practice is dominated by
evidence from quantitative research approaches (Swift and Tischler 2010), I
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considered this doctoral work, “[on qualitative research] as an adventure; exciting,
challenging and a little unsettling” (Willig 2008 cited in Swift and Tischler 2010). To me
participatory research remains an adventure, exciting and challenging, but I now
proceed in my work with an increased understanding of its possibilities and challenges.
In Conclusion
In a mixed methods approach, from a transformative worldview, a participatory action
research design underpinned the research process. Participatory mapping in focus
groups, a participation booth and individual go along interviews co created a ‘local
knowledge’ on perceptions of the local environment and its impact on health. This
knowledge was captured on a hard copy paper map as qualitative data which was then
thematically analysed and transformed to quantitative data, to be finally digitised and
conveyed in visual maps and graphs. These products were verified by community
participants before being shared and discussed with professionals involved in health
planning. The thesis will now present the results of these participatory methods to
illustrate what was produced, not only in the visual result of the community maps and
graphs created (Chapter 5), but also through the actual process of participation, in
testing participatory mapping as a method to investigate health and place (Chapter 4).
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Chapter 4 Participatory Mapping Processes: Implementation and
Co-analysis
Introduction
This Chapter presents the detail of the process of the participatory mapping exercises.
It describes how, through the engagement of residents in participatory mapping
exercises, a local knowledge of health and place was generated, gathered and
captured. It further describes how this local knowledge, as qualitative data, was coanalysed and presented in digitised maps to show how a self-selected number of local
residents perceived the impact of their local environment on their health.
Underpinning this research is the exploration of the participatory methodology of
participatory mapping in the co-planning stage of a co-productive process for rural
healthcare provision. In terms of the research outcomes the process of the research
action is therefore of equal importance as the visual maps that are created as a
product. The qualitative data was generated and gathered in two case study rural
locations, and in each location through three engagement settings methods (focus
groups, participation booth, ‘go along’ interviews) utilising participatory mapping
techniques as explained in Chapter 3. The co-created dialogue was captured on paper
Ordnance Survey maps and, where possible, in audio recordings. The results from
each case study were analysed separately but are presented here as a comparison
highlighting similarities and differences, illustrated with direct quotes from the
participants or from my research diary entries. The findings contribute to answering
research question 1: How can participatory mapping generate wider user involvement?
This chapter will also begin to consider how the action of participatory mapping has
demonstrated community participation and how this might transfer to health service
co-planning within a co-productive process.
The findings here explain how the participatory mapping was used, and how people
engaged in this participatory action research project. The extent and the nature of
engagement achieved in the process of generating and gathering the local knowledge,
is presented, rather than providing any thematic detail contained within that co-created
dialogue. The thematic analysis of the dialogue gathered as qualitative data, is
captured in the production of GIS digitised maps and Excel graphs, drawn by me and
validated by the participants. These tangible visual means of summarising and
presenting the data will be discussed in Chapter 5.
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The Steps of the Participatory Mapping Process
The Chapter will now proceed to explain how participatory mapping provided a space
for engagement and active dialogue, to host investigation and generation of a local
voice concerning health and place. The participatory mapping processes will be
described for both case study locations, in terms of the action of participants showing
an initial interest, through to the verification of digitised visual maps and graphs to
present the local voice. The participatory mapping process took place through four
fieldwork stages as described in Chapter 3. In reference to the steps as they take place
within the full research process, detailed in Table 3.1, these are presented in this
chapter as follows:


The engagement of residents with the participatory mapping research exercises
in steps 13, 15, 17, and 18.



The engagement of residents with the maps used in the participatory exercises
in steps 13, 15, 17, and 18.



The annotation of the community maps created through the participatory
exercises in steps 13, 15, 17, 18.



The engagement and interpretation of secondary health data maps used in the
participatory exercises in steps 13 and 15.



The co-analysis of the qualitative data using a concept mapping process in
steps 17 and 18



The verification by the participants of the products of the mapping process as
digitised visual maps and graphs in steps 23

The Engagement in the Participatory Mapping Research Exercises
In both case study areas, following agreement from the medical practice team, there
was a positive response and agreement from their patient participation groups (PPG)
to take part in the research project. Following this acceptance and a meeting with each
PPG, successful ‘entry’ to the community was made with positive initial contact made
with other community groups and key members of the community. Community
residents were invited to take part in a research process exploring how they perceived
aspects of their area helped or hindered their health, using the example of CVD, and
how this local knowledge or local information could be used in the design and delivery
of a health service that met local needs. The aims and expectations of the research
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were explained to the community residents through initial contact with community
groups. Ownership and management of the research project remained with the
university, and it was made clear that no action for change would be implemented by
the researcher following the mapping process. I hoped that participants would be
empowered by the process. It was clearly explained to the participants that the coproduced knowledge generated and gathered during and through the participatory
mapping exercise could be used by the community to identify issues and develop
possible solutions themselves that could be actioned beyond the timescale of this
research project. The research project did not meet with any hostility, unlike the
experience of others (Farmer and Nimegeer 2014). This may have been because this
research did not consider a pertinent ‘real life’ specific local healthcare problem but
rather it considered the generic picture of CVD prevention and treatment, a country
wide public health problem but viewed here through a local lens.
A self-selecting sample of individuals in both communities showed an interest and
ability to participate in participatory mapping exercises at all three engagement
settings, for participatory mapping techniques, utilising various methods. Table 4.1 and
4.2 detail the actual numbers of participants in each case study area, who consented
to take part and engaged at each particular stage of the iterative mapping process, for
each of the three participatory mapping settings. Table 4.1 shows the number of
residents from the Uig Case study area that took part in the participatory mapping
activities at each setting.
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Table 4.1 Uig: Numbers of residents participating in each participatory mapping method

Stage of the
Community groups focus
iterative
groups
mapping
Cardeas
Parents
process
Stage 1 creating 7
3
community
maps
Stage 2 creating 8 (2 new 6
4 (2 new, 2
community
had attended had
maps
stage 1 )
attended
Stage 1)
Stage 3 rating
8
ranking, coanalysing
Stage 4
8
0
comments on
final maps
Total participants from the community = 33

Participation
booth

Individual
walking
interview

10

3

6

0

0

0

2 (2 shop
visitors)

1

Table 4.2 shows the number of residents from the Ardersier Case study area that took
part in the participatory mapping activities at each setting.
Table 4.2 Ardersier: Numbers of residents participating in each participatory mapping
method

Stage of the
Community groups focus
iterative
groups
mapping
Friendship
Parents
process
Stage 1 creating 12
4
community
maps
Stage 2 creating 9 (1 new 8 had
3 (all had
community
attended stage attended
maps
1)
Stage 1)
Stage 3 co9
0
analysing rating
ranking
Stage 4
9
0
comments on
final maps
Total participants from the community = 45

Participation
booth

Individual
walking
interview

8

3

17

0

0

0

0

0

The tables 4.1 and 4.2 illustrate that three key findings for engagement in the process
were evident across both case study communities. Firstly individual members within
each community engaged with each of the three participatory settings, at the primary
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stage of the mapping process. Secondly that engagement at the subsequent stages of
the iterative mapping process were variable between the three participatory settings
and thirdly, only the focus groups held with retired members of the community achieved
continuous involvement by participants through the full iterative process.
In both case study communities, two community groups, namely a group of retired
people and a group of parents and carers of the local primary school pupils,
volunteered to participate in a series of focus groups. Participation in all four fieldwork
stages of the focus group method only happened with the retired groups, Uig Cardeas
Group and Ardersier Friendship Group, who met on a regular weekly basis and invited
me to conduct the research within their usual meeting schedule. In both Uig and
Ardersier specific meeting times were arranged for the series of focus groups for the
parents group, but attendance was not maintained for all stages, resulting in fieldwork
stages 2 and 3 being combined. Difficulties were experienced in arranging a meeting
date and time that suited the continued engagement of participating parents from
fieldwork stage 1. One reason for this situation in Uig was the irregular spontaneous
opportunity for paid employment:
During the second field work stay in Uig the local care home was experiencing
a situation whereby certain residents required a higher level of nursing care
resulting in extra staff being called on duty – one of the parents sent their
apologies that they would no longer be able to attend the focus group because
they were asked to be on duty – they explained “you have to take what paid
work you can when it’s offered to you around here” and particularly in the low
season period when tourism and hospitality demand wanes (Fieldwork notes,
November 2013)
This illustrates the sparsity of employment in a rural area which means that for some
residents when an opportunity for paid work arises, it is prioritised above other actions
or activities.
Aside from the retired people and parents groups, in both case study communities
other community groups were approached and initially agreed to take part in the three
stage focus group method, but in reality were unable to participate in the complete
iterative process. Groups who had regular but infrequent meetings could not commit
to specifically arranging three separate 90 minute focus group sessions and
commitment to the iterative process proved a barrier to many of their members. All
community groups contacted were supportive of the research in that even if they could
not hold a focus group they were willing to publicise the other two participation settings
to their membership. Despite being the initial route into the community, neither PPG
was able to hold the series of three focus group sessions. In the Uig area the PPG felt
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that the work would be duplicated since the majority of the members of the PPG group
constituted the membership of another community group that had agreed to be
involved:
“They are the same people that you will be talking to in the patient group so
just do it with the Cardeas group” (Fieldwork notes, February 2013).
Members of the Cardeas group informed me that I did not need to hold a focus
group with the patient participation group as it is the same people who are the
members of both groups “because they are the same people that you will be
talking to in the patient group.” This troubles me since it will exclude any
patient participation group member who is not a ‘member of the retired group
either through choice or circumstance i.e. since every patient is a member of
the PPG this will exclude anyone who is not retired or of retiring age
(Fieldwork notes, Uig, February 2013).
In Ardersier the PPG failed to get any members to commit to attending the focus group
sessions that were arranged:
I maintained regular contact with the group secretary but grew concerned
when I was waiting to hear their reply for convenient dates and times to hold
their focus groups until I received this email from the PPG secretary “I sent
you an email on Friday night and did not open my email again until today and
saw that it never sent, I apologise greatly. Unfortunately I cannot get anyone
to volunteer for your workshop at this time. I am truly sorry. Is there anything I
can do?” (Fieldwork notes, Ardersier, March 2013, email received from PPG
secretary).
For some community groups, agreement was made and sessions planned but then
had to be cancelled at the last minute:
“The retained fire service in Uig were all set to take part but a directive from
the authorities’ means that the firemen’s weekly meeting where we have
arranged and planned the first focus group to take place now has to be used
to deliver mandatory fire service training. The firemen aren’t able to commit to
another night this week to take part in a focus group and my research budget
isn’t enough for me to come back to the island for a third week of fieldwork so
unfortunately the firemen group will not be able to happen. I thanked the fire
chief for showing interest and asked him to remind the men of the other two
ways they can take part in the research through the participation booth in the
shop or to contact me for an individual interview” (Fieldwork notes, Uig, March
2013 )
In both case study areas there was more informal interest shown in the project than is
represented by the numbers (Tables 4.1 and 4.2) actually participating. Despite
demonstrating an interest in the research project and engaging in conversation with
me, the individuals did not actually consent and therefore did not officially participate
in the research programme. I made attempts to ensure this was not an oversight by
the residents who might think that conversing with me counted as official participation.
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This happened more frequently in the island community case study where a number
of islanders engaged in conversation with me during the field work weeks, with some
inviting me into their homes and being hospitable in offering refreshment, interest and
support but then made no consented contribution to the project. (Fieldwork notes,
February and March 2013). This welcome and expression of hospitality by the island
community case study, as compared to the mainland community, was possibly
because the researcher actually resided in the area for the duration of the field work
periods and was involved in community life such as contributing to the local economy,
e.g. renting accommodation, using the local shop, as well as attending community
events and generally ‘being seen’ in the geographical area.
In the participation booth, in both case study areas, some people engaged in
conversation with me but did not complete the consent form so their comments could
not therefore be included in the final data. The reasons for this were multiple. Some
did not appear to understand the formality of the research which included the necessity
of signing the consent form. Again I made attempts to ensure this was not an oversight
by the residents who might think that by conversing with me their engagement signified
informed consent and therefore this counted as official participation. Others, though
initially interested, consciously declined to fully participate at the point when I raised
the topic of completion of the consent form. Other residents, after completing the
consent form, appeared to disengage when I introduced the demographics form,
intended for the purpose of recording characteristics of participants in order to test the
‘reach’ of participatory mapping in a rural health service planning context. From this it
is evident that some participants changed their intention to engage with the project at
the prospect of completing multiple, official forms which, to me, appeared to alter the
relaxed conversational nature of the participation. To other residents the completion of
such forms signified a risk that their identity would be revealed in spite of anonymity
rules that were followed in this research. One person after a long and, in my view,
valuable conversation, took their consent form and participant information sheet away
committing to post it back to me but this was never received so I was unable to use the
data (Fieldwork notes, March 2013). Though the research project was not met with
hostility there appeared to be a discomfort with disclosing personal information on
official forms if there was any suspicion that this would make participants identifiable
to anyone else. It was for this reason that the collection of the specific demographic
data was abandoned. This suspicion or risk of recognition was also expressed in
hesitancy in annotating the map, despite the reassurance from me that all contributions
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would be anonymised. Maintaining anonymity in small rural populations is an important
factor especially as it is often perceived that in rural populations that ‘everyone knows
about everyone’s business’.
“If I write that on there [the Ordnance Survey map] everyone will know it was
me that said it”. Uig participation booth participant
In absence of completed demographic forms my observations showed that in both
case study areas adults from both gender groups, though predominantly female,
across a wide age range, participated. Those participating included residents who had
lived in the area since birth and those who have chosen to move there at various stages
or ages in their lives (Fieldwork notes, February and May 2013). In terms of
categorising the data it is only the focus group setting where it is possible to categorise
actual participants, as determined by any demographic characteristic of the
established community group of interest that agreed to partake in the research i.e. the
retired older peoples group and the parents and carers primary school group. As a
result no conclusion can be made regarding representation of the community in the
project. This also prevents any conclusion as to whether this research reached any
residents who other authors have classed as ‘hard to reach’ (Cinderby, 2010).
In accordance with NHS ethical regulations and responsible research practice,
participant’s welfare, in terms of health and culture, was considered in the project by
provision of health literature surrounding heart disease and written project materials
were provided in Gaelic medium (see appendix). However none of the Gaelic study
information sheets were taken and no British Heart Foundation educational material
was taken by participants, only by tourists who saw the participation booth in the shop.
To me there was no surprise in the lack of useage of the Gaelic medium since Gaelic
speakers do not necessarily read Gaelic. However, from the aspect of being a health
professional I had expected that, although the project was not intended to be an
exercise in promotion of CVD prevention, people would use the opportunity to increase
their knowledge of this and make use of the written information provided.
Although the research did not aim to measure success of engagement through
numbers engaging, I was keen to ensure all those community residents who wanted
to contribute were able to, and I thought that a larger number of participants would
generate and gather a ‘richer’ qualitative data base and represent a wider community
voice. Attempts to find more participant groups in the island community highlighted the
limited ‘pool’ of people in less densely populated remote and rural communities and in
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attempts to increase engagement in all three methods by enquiring about further
advertising, I was reminded:
“You are asking the same people” (Fieldwork notes, Uig March 2013).
Others expressed interest in the study but could not commit to participating in the
activities through any of the three settings offered. One local resident suggested:
“Why don’t you just do a questionnaire? – people will fill that in for you”
(Fieldwork notes, Uig March 2013).
The iterative nature of the research design appeared unfamiliar or impractical to some
participants, particularly in the participation booth and go along interview methods. For
example during the second fieldwork week in Uig some previous participants from the
participation booth and individual interviews re-engaged in subsequent steps of the
iterative process, to verify the findings from the preceding week of engagement.
However other previous participants, on seeing me in the booth in the shop during the
second week of fieldwork declared:
“Oh I’ve done that already” (Fieldwork notes, March 2013)
Despite further explanation from me regarding the iterative nature of the work some
still declined any further input. This showed that some residents, though happy to
engage in the project, conveyed their desire to do this through a single consultation
where they provided information in a unilateral direction rather than a mutual exchange
of information characteristic of an intermediate or transformative co-produced process
(Penny, Slay and Stephens 2012).
A different picture of participant action emerged in the retired peoples groups, in both
case study areas, where there was a desire to act as co-producers since the
participants stated that they needed to be informed of what happens with the research.
Some expressed their frustration at previous research in which they participated but
then did not hear back or they have not seen how their contributions have been
recognised, included or acknowledged in project results and actions.
As directed by principles of participatory action research the participants were involved
in the design of the research. The primary design of the participatory action research
study, as devised by me, provided equitable access to all members of the community
to participate. However, flexibility incorporated through co-designing the study may
unintentionally exclude some people from participating in the project by restricting
access to one or more of, the participatory methods offered. Such an example is
mentioned earlier in the suggestion from the Uig older peoples group that the PPG
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group members are the same people so there was no need to hold a focus group with
the PPG members. Since it is recommended that a PPG is comprised of a diverse
membership from the patient community, inclusion of representatives from a wide
range of age groups is preferable (Scottish Health Council 2012). This also is
suggestive of dominance and power of rural areas in the most assertive voices being
heard over others.
As directed by the communities themselves, the fieldwork was carried out during the
‘low season’ so as to maximise time available for participation from those involved in
the hospitality or tourist industry. It was also stated that the research could provide a
topic of interest for the winter months when there is “not much is going on” “you can
be the winter entertainment” (Fieldwork notes, Uig, October 2012 following initial
meetings with PPG members). Despite this only two community groups, in both case
study areas, were able to support the focus group method and as a result this meant
that regardless of the inclusivity incorporated into the original study design some
residents, if they were not members of the two participating community groups, could
perceive that they were excluded from taking part in a focus group exercise.
Concerning potential engagement during both field work weeks, in both case study
areas, in the participation booth, participant numbers were disadvantaged by the Uig
shop being unusually quiet for business (Fieldwork notes, March 2013, conversations
with Uig shop manager regarding foot fall) as well as the Ardersier service point and
library usage being low (Fieldwork notes, May 2013, conversation with Ardersier library
staff). The staff members, in both case study areas, remarked that the poor weather
conditions at the time of all the fieldwork would have reduced footfall as people were
less likely to venture out in inclement weather.
In summary, the findings show that in both case studies the community welcomed the
research project. I was able to successfully network within the community and a cross
selection of residents, from different age groups and demographics freely consented
and engaged with the project. The extent of the participation varied from a single
engagement in a consultative manner, due to personal choice or restrictions on
availability of individuals to participate, through to more frequent, mutual and involved
participation. Barriers to participation identified were availability of time rather than
accessing an engagement setting provided by the research method. Fear of
recognition from comments submitted to the map, or from the declaration of personal
information of consent and demographic forms also served to discourage residents
from taking part.
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The Engagement with the Community ‘Base’ Map in the Participatory Exercises
This section describes how the participants actually responded to the paper Ordnance
Survey maps in terms of people’s engagement and interaction with these base maps
in creating the community maps. In the participatory mapping processes, the paper
Ordnance Survey map served a threefold purpose: First through the visual nature as
a prompt to stimulate discussion to generate the co-produced knowledge. Second as
a visual medium the maps enabled maintaining interest and concentration on the
exercise, for the allocated length of time in the focus groups or personally available
time in the participation booth and individual interviews. Thirdly the base maps
functioned as a medium to gather and record (capture) data in a community map
detailing the participants’ voice. This section will describe how the engagement with
the base map in each setting served to generate, gather and capture the co-created
dialogue.
Engagement with the base map in focus groups
Patterns of engagement were observed to be the same in both case study areas.
Beginning with the focus groups, for all focus group participants this was their first
experience of taking part in an exercise of participatory mapping. I set the scene for
the meeting introducing the topic and explaining the focus on CVD as the health issue.
As the facilitator I did not give a definition of health nor steer the conversation, therefore
participants could create the dialogue as to how they perceived health and place
factors. Questions in terms of place were framed in regards to place as a location, a
locale and a sense of place as defined in Chapter 2.
The conversations generated around the map began with identification of participants’
homes in order for people to orient themselves with the cartography. From my
observations there did not appear to be any difficulties with reading the map (Fieldwork
notes, March and May 2013). However in both retired groups the participants assisted
each other with this action which could have masked any individual difficulties. The
spatial awareness exercise of marking where their home was, highlighted to some
participants, in both case study areas, the spread in terms of geometric distance of
their residence across the geographical area:
“Gosh we look miles away from each other” participant 2
“Well we are” participant 3
“We are” participant 1
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“But I guess it’s a very big map (laughter)”participant 2
“Well I guess on the mainland that would be you know a different community
wouldn’t it” participant 3
Uig Parent Group participants, extract of a conversation, session 1
“We are close but also spread out” Ardersier Friendship Group participant 2

Within the Ardersier Friendship Group two participants resided in outlying villages that
were not covered by the area of the Ordnance Survey map, but they considered the
area displayed as being local to them so they did not feel excluded. This was evidenced
in the audio recording, which also identified that these two people were regular and at
times dominant, contributors to the conversation.
In all focus groups, in both case study areas, following on from the identification of
homes, other locations such as meeting places and service places were identified on
the map. The conversation continued by participants describing both natural
environments in physical geographical features of the place, as well as built
environments such as buildings. Initially I used guiding questions as prompts to begin
the discussion, which then developed into describing the purpose of and the actual
experience of each place and the feelings that individuals experience or interpret from
being there i.e. the locale and the sense of place. When necessary I facilitated the
conversation by referring to places identified by participants and asking for elaboration
about the importance of each place in its relation to health, rather than recording a
limited description of a place solely as a physical location and spatial position.
Audio records and field notes from the focus groups evidence that discussions were
maintained for the 60- 90 minute sessions. Participants remained focused without any
‘’break-out’ talking where the topic was diverted away from the exercise. Participants
were free to leave the process at any time but no one did except for individuals who
had to leave early to attend other appointments or due to unforeseen circumstances. I
did not perceive any short silences as awkward (Fieldwork notes, March and May
2013) as everyone was engrossed in the map as a ‘visual hold’. It appeared
comfortable to allow a silence where eventually someone referred to something by way
of a visual prompt from the map or by me asking a question, with reference to a
previously made statement around health or place.
I observed that in both case study areas all participants contributed verbally to the
conversation (Fieldwork notes, March and May 2013). The format gave everyone a
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chance to speak and act by annotating. However, I felt that I needed to draw on my
facilitator skills to prevent domination by particular participants and I had an awareness
of making sure that everyone had a chance to present their ideas, either verbally or in
writing. Some interesting aspects of generating and gathering data unique to the group
setting were observed. When fewer people were around the map there seemed to be
an equal contribution from all participants to the conversation. In both the retired
peoples’ groups larger numbers participated. It was evident that there were dominant
speakers who also seemed to be the key organisers in the groups and if their
statements were not challenged there was full audible agreement with points made,
almost in a spokesperson ‘type’ manner. No one interrupted each other or prevented
or stopped anyone else from talking. It was evident to me that in these established
groups people did challenge points raised if they disagreed with the speaker but within
a relationship of trust and respect (Fieldwork notes, March and May 2013) for example:
“You think about health in terms of your own lifestyle- but you know hearing a
cuckoo or a corncrake doesn’t actually affect my health [chuckles]” participant
1
“I think it does it makes you feel good” participant 3
“It makes me feel good I think so - If you can go out in the morning and hear
the birds and you see them you know, twittering around” participant 4
Cardeas group participants, extract of a conversation, session 2

There were disagreements and contested statements but overall the conversation was
supportive and helpful and allowed all participants to contribute. Previous research
(Cinderby 2005) noted a step beyond a ‘politeness’ amongst group discussions that
the mapping process creates an arena for the expression of disagreement and
potential resolution of conflicting ideas. Since the focus groups reported in this thesis
were in established groups participants already knew each other so the formality of
politeness amongst strangers was not evident. However the small community aspects
of rural living could have impacted on whether participants wished to disclose counter
arguments, points or ideas.
In the focus group setting the conversation around the map provided the opportunity
for informing and enlightening the membership not only of medical and social services
available and how to access them, but also provided a platform to share progress on
their group affairs, and actions and make pertinent decisions. For example in the
Ardersier Friendship Group of retired people, the conversation generated gave rise to
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the opportunity for an update of activities and plans, rather like an informal agenda for
their regular meeting:
“When the researcher prompted the question about the local theatre a group
member was reminded that she needed to know who wanted to attend the
next organised outing to this theatre. The conversation then developed into
what the performance was and then everyone burst into a song from the play
– a full verse and chorus was performed before the conversation moved on”.
(Fieldwork notes, and audio recording, May 2013)
“A discussion developed around the value of the community transport to the
group. Recent changes in contracts had led to a perceived fall in quality of
service by the users – at this point in the conversation the group member
representing them on this issue was able to update everyone on the response
they had received to correspondence that the group had sent to voice their
concerns”. (Fieldwork notes, and audio recording, May 2013)
This could be seen as a digression but I used it to prompt further questions about the
value of the places mentioned and the activities that happen there. I also viewed this
as a collaborative act or ‘unspoken’ agreement of their participation, since the
participatory mapping sessions were being held in the groups’ usual allocated weekly
meeting time, and hence their usual agendas had been abolished to make time for the
mapping processes and activities. It highlighted the social nature of the participatory
mapping process when carried out in a group setting.
Another example was evident in the Ardesier Parents Group where it became apparent
that not everyone was aware of a mobile shop that regularly visited the area:
“The Scotbake van comes in with bread cakes and pies – Monday,
Wednesday, Friday, every other day sort of thing” participant 4
“We’ve been here nearly 4 years now and that’s the first I heard of that”
participant 1
Ardersier Parent Group participants, extract of a conversation, session 1

Though discussing a serious issue, participating in the focus group process, using a
visual map as a focus, appeared to be an enjoyable experience. I observed the mood
of the focus group sessions in both case study areas as jovial, even though a serious
discussion was being held for the co-creation of knowledge. In all focus group sessions
across both case study sites, the conversation was interspersed with laughter, joke
telling, and some ‘friendly banter’ with, as previously mentioned, the Ardersier
Friendship Group breaking out into song (Fieldwork notes, May 2013). The mood
appeared to change to a more serious and emotive note in stage 3 of the fieldwork for
the Cardeas Group in Uig, when it reached the ranking and rating exercise to define
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the impact of each main theme on their personal health. This also occurred in all the
focus groups when discussing the secondary health data in fieldwork stages 1 and 2.
A verbal evaluation was carried out at the end of the focus groups in stage 1 and 2 of
the fieldwork. In response to being asked what they thought about using the maps as
a consultation tool, participants expressed pleasure and enjoyment at the process, and
no negative comments were made:
“This map has made me think of far more things than I would have done” Uig
Parent Group participant 1
“I think it is good – it is good- it’s interesting” Uig Parent Group participant 2
“I think I know even your working life to sit with someone who you worked with
you now and reminisce back to your working life it rejuvenates sort of you and
somebody says remember when such and such, and the thing is, the thing
about that I always feel here we are such a diverse group with all different
experiences but when we all get together we are one group aren’t we”
Friendship group participant 1
“I think its good cause the place has such a lot of memories for people and it
keeps the brain active thinking about these things” Friendship group
participant 1
The Ardersier Friendship Group thanked me for involving them in the research. They
commented how it gave them a sense of purpose in being invited to volunteer in
meaningful research. However, they also stressed the importance of follow up to find
out what happens to the research:
“But it also makes you feel uplifted isn’t it because you’re doing something
that’s fun and yet you are participating you re active” Friendship Group
participant 6

Engagement with the base map in the participation booth
A pattern of enriched development in generating data by use of the base map was
observed in both case study areas, in the conversations of individuals with me, in the
participation booth. Engagement took the form of individual conversations of variable
duration, usually of 5 to 10 minutes. Some stayed for a 30 minute conversation. Some
people came over a number of times to talk but did not necessarily add or contribute
anything to the map either initially or subsequently.
In the participation booth, in both case study areas, it was noticed that most people
engaged individually and, at no point was there a crowd around the map having a
conversation. In the Uig shop it appeared that if another shopper saw me engaged in
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conversation with a participant they would wait until that person had finished before
they approached to take part to respect privacy. At the service point in Ardersier there
were conversations involving two people where they had accompanied each other to
the building. An exception to this individual contribution was when community groups
attended the participation booth during their normal meeting time, to add their
contributions. These were two groups in Ardersier, namely the History Group and the
Mothers and Toddlers Group. This did not result in a ‘hijacking of the agenda’ by
interest groups, a potential described in other work by Cinderby (2010) where specific
interest groups are involved. However it did add a strong focus on specific topics for
example play park areas were frequently mentioned by the mothers from the Ardersier
Mother and Toddler Group.
As previously stated some people engaged in conversation generated by the map but
did not consent for their contributions to be included as gathered data on the map. My
observations were that these were most often negative comments (Fieldwork notes,
February 2013 and May 2013) and often relating to alcohol consumption. Despite the
researcher pointing out and reassuring participants of the anonymity of the statements
people were still wary of being identified as the source of a comment from its actual
content and wording:
“Because people will know that the comments have come from me” (Fieldwork
notes, March 2013)
This situation appeared to occur most often in the participation booth setting in the Uig
case study. Anonymity appeared to be more of a concern to residents in this remote
and rural setting compared to the accessible rural area of Ardersier. In the Uig area
the participation booth display in the shop proved of interest to a number of tourists
who conversed with the researcher. As a visitor, some of these expressed a rural idyll
perception:
“How could anyone get sick living in a beautiful place like this?” (Fieldwork
notes, March 2013)

Engagement with the base map in individual interviews (outdoor or indoor)
Again a pattern of enriched development in generating data by use of the base map
was observed in both case study areas, in the conversations of an individual with me
in the walking interviews and the individual ‘indoor’ interviews, where the map served
as a prompt to generate a detailed conversation. Due to inclement weather or practical
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constraints all of the intended walking interviews in Uig were executed not as an active
walking interview but as a static ‘one to one’ interview held indoors. In Ardersier two
walking interviews took place but these had to be stopped when the weather became
too wet, cold and windy. In these circumstances the map was also used as a focal
point for generating the conversation.
In summary, the findings from the engagement with the base maps shows that across
all three settings, in both case study areas, participants were motivated to engage in
the creative methods of the participatory mapping process. Map literacy did not appear
to pose a barrier to engagement. The paper Ordnance Survey maps provided interest
and served to stimulate and focus the conversation. During the focus group domination
of the conversation by the most assertive individuals required careful and sensitive
facilitation by me. In the participation booth people seemed to respect people’s privacy
by coming over just one at a time for an individual conversation. The exception to this
was when members of an established community group engaged and contributed to
the maps during their regular meeting session some people were reluctant to formally
participate, especially if they perceived their comments as being negative or they
suspected that their comments would be recognised by other community members.
The annotation of the base maps during the participatory exercises
This section describes the gathering of local knowledge on health and place in terms
of health outcomes, behaviours, and health services experiences, through annotation
of the Ordnance Survey maps, by, or as directed by, the participants. For both case
study areas in the focus groups, and particularly in the retired groups, there was a
hesitance to annotate the map. This appeared to be due to the unfamiliar method of
data gathering. Despite clear reassurance that there was no right or wrong way to carry
out this exercise, on eventual annotation participants were careful to check “if they
were doing it right’’ in respect to executing their writing or drawing on the maps
(Fieldwork notes, March 2013):
“Are we getting on well or are we making a mess of this?” Friendship Group
participant 7
The group were happy for the facilitator to write on the maps with some groups
requesting the facilitator to annotate on their behalf:
“You write because you will be able to read your own writing” Cardeas Group
participant 2,
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In the retired groups one or two individuals were nominated by other participants in the
group to annotate the map, on everyone else’s behalf. Some were reluctant to take on
the role:
“Come on [named person] you’re good at writing” participant 7,
“Oh I can’t, I don’t have my glasses” participant 4
Ardersier Friendship Group, extract of a conversation, session 1
Another participant volunteered and took up the pen but after a while indicated that it
was someone else to share the annotating but to no avail:
“I’m getting ‘erm writer’s cramp” participant 7
“Aye but you’re young so you carry on’’[laughter] participant 6
Ardersier Friendship Group , extract of a conversation, session 1
In the Parents Group in both case study areas, all participants more readily annotated
the maps. Despite regular reminders from me no annotations were added to the maps
during breaks or opportunities where individual anonymous annotations could be
added away from the rest of the group. In the Uig Cardeas Group reluctance was also
seen in using sticky notes to capture words rather than writing directly on the map, so
the aversion seemed to be to writing, and not a problem with spoiling or de facing the
maps, as the majority of people wanted me to write down their statements on their
behalf. Despite this participants were motivated to engage in new and creative
methods, unlike previous research with community participation to design rural
healthcare where participants were reluctant to use creative methods and simply
wanted to ‘talk’ (Nimegeer et al 2015:179). Once they began to annotate, some
participants needed frequent re-assurance that they were doing things correctly. In
analysing the video records of the focus groups it was evident that initial tactile
interaction with the map was limited. Once annotation had begun by people marking
their homes and indicating special places on the map the tactile interaction increased
but this still appeared minimal in the retired groups with the Parent Groups becoming
more involved.
The map prompted discussion and a conversation developed to describe the existence
of a place or aspect of the environment, as a location, and then elaborating on how
this personally affected an individual with regards to their physical or mental health, in
terms of how this place was a locale or gave a sense of place. People’s personal life
experiences, preferences and demographics influenced the direction of the
conversation in these subjective exercises.
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I noted that the direction of the conversation stimulated by the map and tactile
interaction with the map, was influenced by particular personal demographics, interests
and health situations eluded to by participants. For example, where people worked or
had worked in the health service the conversation focussed more directly on health
services provision. One participant who had been employed by NHS Western Isles
remarked on the physical distance to access medical services, and while they talked
with emotion about the situation they pointed firmly on the map to emphasise specific
geographic points:
“There was someone up here [points out on map] and she had to drive a 20
mile round trip to get a daily dressing on her leg – she had to drive to surgery
and get the practice nurse to do it – and a community nurse was passing her
house daily to go to a patient in this village here”
“The nurses know her, they have all grown up together – the nurses have
known her for 30 years there would have been no doubt in the past that that
woman would have got her dressings done at home every day if she needed
to”.
“Perhaps you could say she’s got a car, she’s quite fit but should you make a
woman of 70 years drive 60 miles a week? The expense of fuel to make a
journey – here to here” [points on map]
“Why shouldn’t she get a home visit for that, she is entitled”
Uig interview participant 3, extract of a conversation
Notably where people specifically enjoyed outdoor pursuits or had purposely moved
into the area because of a passion for outdoor activity the conversation naturally
steered towards the natural environment and the opportunities this provided for
physical activity:
“The whole point of me living here is I just love the environment I love walking
I love hillwalking and you know you can go out and get fit it’s just if you feel
like doing it” Uig Parent Group participant 3
This participant enthusiastically and passionately went on to explain and to point out
specific sites of aesthetic pleasure and satisfaction for physical activity, and marking
these on the map while speaking:
“Well I was up that one last week”
“This one] can be busy on a weekend the amount of traffic going up here,to
go up here along here and back, but not that busy, not like the Lake District
you can hardly see a soul here”
“There’s a great view from here you know - you just need a little bit of
elevation - you know- I love it, I love it”
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“I mean I walk out here [traces the route on the map] and it’s nice that’s a nice
walk”
“I just love it - We’ve got a fantastic environment we’ve got everything in Uig
we’ve got the hills the cliff the beaches you know it’s just the perfect if you like
being outdoors”
Uig Parent Group 3 participant, extract of a conversation
Other participants some of whom professed to not necessarily be ‘outdoor enthusiasts’
but who did purposefully take a walk to maintain their health, or to exercise dogs or to
explore a new area also traced their walking routes out on the map:
“And my favourite bit is – no I go along here along where the doctors was and
down manse road erm and when I get to there I go all different routes. I take
all different little lanes and I usually end up here go down the main street cut
into there go right the way along up to Fort George up to there and go back
well when I do that right the way up there it usually takes me about an hour to
get to the end of the village but then if I walk nearer to Fort George it takes
longer and that’s just strolling cause as me sons tell me I’m not really keeping
fit cause I’m not moving fast enough but I’m moving” Friendship Group
participant 3
“And the surrounding country side I mean there are woods all around you
[points to areas on the map] and I go out to walk the dog.” Ardersier Parents
Group participant 2
Similarly in the participation booth, in both sites, people seemed to touch the map more
readily (Fieldwork notes, March and May 2013). Participants were still wary of writing
on the map. Once again I offered sticky notes. In Ardersier people more readily wrote
on these and on the map. In Uig participants were reluctant to write their own
comments but some were happy for me to complete these for them and then verify that
these correctly represented what they had said.
In Uig the individual interviews, which all took place indoors, one participant completed
a detailed map of areas of physical activity opportunities in their immediate local area.
This is shown in figure 4.1. They mapped out where we would have walked if the
weather had been reasonable, and added further walks that they regularly took. Other
individuals in Uig, as previously mentioned, used the maps as a prompt but did not add
any annotations.

179

Figure 4.1 Map produced by a participant in a ‘go-along’ interviews

In Ardersier, the two ‘go-along’ interviews did not use a map but points of interest were
noted during the walk and subsequently added to the Ordnance Survey map situated
in the participation booth. In one case I added the comments because the participant
had impaired vision and limited dexterity whilst in the other, two of the walking
interviewees had annotated the map as participants in the participation booth
(Fieldwork notes, May 2013).
In summary, the findings from the annotation step predominantly demonstrated that in
all settings participants were more likely to use the map as a visual prompt for talking
rather than gathering data as annotations. Most participants seemed hesitant to
interact in a tactile way with the map. When participants did annotate the map some
asked for reassurance that they were doing it correctly.
The Engagement with the Maps of Secondary Health Data
This section describes use of the variety of additional maps used in a participatory
manner to provide ‘formal’ quantitative health data as used by healthcare professionals
in planning. The aim was to provide the professional knowledge and compare this with
residents’ perceptions. This helped to generate dialogue which drew out, and
developed the local knowledge and perceptions of health and place.
Previously published work using participatory mapping for health enquiry in rural
America (Beyer and Rushton 2009) and in rural Scotland (Nimegeer et al 2015, Munoz
2013) shared quantitative data maps illustrating local disease rates to generate a
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conversation with local residents to discover their opinions on possible explanations.
Using this technique in this Scottish research, quantitative data was mapped in a
spatial science manner to inform residents about local conditions, in a format used by
health boards in planning exercises. In focus group session with the Parents Groups
in both case study areas, one map of census data was shared. Participants correctly
identified the details shown on these maps and discussed their interpretation with
considerations of socio-economic details as well as features, such as sparsely
populated areas, demographic distribution, availability of employment opportunities
and ease of access to services, including healthcare services. Remarks relating to
population density and geographical distance, in Euclidean terms, led on to
discussions around social isolation:
“This is uninhabited –there’s only an estate so there’s just one lodge down this
road so that’s what I’m saying” participant 3
“It looks like a huge area but it’s only a handful of people” participant 1
“I mean this is the community round here [point to area on paper map]”
participant 3
Uig Parents Group participants, extract of a conversation, session 1
“There is only a handful of houses there [points to area on paper map]”
participant 2
“The whole of West end this block are older people – they are going to say
they are in poor health” participant 3
Ardersier Parents Group participants extract of a conversation, session, 1
There were also comment regarding how people had interpreted and answered the
census data questions:
“I reckon I am in good health” participant 1.
“……. and look how many tablets you are on” participant 2
“Again you see it depends what kind of day you have had” participant 1
“Maybe some people had not been on the best of form when answering the
questions” participant 4
Ardersier Parents Group participants, extract of a conversation, session 1
In all groups participants expressed different viewpoints. Participants debated how
people judged their personal health status and how this impacted on the census data.
They felt that asking people about their health was a subjective measure. The
conversation flowed, was focussed, and led to passionate discussion about changes
in the local health services, most frequently regarding aspects negatively impacting on
health. This was evident in both case study areas.
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Maps illustrating secondary health data relating to the incidence of CVD risk factors as
recorded by each medical practice, were presented to the retired groups in both case
study areas during focus group session two. In both case study areas these were met
with scepticism regarding the accuracy of the figures:
“I’m very surprised about the proportion without coronary heart disease – I
would wonder the amount under reporting from the surgery there is – but I
have a big doubt about these” Uig Cardeas Group participant, session 2
“Well my first question with that is what level of blood pressure are they using
as an indicator of hypertension as you can go to one surgery and the doctor or
even to a hospital and this happened quite regularly to my mind, and you are
told different things” Ardersier Friendship Group participant, session 2
The conversation generated was relevant and focussed on questioning the data,
pointing out the need for more detail, such as age, to interpret the data more
meaningfully. Once again the discussion flowed and was focused on medical services.
The participants spoke passionately about changes in the local healthcare services,
and most frequently these were perceived as negatively impacting on health. This was
evident in both case study areas. This indicates a lack of trust in ‘formal’ quantitative
data and ‘health facts’, which has implications for self-management strategies that are
encouraged by contemporary healthcare policy. I noted that where participants had
worked within the NHS, or were actively involved in the PPG, though not necessarily
agreeing with the changes they showed a better understanding and appreciation of
these and put forward an informed explanation to the group. This finding resonates
with that of Nimegeer et al (2015) who proposed that participatory approaches used in
rural health service planning can improve healthcare systems literacy.
Participants interpreted the mapped medical practice health data critiquing, with
regards to characteristics of the different medical practices ‘catchment areas’,
regarding demographics and population density:
“This is not really useful though, if you don’t have the age demographics on it.
I mean there’s an older population in the Western Isles so you are going to get
a higher incidence of heart disease” Uig Cardeas Group participant, session 2
“When they do these statistics what we need to know as the public is what
level are they using as hypertension - One doctor said about my mother
having high blood pressure and then another said you’re over 60 and I
wouldn’t be upset about that- So at what level are they measuring this – if they
were measuring it at different levels then these numbers could be smaller”
Ardersier Friendship Group participant, session 2
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In both retired groups participants remarked upon how their own health board area
statistics rated, in comparison to other areas. Individual participants responded in
different ways from defensive to humorous:
“We are a lot worse than Nairn for obesity aren’t we!” participant 1
“Ooohhh Ardersier is very bad” participant 2
“We are not as bad as that really” participant 3
“I’ll have to slim down [laughing]” participant 4
Ardersier Friendship Group participants, extract of a conversation, session 1
“Thank goodness I moved from Aberdeenshire to the Highlands [laughter]”
Ardersier Friendship Group participants, session 2
On a national level, comparing health board areas within the whole of Scotland, some
individual misconceptions were expressed that were not supported by the maps
detailing secondary health data. There were assumptions made by residents from
Ardersier, the accessible rural case study area, in terms of a rural idyll of others with
rural lifestyles:
“I thought that the Borders would be low – they’ve a pastoral life style - maybe
the diet is high in fat” participant 2
“But it’s interesting Aberdeenshire - I think more that they eat better drink
better and smoke more” participant 1
“Look at the Outer Isles they are very high – that’s strange that because they
ate really well- Oatmeal and that’s supposed to be good for you for heart
disease” participant 2
Ardersier Parents Group participants, extract of a conversation, session 2
In summary these secondary health data maps used to generate dialogue and raise
thoughts around healthcare service planning, were met with more scepticism than
belief. Participants were able to interpret health data and discuss this in the context of
relevant demographics and life situations, expressing a variety of reactions when
health status figures were compared with neighbouring health board areas.
Providing maps illustrating local secondary health data, generated a conversation
focussed on health conditions and on health services, particularly the changes that
people had experienced in local health services. Although the research had a focus of
a medical case study of CVD the data generated and gathered referred predominantly
to health status in terms of general health and well-being.
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The Co-analysis of the Data from the Participatory Mapping Exercises
Data was co-analysed using a concept mapping method involving sorting, rating and
ranking exercises. This exercise took place at stage 3 of the fieldwork and drew on
work by Trochim (1989) and by Beyer et al (2011). In terms of the full research process
this describes steps 17 and 18 as indicated in Table 3.1 (Chapter 3). The aim was to
co analyse the data to enable interpretation and use in co planning exercises within a
co-productive approach.
The sorting exercise involved participants reading comments made during their
previous mapping sessions, identifying themes and then sorting the comments into the
themes. The rating exercise involved participants deciding how important each
identified theme was to them with regards to their individual health. They were then
asked to rate how important each theme was in influencing the occurrence of CVD.
The ranking exercise asked participants to state who and what organisations had
responsibility for health planning and to what extent was this responsibility held. The
sorting and rating exercise continued to produce deep discussion amongst the groups
leading to further annotation of the community maps. In all the focus groups the
discussion was ‘passionate’ and at times ‘heated’. Where completed, the sorting and
rating of the statements (steps 3, 4 and 5 of the concept mapping process) that is the
qualitative data gathered in stages 1 and 2 of the fieldwork, appeared to be an
enjoyable task and was executed effectively by participants:
“[Taking part] It’s been alright, it’s been good – I suppose it’s nice to see that
there’s a lot of similar comments that you can group then in to people are
saying the same kind of things really” Uig Parent Group participant, session 2
However the ranking exercise that I used to explore participants perceptions of
responsibility within healthcare service provision, between professionals and patients
was not fully understood by all participants. It generated emotive conversation and was
not executed fully in the allocated time within the focus group sessions. This resulted
in it taking place in only one focus group setting, the Uig Cardeas Group.
The sorting exercise
The sorting exercise was successful in the focus group setting, when everyone’s
attention was focussed at the same time, to carry out the same exercise together. This
was completed by both retired groups, the Cardeas Group and the Friendship Group.
It was completed by one parents group which was the Uig Parents Group. In Ardersier
the community ‘drop in’ format of the session was not effective because participants
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could not spend the required time to read and sort all of the data. In Uig no participants
attended the community meeting (step 18 in Table 3.1) arranged for co-processing and
verification of the research project results.
I analysed the data prior to the session and extracted some initial themes. Table 4.3
documents the themes that I identified alongside the themes sorted and identified by
the community participants, in each focus group, in both case study areas.
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Table 4.3 The co-analysis of the qualitative data
Community Groups – focus group Stage 3
Ardersier
Friendship
Group
Themes
Doctors services
emerging from
the data

Researcher

Uig Cardeas
Group

Uig Parents
Group

The doctors
(medical
services)

Access to
emergency
health
services

Ill Health services

Access to
general
health
services

Keeping well (health
prevention/health
promotion/healthy
lifestyle)

No equivalent
No equivalent

Activities
(physical and
mental)

Less walking

Physical
Activity

Accommodation

Shop

Employment
and shop

Also physical
buildings –
existence and
condition

No equivalent

Weather

Seasons and
weather

The ‘natural
environment’

Scenery animals
and flowers

Birds, animals
and the
outdoors

Landscape

Caring
community spirit

Community

Social
Interactions

Activities
(physical and
mental)

Needing help
with jobs and
actions you can
no longer do

No
equivalent

No equivalent

Transport

Geographical
distance and
transport

(home)
Places (as
identified on the
map)

Social connections

Transport and travel

The sorting exercise was intended for participants to categorise the statements and
was not for counting frequency (Ritchie et al. 2014:162) although some participants did
comment on the height of the stacks of the sorted comments. It is evident from Table
4.3 that the themes devised by community participants were similar across the different
groups in both case study areas. The themes are similar to those classified by me but
notably different terminology was used. This result is evidence of co-produced results
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and conclusions, contributing to the iterative research methods. The results validate
my interpretation of the results. From these results it is evident that the focus group
was an effective setting to carry out the sorting exercise to identify the dominant
themes in a co-productive manner.
The rating exercise
Results for the rating exercises were collected for the retired groups in both case study
areas and in the Uig Parents Group. The Ardersier Parents Group had to be reduced
by thirty minutes due to participants’ limited availability of time, so the rating exercise
was not completed. Explaining the process and its purpose took longer than I had
anticipated with the Uig Cardeas Group which resulted in only having time to complete
just one rating exercise with this group. The results of the exercise are indicated in the
Tables 4.4 to 4.7 below. The themes are different for each group because the themes
were determined by the participants within that group in their co-analysis of the data.
Participants appeared to enjoy the use of the score cards and didn’t confer with others
as to what they would proclaim but did shout out their scores rather like playing a game
of bingo. The exercise resulted in further discussion regarding current health service
provision some of which was passionate and emotive:
“During the rating and ranking exercises some participants expressed
negative emotions with regards to personal experiences of health and social
care. After the session I made sure I spoke to these participants individually to
make sure they felt ok. I contacted the GP after each focus group session but
in this case I specifically did so to inform him of the upset that some
participants seemed to have experienced through telling their story.”
(Fieldwork notes, November 2013)
I cannot be sure that participants in the Uig Cardeas Group had understood the rating
process. For example in rating the weather one participant exclaimed:
“the weather doesn’t bother me – I find beauty in every weather – when it’s
windy you can get a nice spray”, and gave a score of 1 meaning not important
at all. This participant then went on to say, “It’s essential but I wouldn’t say its
important health wise – not for me – for my health” and scored 1, Uig Cardeas
Group Participant 8
In this way some participants seemed to be viewing health in a scientific ‘medical’
model and an ill health context, rather than seeing health as being influenced by wider
determinants of health.
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Rating results Uig
Table 4.4 illustrates the rating scores as assigned by the Cardeas Group when
considering each theme and its impact on their personal health. The majority of scores
showed that participants felt that all themes were essential.
Table 4.4 Uig Cardeas group–rating themes in terms of personal health
How important is each of these themes to help you keeping healthy while you
live in UIg?
Doctors Weather
The
The
The
Transport
Needing
surgery
outdoors community shop
help
including
and the
(practical
birds and
people
help)
animals
Rating
scheme
1 not
important at
all
2 somewhat
important
3
moderately
important
4 very
important
5 essential 8

1

1

1

2
1

2

3

3

4

8

1

1

5

7

8

Table 4.5 illustrates the rating scores as assigned by the Uig Parent Group when
considering each theme and its impact on their personal health. The majority of scores
showed that participants felt that all themes were very important.
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Table 4.5 Uig Parents Group– rating themes in terms of personal health
How important is each of these themes to help you keeping healthy while you
live in UIg?
Access Access to Employment Geographical
to
health
and the shop distance and
general services in
transport
health
an
services emergency

Rating
scheme
1 not
important at
all
2 somewhat
important
3 moderately 2
important
4 very
2
important
5 essential

landscape

Physical
Social
activity interaction

2

4

1

1

2

3

1

2

4

3
1

Table 4.6 illustrates the rating scores as assigned by the Uig Parent Group when
considering each theme and its impact on their risk of CVD. The scores were more
varied but the majority showed that participants felt that most themes were very
important or essential.
Table 4.6 Uig Parents Group– rating themes in terms of cardiovascular disease
How important is each of the themes below to help reduce your risk of developing
coronary
vascular disease if you live in Uig?
Access Access to Employment Geographical landscape Physical
Social
to
health
and the shop distance and
activity interaction
general services in
transport
health
an
services emergency
Rating scheme
1 not
important at all
2 somewhat
important
3 moderately
important
4 very
2
important
5 essential
2

1

4

1

2

1

2

1

2

1

2

2
1
4

Rating results Ardersier
Table 4.7 illustrates the rating scores as assigned by the Ardersier Friendship Group
when considering each theme and its impact on their personal health. The scores
showed that all participants felt that every theme was essential in helping them to
maintain good health.
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Table 4.7 Ardersier: Friendship Group– rating themes in terms of personal health

Rating scheme

How important is the theme to you keeping healthy while you live in Ardersier?
Doctors
accommodation
Places as
Scenery
Activities
Caring
services
identified on animals and
community
the map
flowers
spirit

1 not important
at all
2 somewhat
important
3 moderately
important
4 very important
5 essential
9

9

9

9

9

9

Table 4.8 illustrates the rating scores as assigned by the Ardersier Friendship Group
when considering each theme and its impact on their risk of CVD. The scores showed
that all participants felt that every theme was essential in helping to reduce CVD risk.
Table 4.8 Ardersier: Friendship Group- rating themes in terms of cardiovascular disease

Rating scheme

How important is each of the themes below to help reduce your risk of developing
coronary vascular disease if you live in Ardersier?
Doctors accommodation
Places as
Scenery
Activities
Caring
services
identified
animals and
community
on the map
flowers
spirit

1 not important
at all
2 somewhat
important
3 moderately
important
4 very important
5 essential
9

9

9

9

9

9

The ranking exercise
The ranking exercise was designed to assess participants’ perception of how much
responsibility lies with various people or organisations, with regard to healthcare
planning. It was not fully completed with any group. It was first attempted with the Uig
Cardeas group where it proved unclear and too complicated, to be fully understood
and executed, in the time available.
“Can I clarify again is what they should have in your perception or what they
actually do have – so it’s what you feel they should have” participant 8
“I don’t understand” participant 4
“It doesn’t seem to make any sense because what [name of fellow participant]
says you are responsible for your own health” participant 5
Cardeas group participants, extract of a conversation, session 3
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“You can’t really use 5 [as a score] because you are admonishing anybody
else from responsibility including yourself” Uig Cardeas Group participant 8
Through explanation some participants began to understand the current policy
approach concerning shared responsibility for health and particularly maintaining good
health:
“People themselves have a responsibility to themselves to their own health
don’t they” participant 2
“But what about when they are ill” participant 5
Uig Cardeas Group participants, extract of a conversation, session 3
And in conversing to generate some scoring further discussion ensued:
“So taking NHS Scotland” me
“Well they’ve got a huge responsibility …….. if only they would be taking it”
participant 1
“This seems a lot of nonsense because the authorities have got a lot of it but
then as [name] says you have responsibility yourself” participant 5
“I still can’t see what some of them [the themes] have got to do with health
really…. but I suppose if we didn’t have those things we shouldn’t be…. what
am I looking for…. if we didn’t have these things it might affect our health…. I
see” participant 4
Uig Cardeas Group participants, extract of a conversation, session 3
It also generated passionate and heated comments from some participants regarding
this research and other participatory processes that the group had volunteered to
contribute to. Strong feelings were expressed by the Uig Cardeas participants that they
had voiced the same issues in previous community consultations but had failed to see
any results. I listened to participants’ concerns, re-iterating the purpose of this
research, and referring them back to the participant information sheet in attempts to
placate any misconceived or raised expectations that they had. I made the decision to
omit this step in further concept mapping exercises and instead to dedicate the time
within the focus groups to obtain answers to just the rating exercises. No ranking score
was therefore completed by any group. The findings with regards to participant’s
perceptions of responsibility for healthcare planning consist of comments as indicated
above from the Uig Cardeas Group.
In summary the focus group was an effective setting to carry out the co-analysis of the
data gathered in the base map through the sorting exercise to identify the dominant
themes in a co-productive manner. The rating exercise was completed by the retired
groups and one parent group but the understanding of the exercise by the participants
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is not assured. The ranking of responsibility for health planning exercise was not
completed by any group so no assessment of people’s perception of who is responsible
for health service planning can be made from this research study. The community
mapping followed by sorting, rating and ranking exercises proved a co-productive
opportunity for knowledge exchange and increasing knowledge and awareness of
current health policy and expectations.
The Verification of the Visual Products from the Iterative Mapping Process
The final stage, stage 4 in the iterative mapping fieldwork process, step 23, in the full
research process as indicated in Table 3.1, was the verification by participating
community members of the maps and graphs that I created using GIS mapping and
Excel software. As illustrated in Tables 4.1 and 4.2, the least number of people
participated in this step. In both case study areas both retired groups engaged in this
step and showed great interest in the final maps. The participants appeared to
understand the maps and graphs and agreed the content, suggesting no amendments.
One participant acknowledged my efforts (Fieldwork notes, July 2014):
“What a lot of work you have done” Uig Cardeas Group participant session 4
The Ardersier Friendship Group asked that I returned in the future to feedback on what
happens with the results of the work, whilst the Uig Cardeas Group were keen to know
when any change might be seen as a result of the research:
“And when are we likely, I suppose knowing the way these research things go
its actually going to be a long time, before we know if this has actually
contributed to any changes or developments within the service” Cardeas
group participant, session 4
In Uig, the island community, some participants from the participation booth and the
‘go-along’ interviews engaged in this step. No amendments to the map were
suggested. No individuals from Ardersier who had contributed via the participation
booth or ‘go-along’ individual interviews participated in this step.
In summary a final verification by participants of the visual products completed their
co-creation. The number of individuals participating had reduced by this final stage of
the fieldwork with only the retired groups, and some participants from the individual
interviews and participation booth in Uig, remaining fully engaged.
Reflections on the Research as a Co-Productive Process
The participatory mapping exercises took place in three settings in each case study
area. The data was then co-analysed by myself and the participants from each case
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study community. The findings show that the extent of participation varied across the
different settings. I designed a mapping process utilising a number of participatory
mapping exercises, in line with a participatory action research methodology, for the coproduction of a local knowledge to be used in co-planning of health services. It was
intended that through each iterative step of the map making process I would act as a
facilitator, in an enabling role, and the participants would work ‘on a par’ with me to
evaluate and analyse the process and design the next stage. I intended that the
participation level would deepen as in models of participation such as Arnstein’s ladder
analogy (Arnstein 1969), with participants gaining a status of increased empowerment
through the participation process. What could be viewed as a consultative or ‘voice’
initiative would be a co-productive process through the use of the participants’ voice in
subsequent steps of the iterative research process.
Since this research is an exploration of a participatory action research technique of
participatory mapping, set in the context of the co-production of Scottish rural
healthcare services, I now reflect on its use in terms of categories of participation as
used by the Scottish Health Council in their Participation Toolkit as illustrated in Table
2.5 (SHC 2014c). In this resource a participatory method can demonstrate numerous
descriptive categories of participation simultaneously in one project. I acknowledge the
danger in categorising co-production as levels or extents in terms of participation as
this can imply a hierarchy of importance. I use these categories to enable an analysis
of participants’ action within the research process, rather than to assign any level of
engagement being of a higher importance than another. The fieldwork in this research
was to commence with action at step 13 (Table 3.1) described by the Scottish Health
Council as ‘engage’ with the aim of ‘getting information’. It was intended that through
my feedback and participants’ actions to add or detract data from the first mapping
exercises, this would progress to a category of ‘involve /consult’ with action of ‘ongoing
engagement and dialogue’. This occurred in the iterative nature of the research, during
steps 15, 17, and 23 (Table 3.1). As the research process advanced it aimed for
participation described as ‘empower’ displaying action of ‘partnership working or coproduction’. It was envisaged that on completing steps 17 and 18, the concept mapping
exercise, a category of ‘evaluate’ would transpire in actions of ‘reviewing process and
outcomes to drive improvements’, with a local action plan being produced.
Tables 4.9 and 4.10 detail the ‘categories of participation’ demonstrated through each
of the three settings according to the participation achieved, in each case study area.
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Table 4.9 details the categories of participation exhibited at the completion of all
fieldwork in Uig. Four categories of participation were achieved in the focus groups.
The participation booth achieved a level of ‘engage’ and ‘involve/consult’. It did not
achieve an extent of ‘empower’ because of a lack of attendance at subsequent
meetings to discuss and analyse the data collected. The individual interviews achieved
different levels of participation depending upon the availability and commitment of the
participants for subsequent meetings in the iterative research plan.
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Table 4.9 Uig: Categorising participation according to the Scottish Health Council
Participation Toolkit

Participatory Mapping
Setting
Community groups in
focus groups

Participation booth

‘Go-along’ Individual
interviews
2 participants

‘Go-along’ Individual
interviews
1 participant

Level or descriptive
category
Engage

Participatory action

Involve/consult

Ongoing engagement and
dialogue

Empower

Partnership working or coproduction

Evaluate

Reviewing process and
outcomes to drive
improvements
Getting information

Engage

Getting information

Involve/consult

Ongoing engagement and
dialogue

Empower

Partnership working or coproduction
Getting information

Engage
Involve/consult

Ongoing engagement and
dialogue

Empower

Partnership working or coproduction
Getting information

Engage
Involve/consult

Ongoing engagement and
dialogue

Table 4.10 details the categories of participation exhibited in the participatory exercises
at the completion of all fieldwork in Ardersier. The results for the focus groups and the
participation booth are the same as in the Uig case study area. The individual
interviews exhibited participation described in two categories of ‘engage’ and ‘involve
and consult’, since no participants from these attended for subsequent meetings to coanalyse and verify the findings despite the opportunity being made available in the
iterative research plan.
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Table 4.10 Ardersier: Categorising participation according to the Scottish Health
Council Participation Toolkit

Participatory Mapping
Setting
Community groups in
focus groups

Participation booth

Level or descriptive
category
Engage

Participatory action

Involve/consult

Ongoing engagement and
dialogue

Empower

Partnership working or coproduction

Evaluate

Reviewing process and
outcomes to drive
improvements
Getting information

Engage
Involve/consult

‘Go-along’Individual
interviews

Engage
Involve/consult

Getting information

Ongoing engagement and
dialogue
Getting information
Ongoing engagement and
dialogue

From these Tables 4.9 and 4.10 the findings from the participatory mapping coproductive processes demonstrated different categories of engagement according to
the three different settings. All settings provided a space for engagement to generate
information and dialogue. Empowerment was possible through the focus group and
‘go-along’ individual interview settings. In the focus group settings the concept
mapping exercises were carried out enabling participants to co-analyse by reviewing
and exploring the dialogue. I had hoped that this process would lead to an outcome of
an action plan to drive improvements following the research but this was not attained.
The ‘ranking of responsibility’ exercise was not completed due to participants finding it
too complex. The final digitised maps and graphs that I created were verified by the
community participants, demonstrating co-ownership of the project outputs between
myself and the two case study communities.
Participatory mapping can, provide the opportunity for a co-productive process but the
extent is dependent on the participants being interested and having the capacity and
the ability to engage in the process on multiple occasions. Continued participation
throughout the iterative research design appeared to be dependent on individuals’ time
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to attend the activities of the project. The extent of participation deepened upon
individuals’ interest and capacity to commit to the project.
There were indications of empowerment expressed by some individuals through
continued engagement with the project. This is also highlighted by an observation from
a medical practitioner from the medical practice at Uig that attendance at the PPG
meeting increased during to the research, as shown in this extract:
Following the Uig Patient Participation meeting the Medical practitioner
emailed me to say how the research had impacted on motivating residents to
engage in the PPG activity: “Tonight’s meeting really good: over 2 hours of
issues of future healthcare in the community, lots of plugs for your work as
critical to help them decide what they need, don’t despair. Next time if we
need a joint event then good but worry that will stop impartial views so think
your independence important to the whole process. You have set a real hare
running with your work that is already producing expectations: there were over
20 people there tonight, a lot of that because of you and your efforts to raise a
profile, all that needs to be captured too (Fieldwork notes, April 2013, email
received from Uig Medical Practitioner).

In Conclusion
In beginning to answer research question 1: How can participatory mapping generate
wider user involvement? The use of participatory mapping in a variety of settings can
offer engagement to rural residents, to involve them in a co-planning process as part
of a co-productive research programme.
In terms of citizen-participation and the iterative process participatory focus group
settings worked best to achieve a co-production of knowledge at a descriptive level or
to an intermediate level (Penny, Slay and Stephens 2012:8). To engage in actions
described as ‘empowerment’ required a high level of commitment of time and energy
from participants. In this study the only participants able to fully commit to such lengthy
methods were retired people within the community.
Participatory mapping proved an effective method in providing a space to stage a
dialogic and learning process for a conversation around health and place. Presenting
formal health data in maps relating to the local area focussed the discussion on
specifics of disease rates and health care provision. Use of a topographical Ordnance
Survey map proved an interesting and stimulating resource to deliver a creative
participatory process. The use of three different settings provided inclusive access to
all members of the community, enabling engagement to an extent that residents were
able to commit too depending upon their individual capacity and resources. Use of the
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map contributed to a constructive, lively animated conversation that included aspects
of health and health care provision. The conversation in both study areas was also
able to inform in regards to the perceptions and potential capacity of co-production of
local healthcare services. The Ordnance Survey map also served as a data collecting
medium by gathering local knowledge on residents’ perceptions of how their local place
impacted on their health. Characteristics of the local environment that had implications
for health were identified beyond simply health service provision. This will be further
explained in the following chapter where the thematic analysis of the conversation is
presented in visual format maps and graphs.
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Chapter 5 Uncovering the Features of ‘Rural Place and Impacts on
Health’ Through Participatory Mapping
Introduction
This chapter presents the outputs of the research, namely the thematic analysis of the
dialogue generated and captured throughout the participatory mapping exercises.
These are then combined with spatial information and presented in visual
representations as digitised maps and graphs. Supported with illustrative comments
and notation, these visuals present what was uncovered through the participatory
mapping process, in terms of participants’ perceptions of place and its’ impact on
health. The findings answer the research question, what features of rural place does
participatory mapping highlight for co-planning rural health services?
The chapter first identifies places that were spoken about during the dialogue about
health and place, in terms of places as locations within the geographical space
identified for each case study site. It will then identify wider features of place in terms
of locale and sense of place, through a discussion of the thematic analysis and its
spatial application in visual representations.
In this thesis place is defined as space that has been accorded meaning. In this
research the space refers to the geographic area covered by each case study. Place
is then considered according to Agnew’s concept of place (Agnew 1987) by means of
location within a space, together with the place as locale, to study what happens within
these places, together with the meanings and feelings associated with these places
which express the sense of place. The participatory mapping exercises enabled
articulation of a local voice that created a holistic picture of place, in terms of how local
residents who participated perceive the relation between the place where they live and
their health.
Since this research concerns itself with testing how participatory mapping could be part
of a co-planning of rural health services, this wide dimension and story of place is
displayed in visual illustration as digitised maps (GIS software) or graphs (Excel
software). The aim is to demonstrate how these health impacting themes, either
negatively or positively, were linked to specific places. The resulting products provide
examples of how participatory mapping using GIS technology can display the
participants’ words in digitised visual formats, as a means to present and communicate
a local voice to health planner professionals involved in the planning of health care
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services. How the professionals reacted to these visual presentations will be discussed
in Chapter 6.
This thesis argues that in terms of ‘place’, the picture of ‘health and place’ is only partial
when the participants’ quotations standalone as a theme, or the location stands alone
as a grid point on a map. When the narratives and the geolocations are combined the
three dimensions of place are presented together on a map. The result is that a wider
perspective of place is represented to tell the story of how health is impacted by the
location, meaning what is there, the locale, meaning what goes on there, and the sense
of place, meaning the emotional experience that people have there.
Places as Locations that Impact on Health
Using Geographical Information Systems (GIS) maps, Figure 5.1 and Figure 5.2, were
created for each case study area to illustrate all the places in terms of locations that
participants identified as having an impact on health. In both case study areas data
was generated and gathered in three engagement settings: focus groups, in the
participation booth and in individual interviews. The data from the three engagement
settings was consolidated to create a map for each case study area.
Figure 5.1 shows the Uig area defined as the local area by the participants. The area
is sparsely populated, and has few roadways and man-made structures. In a
conversation around health and place the main public places identified by the
participants were the shop, the community hall and the medical surgery. Other meeting
places such as the church, the old fire station and the mission hall were mentioned.
Aspects relating to the sea shore or the sea were collated under the label of coastline,
and were represented by just one single beach location labelled as ‘beaches’. This
beach location was the one most frequently mentioned as a space for physical activity.
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Figure 5.1 Uig: The places identified by participants as impacting on health through the
exercises of participatory mapping

The places mentioned through the participatory methods by participants in the
Ardersier case study area are shown in Figure 5.2 below. The main public places
identified by the participants were the surgery, the school, the shop, the old school hall,
and the pocket garden. Other meeting places such as the senior citizen’s hall, were
mentioned. Aspects relating to the sea shore or the sea were collated under the place
of coastline and were represented by just one single beach location towards the bottom
of Figure 5.2, labelled seafront. Additionally, the Ardersier village area was defined by
some participants as the old village and the new village in reference to the old
traditional houses and dwellings as compared to the more recently built housing
developments.
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Figure 5.2 Ardersier: The places identified by participants as impacting on health
through the exercises of participatory mapping

Participants identified these physical places as locations, within each case study area,
that impacted on their health. However the existence of a physical place does not
indicate how or why this impacts on their health. By illustrating the wider dimensions
of place in locale and sense of place (Agnew 1987) a deeper meaning is expressed. I
will now demonstrate this using the thematic analysis, geo-located in visual
representations of maps, and supportive quotations from the dialogue created through
participatory mapping exercises in all three settings.
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Places as Locations, Locale and a Sense of Place
In Chapter 3 and in Chapter 4 a description was given of how, within the design of a
participatory action research methodology, the participants co-analysed the initial data
to devise themes that arose from the dialogue surrounding health and place. I further
refined the themes to devise a coding scheme using terminology and concepts derived
from academic literature. This coding scheme was then applied to the qualitative data
gathered in each case study area, across all three research settings, focus group,
participation booth and individual interviews, in a thematic analysis to describe how
people discussed health and place.
By adapting factors incorporated in the social determinants of health model (Dahlgren
and Whitehead 1991) five major themes were identified with further sub–themes
grouped within these major themes. The two major themes of (1st) medical services
and (2nd) lifestyle related to what I have called concepts of healthcare service provision
as described in Chapter 3. The other three themes utilised a health geography lens,
taking the concept of therapeutic landscapes of wellbeing (Gesler 1992), a conceptual
framework which considers (3rd) natural and built physical environments, (4th) social
environments and (5th) symbolic environments. In a further step, reflecting work on
‘health-enabling places and spaces’, which describes the possibility of an environment
to promote health wellbeing, the participant quotes were further coded as being a
health creating or health limiting factor.
In order to describe the dialogue on health and place in terms of a health related place
making experience, the number of times a theme was mentioned was calculated for
each engagement setting. This was carried out across the whole data set for each
case study as illustrated in Table 5.1 and Table 5.2. Each table illustrates the number
of comments for each data collection method (i.e. focus group, participation booth and
individual interviews) according to each dominant theme and according to health
creating or health limiting potential, as articulated by the participating residents in the
particular case study area.
The data from the focus groups in both settings was analysed individually for each
community group (i.e. for Uig the Cardeas Group and the Parents Group; for Ardersier
the Friendship Group and the Parents Group). These tables consolidate these two
focus groups together as one focus group setting, for each case study area. This
serves the purpose of demonstrating how the perceptions of places were identified
according to each health impacting theme, as highlighted by participatory mapping in
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each of the three settings that were tested. The data from the three individual
interviews in Uig was also consolidated together as a whole, in order to maintain
anonymity with regards to recognisable personal comments.
The results for the Uig case study site show that, taken collectively, there were more
comments relating to themes from the therapeutic landscape concept than to those
from the healthcare service provision concept. In summary 39% of comments on health
creating factors relate to the natural and built physical environment category and 38%
relate to health limiting factors of this category. For the Uig focus groups, and the
individual interview methods, the largest number of comments related to the natural
and built physical environment, whereas in the participation booth the symbolic
environment received the most comments. This is explained by participants speaking
more generically about the whole place represented by the map, rather than a specific
place as a location within the geographical area, when regarded as a bounded
geographical space. Across all three settings used in Uig, the frequency of each theme
showed a variable pattern which shows how people interpret places and feel about
places differently.
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Table 5.1 Uig:The number of comments by theme describing health creating and health
limiting aspects
Method of engagement

Five Dominant Themes

and nature of

Total of themed

Total of themed comments relating to

comments

comments relating

therapeutic landscapes theory

to health treatment
and health
behaviours
Medical

Lifestyle

Natural &

Social

Symbolic

Services

Factors

Built

Environment

Environment

Physical
Environment
Focus Groups
Health creating

3%

20%

41%

23%

13%

12%

18%

39%

15%

16%

N=60

12%

17%

31%

10%

30%

Health Limiting

14%

21%

14%

21%

30%

N= 257

7%

24%

30%

18%

21%

Health limiting

27%

10%

30%

16%

17%

4%

21%

39%

21%

15%

14%

16%

38%

15%

17%

Comments
N=1150
Health limiting
Comments
N=1066
Participation Booth
Health creating

N=14
Individual Interviews
Health creating

N=273

Uig case study TOTAL
Health creating
comments
N= 1467
Uig case study TOTAL
Health limiting comments
N=1353
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The results for the Ardersier case study site show that, taken collectively, there were
more comments relating to themes from the therapeutic landscape concept than those
from the healthcare service provision concept. In summary 40% of comments on health
creating factors relate to the natural and built physical environment category and 36%
relate to health limiting factors of this category. Taking each theme individually it was
only the physical environment theme that was mentioned more frequently than that of
lifestyle factors. The social environment was the next often mentioned theme followed
by medical services and finally symbolic environments. In Ardersier for both the focus
groups and the participation booth methods, the largest number of comments related
to the physical environment. The least mentioned theme in the focus group
conversations was the symbolic environment, followed by medical services. Within the
participation booth medical services were least referred to in the conversation, followed
by the theme of social environments. Again across both settings used in Ardersier the
frequency of each theme showed a variable pattern.
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Table 5.2 Ardersier: The number of comments by theme describing health creating and
health limiting aspects
Method of engagement

Five Dominant Themes

and nature of

Total of themed

Total of themed comments relating to

comments

comments relating

therapeutic landscapes theory

to health treatment
and health
behaviours
Medical

Lifestyle

Natural &

Social

Symbolic

Services

Factors

Built

Environment

Environment

Physical
Environment
Focus Groups
Health creating
Comments

2%

21%

39%

23%

15%

11%

31%

35%

16%

7%

2%

33%

47%

6%

12%

2%

36%

52%

6%

4%

2%

22%

40%

22%

14%

10%

31%

36%

16%

7%

N=1067
Health limiting
Comments

N=806
Participation Booth
Health creating

N=134
Health Limiting
N=50

Ardersier case study
TOTAL Health creating
comments
N=1201
Ardersier case study
TOTAL Health limiting
comments

N=856

In examining the frequency of themes this demonstrates how people talked about
place according to the health impacting themes that came out of the conversation
during each method setting, for each case study. The findings show that the
participatory mapping exercises produced a dialogue that emphasises how
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environments, or what takes place within environments, is perceived to have an impact
on health. The therapeutic potential of a place has an impact not only on account of
the physical and social aspects, but also from a symbolic point of view. This
demonstrates how the use of participatory mapping produced a deeper insight into
what is considered as ‘environment’ in terms of health and place, than is recognised in
current Scottish health policy as a determinant of health (Scottish Government 2016a).
In considering the five dominant themes, participants rarely spoke about a place or an
aspect of their environment in isolation of its physical existence but rather in
combination with another or multiple dominant themes. This illuminates the relational
nature of place in both case study sites. In all three settings for participatory mapping
the largest number of comments related to the physical environment in terms of a
therapeutic landscape, for Uig 39% as health creating and 39% health limiting, and for
Ardersier 40% as health creating and 36% health limiting. This is explained by the fact
that everything happens in a place so each coded comment related to a particular
physical place. This highlights how participatory mapping, in facilitating a discussion
focussed on a visual map, enabled participants to articulate health as impacted by
specific ‘places’. This spatial description of place was then extended through deeper
conversation, enabled through the iterative nature of the participatory mapping
exercises. This also allowed exploration of how the existence of that place enabled a
health creating or a limiting experience. In this way the participatory mapping produced
data that illustrated the complexity of the relationship between health impacts and
place in relation to the five themes. Numerical format gives initial detail of the nature
of the conversation.
To present place as location (Figures 5.1 and 5.2) or to present the themes of the
conversation that details how place is experienced as a locale (Tables 5.1 and 5.2) in
isolation presents a single dimension of place and hence only a partial picture of place.
The five themes relating to health impacts were therefore geocoded to places
according to illustrate how they described a place with in terms of a spatial location, a
locale and sense of place as conceptualised in work by Agnew (1987). Participatory
(P-GIS) was employed to do this where I acted as the GIS technician.
“P-GIS is the practice of gathering data using traditional methods such as
interviews, questions, focus groups all using some form of paper maps to allow
participants to record spatial details. This information is then digitised so that it
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can be analysed and interrogated using the power of the computer GIS software
and also so that any outputs can then be communicated using computer- drawn
map outputs” (Forrester and Cinderby 2013:4).
Since health sector approaches to health planning use GIS to display and utilise
quantitative data, by using GIS in this way the residents’ voice was also presented in
the same format. Using the sum of the frequency of mention, each dominant theme
was geo linked to its place of reference, according to the setting of engagement for the
participatory mapping (focus group, participation booth or ‘go along’ individual
interview). As stated in Chapter 3, in transforming the data, the strength of the
identification is measured by the number of times a place was mentioned in the
dialogue. Though not claiming to be of statistical significance, this quantification can
be justified to illustrate the results as it enabled the spatial digitisation of the qualitative
data into the maps and graphs:
“The use of numbers is a legitimate and valuable strategy for qualitative
researchers when it is used as a complement to an overall process orientation
to the research” (Maxwell 2010:480).
This latter point adds to the growing literature on quantitative participatory
(participatory numbers or participatory statistics) methods (Chambers 2010). As stated
by Chambers (2007:11), since I carried out a chauffeur driven GIS the numbers
‘belong’ to me as the researcher through my use of them as an ‘outside analyst’. This
has implications for the power balance between myself and the participants in the
research as a co-produced process.
The Creation of Visual Products to Illustrate Place and Health
Using GIS software, maps were drawn for each participatory mapping exercise, to
bring together the verbal data that was thematically analysed, in relation to the spatial
point that it described, and its health impact. Pie chart symbology was used to indicate
the proportion of the comments that referred to each of the five themes in relation to
that specific place within a particular participatory mapping exercise. By mapping the
frequency with which each dominant theme was mentioned this demonstrated the
strength of identity with each place, as articulated by the participants during the
participatory mapping exercises. The size of each pie chart indicated the total number
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of statements whereby locations were featured in the conversation. This then
presented a visual representation of participants’ recognition of a place and its
perceived health impacts, according to the five dominant themes.
As well as the shared public places within the geographical area, as illustrated in
Figure 5.1 and Figure 5.2, home was frequently identified as a place during the
conversations but this was not mapped in order to maintain participant anonymity in
accordance with ethics agreements. Other comments from the mapping
conversations referred not to one specific place but to the whole area included on the
base map, as a place. The summations of the frequency of themes where ‘home’
was identified as a place or the mapped area as a ‘whole’ place are illustrated in
Excel graphs. In line with the participatory action research approach these maps and
graphs were verified with the participants to confirm the findings and then shared with
professionals involved in health planning to discuss their potential utilisation in the
health planning process. The full set of maps and graphs produced from the
participatory mapping exercises are found in the appendices.
A selection of these visual products are used in the next section to illustrate
examples from the dialogue created through participatory mapping exercises, that
demonstrate how the themes, in terms of health impacts, relate to specific places. In
this visual way findings are expressed in terms of which places are mentioned, how
often places are mentioned and how places are mentioned, in accordance with
impacts on health and the thematic analysis.
These particular visual maps and graphs express the strength of feeling surrounding a
place in terms of the frequency of the expression of the themes. However, they do not
communicate the actual narrative of how participants in each case study area
expressed this relationship and feeling towards a place. In terms of relating this
knowledge, the participants’ voice, it is helpful to explore the nuance of the themes and
sub themes, by illustrating the maps with participant quotations. This brings an
experiential ‘real life’ dimension to the themes and sub themes, to communicate the
local voice. Since a location was often articulated in terms of more than one theme,
due to the relational aspect of health and place, multiple themes can be identified in
the same quotation. This demonstrates the complexity of place when considering its
meaning in terms of health creating or health limiting properties.
In the research study each case study was analysed separately according to the
findings from each engagement setting i.e. the focus groups for each demographic
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group, the participation booth and the individual interviews. Maps were created for
each of these settings and in the case of the focus groups for each retired peoples’
group and each Primary School Parents Group. In this format the results were
presented to health planning authorities to demonstrate how place is an important
consideration to participants in terms of impacting their health. This meeting replaced
the planned communal meeting which would have brought the patients and the
professionals together to discuss and compare their maps in order to begin to formulate
a local action plan. This demonstrated to health planners, in a visual representation,
the variety in how health and place was perceived between different participants within
the case study area in which they work.
The focus of this thesis is a methodological one, to explore how the use of participatory
mapping can lead to the enhanced co-planning of rural health services, through
drawing attention to the importance of differing dimensions of rural place. The findings
are presented here using examples of the maps and graphs to illustrate both the
uniqueness of perceptions of health and place, within a rural community and across
rural communities. It is not the numbers per se, as detailed in the tables 5.1 and 5.2
above, but how the dialogue was created and the nature of the dialogue surrounding
a particular place that is of interest. The thesis does not therefore compare the visual
products from each case study against each other but what it does do is highlight how
themes were referred to, according to different places, in similar or different ways in
the two rural communities.
Communicating the Local Voice
This Chapter now presents a narrative of health and place by combining examples of
the visual maps and graphs, with supportive quotes. This combines with a narrative of
place to illustrate how the dimensions of place contribute to a healthcare experience.
This shows how participants conversed about health in relation to their everyday ‘lived’
environment and their place making in relation to health. It provides an example of how
spatial location and theme could be utilised at a local level to co-plan rural health
services.
The set of themes and subthemes for each case study, to illustrate what types of issue
were raised by participants during the participatory mapping exercises, are listed in the
appendices. Of note is that the five major themes were applied across both case
studies and that the majority of the sub themes were largely the same for both case
study areas. What was evident from the detail of the conversation is that the issues
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raised in the sub themes and themes were perceived and articulated in different ways
both within each case study community and across both case study communities. This
highlights the uniqueness of health and life within different places. Since this thesis
explores a methodological approach, focussing on place, the findings are presented
from the angle of place and how the themes combine within this, rather than taking
each theme in isolation. To present this understanding to health sector professionals
the narrative begins with a focus on themes of healthcare service provision to which
themes of therapeutic landscapes are added, to illustrate how health and place relate.
In this way the delivery of health services, in terms of it being felt as a therapeutic
experience, are explained. The examples of place used are the medical practice
surgery as this is predominantly where health services as a theme were referred to. In
addition a further example of a place is given for each case study area. For Uig this is
the community shop and for Ardersier this is the community transport minibus.
Locating the Themes Regarding Health to Place
Since this thesis concerns the co-production of healthcare service provision a key
focus is the theme of medical services. The theme, medical services, covered all
aspects of health treatments, whether for acute or chronic ill health, as well as health
promotion and illness prevention activities. There was a clear emphasis on medical
services in situations of ‘ill health’ being mentioned more than those of health
promotion or health prevention from a perspective of ‘well health’. This shows a
perception by some participants of health service provision of a scientific medical
model, delivered in a traditional hierarchical way, rather than that of contemporary
healthcare policy which has an expectation for self-responsibility and a partnership
between patients and staff. This was evident in both case study areas:
“If I am sick I will go to the doctor and if I am fine I will stay away” Ardersier
parents Group participant 2
“If they are telling you that you need to have an appointment for a check-up in
3 months then I think they should get in touch with you to say” Ardersier
parents Group participant 1
“You don’t think about doctors then [when you are well] do you – you don’t
want to know them” Uig Cardeas Group participant 2
For both case studies this theme featured predominantly in relation to the medical
practice surgery location. This is clearly shown in the example of the maps from Uig
Cardeas Group, Figures 5.3 and 5.4, below that indicate how the theme of medical
services featured in the dialogue concerning the medical surgery. As the size of the
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pie charts indicate, on these two maps, despite the theme of the participatory mapping
exercise being to discuss health service planning, the medical surgery as a place and
medical services as a theme was not the most predominant place referred to in the
dialogue. These two points are evident in respect to both health limiting and health
creating aspects.
Figure 5.3 illustrates the main places discussed, with regard to health creating aspects
in Uig, amongst the Cardeas Group focus groups. Medical services, indicated by the
blue colouration, is only discussed in relation to the medical surgery.
Figure 5.3 Uig: Health creating aspects by place as identified by Cardeas Group
participants

Figure 5.4 illustrates the main places discussed with regards to health limiting aspects
in Uig amongst the Cardeas Group focus groups. Once again medical services,
indicated by the blue colouration, is only discussed in relation to the medical surgery.
The smaller size of the symbols in this map as compared to Figure 5.3 shows that
fewer health limiting aspects were talked about in relation to that place.
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Figure 5.4 Uig: Health limiting aspects by place as identified by the Cardeas Group
participants

Across the maps from all settings in both case study areas this point holds true. The
medical services theme and the medical surgery were not the dominant theme and
location in the conversation, except for the Uig individual interviews (see Figure 5.5
and 5.6).This variance is explained by a majority of the participants in the individual
interviews having worked in the health services and therefore being focussed on this
theme, as both a resident and as a previous NHS employee. This aspect was noted
as a feature of the individual interview method: that since there was no deliberation
and dialogue between other participants, the focus could stay focussed on the favourite
or most relevant topic, as perceived by the participant.
Figure 5.5 illustrates the main places discussed in Uig with regards to health creating
aspects, during the individual interviews. The medical surgery is the largest symbol
indicating it was the most frequently spoken about place.
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Figure 5.5 Uig: Health creating aspects by place as identified in individual interviews

Figure 5.6 illustrates the main places discussed in Uig, with regards to health limiting
aspects during the individual interviews. Fewer places were spoken about in
comparison to health creating aspects shown in Figure 5.5. Again the medical surgery
is the largest symbol indicating it was the most frequently spoken about place, and due
to its size, in comparison to Figure 5.5 was mentioned more frequently in a health
limiting manner.
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Figure 5.6 : Health limiting aspects by place as identified in individual interviews

Considering the findings in the Uig case study area, from all three participatory
mapping settings, discussions pertaining to medical services referred both to the actual
services provided and additionally how people felt about the quality of these resources
in impacting on their health. This was not necessarily in reference to the scientific,
clinical quality of any medical treatment or advice received, or in relation to the medical
or diagnostic skill of the staff, but rather in relation to aspects of ‘care’ relating to a
person centred care approach, such as a personal service, a patient feeling cared for
and continuity of care. In this way the experience of this place was described by
participants most often through aspects of themes relating to therapeutic landscapes,
particularly in terms of experiencing a symbolic environment:
“It’s still caring but it’s not so personal caring It was more unconventional now
it’s more it’s not not rigid – it’s better in a way but not so good in another way”
Uig interview participant 1
“You feel like you are working out your own salvation – really - health wise
yes” Cardeas Group participant 3

In Uig, in both focus group settings, access to local services at the medical centre, with
a range of medical practitioners, was positively regarded by some. There was a
perception that in their local surgery they would get better access in terms of waiting
times to see the doctor than in urban settings. Comments received were on changing
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roles of staff which some were happy with, following personal experience, whilst others
felt that changes in staffing could indicate a lowering in the standard of medical care
received. This points to potential misunderstandings of changes in roles and
competencies within contemporary healthcare service provision:
“I know that if I need a doctor during the normal hours of their job I will get an
appointment so that is probably much better than London where you probably
have to wait for a week” Uig interview participant 2
“In the surgery instead of the doctors they have a nurse there on certain days I
am fine with it because I haven’t had anything that she couldn’t have solved
better her than nobody there I am fine with that” Uig interview participant 2
“The complaint about that is she (the nurse practitioner) is actually doing the
job that the people here think the doctor should be doing and she is not a
doctor and she is very good- I am sure- and she is certainly very highly
qualified but there is a certain level of resentment that you make an
appointment to see the doctor and when you get there you see the nurse” Uig
interview participant 3
A major aspect of change spoken about in regards to medical services was the
availability of a familiar or known doctor or nurse whether at the surgery or for home
visits in cases of acute illness. For effective and efficient co-productive delivery of
health services, the building of long term trusting relationships is stated as being
important (Needham and Carr 2009), which seems to be hampered by current staffing
provisions:
“They knew you, the whole community – you didn’t have to go into the GP like
we do now- I know its different nowadays with confidentiality and all that kind
of thing, you could go to your GP and he knew everything about you -That’s
different now you don’t even know who you are going to see anymore” Uig
Parent Group participant 1
“The community nurses it was the same two all the time- They knew the nurse
who was coming they knew when she was coming – they knew what she had
for her tea, and if she wanted any tea, so they knew that but now they don’t
know who’s going now they just know it’s going to be a nurse it’s not personal
and there is no continuity either I think that’s another thing” Uig interview
participant 3

In all settings in the remote and rural area of Uig there was a nostalgia for past services
when the doctor lived in the village, implying better access to a consultation with
medical staff, with some participants perceiving that services were seemingly available
at the local medical centre at all times throughout the week. It is interesting to note that
feelings of nostalgia were voiced during focus groups of both retired people and
parents, as well as the individual interviews, showing that such feelings were not limited
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to older age groups. From a symbolic aspect it was evident that residents held a strong
sense of security when the doctor and nurses were also a resident member of the
community:
“And then you’ve lost the security of having a GP living here –we don’t have
that anymore and they are not on call like they used to be either. Back in 2001
they still were” Uig Parent Group participant 2
“And that’s the other thing and that’s a huge huge thing – he lived at the
surgery – they were so respectful that most of them, I mean one or two would
knock on the door at any hour, but most of them wouldn’t call the doctor out in
the night unless they were actually dying because that’s the nature of people
here generally speaking” Uig interview participant 3
“They are not part of the community in the way the doctor used to be” Cardeas
Group participant 1
In Uig the amalgamation of practices into a larger geographical area was also seen as
partly responsible for the introduction of perceived ‘non local’ staff and a diluting of a
personal touch to services. Expressed as a negative impact on health and the
community, this action appears to be contrary to the localism approach now prominent
in policy. This is also in conflict with the model of medical services being delivered from
a hub as proposed by rural health models:
“Oh ‘grrrr” so annoying – GP so annoying everything centralised – you ring
your own local surgery you might be answered by the main surgery
somewhere else and it just takes away from the localness” Parent Group
participant 4
Conversations in Uig also included the mention of current emergency, regional,
paramedic and other health professional services. On being asked about emergency
situations there was some awareness of procedures but not necessarily confidence in
services. For example the NHS 24 service was not perceived as a positive experience:
“Even if you are dying they want, you, the patient, to come on the phone even
if you’re not in a fit state to answer” Cardeas Group participant 6
“I hate this NHS 24. It was twelve hours before I could get the medication and
that didn’t work. I really hate that its blah” Uig Interviews participant 2
First responders were seen as a positive service, in some ways replacing moral
support that was previously provided by local people, but not necessarily impacting on
the final medical outcome:
“First responders, the biggest difference is being there with people as they
wait- it’s what the neighbours used to do” Uig booth participant 4
“Well I guess this can go to individuals again – if you’ve got someone who is a
qualified nurse as opposed to a first aid responder chances are you know in
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an emergency situation you might have a better chance of surviving” Parent
Group participant 1
However, some people were more aware of what the service could offer and through
conversation stimulated by the map a discussion ensued which resulted in the whole
group being fully aware of the service they could expect. This represents how
participatory mapping can improve health service literacy with regards to patient
knowledge of current services, as alluded to in Nimeger ‘s work on rural participation
(2015):
“If you phone an ambulance you get the first responders and they come and
stay – I think they can give you oxygen?” participant 1
“Yes they do give you oxygen and they have a defibrillator” participant 2
“Yes they have a defibrillator” participant 4
“And there are two in every district” participant 2
Cardeas participants extract of conversation
In terms of further therapeutic landscape themes, the experience of visiting the medical
surgery was viewed in other social and symbolic ways. For example, though obviously
the original intention for visiting the medical surgery was not as a social meeting place,
it did serve as a beneficial local meeting point in this remote and rural case study area:
“you meet at the surgery and you talk and you exchange the latest news with
each other” Uig interview participant 2
“(it’s social) that’s because of the other people sitting around waiting” Cardeas
Group participant 2
Another example pertains to aspects of the physical built environment which are
intended to maintain patient confidentiality, but were not liked or were seen by some
participants as unnecessary for the perceived ‘rural’ character of their local area:
“But they have this thing, its a horrible thing but they have to have. They have
the radio on because of this privacy thing but i hate it. I really hate it to have
the radio so loud and with these horrible programmes on I really hate it so, if I
am on my own I put it off but they have to have it on but its horrible, really
horrible, and I’m not the only one who doesn’t lke that. It’s not nice and In the
drama Group we made a little play about it” Uig interview participant 2
“When we first came here we thought how lovely you can walk in the doctor’s
surgery and it was a social event in a way the lack of security, the friendliness
of the place was what we really loved about it …….. then slowly city centre
practices were brought in like the security screen” Uig interview participant 3
The themes of symbolic and social environments were also evident when the theme
of medical services was referred to in terms of receiving medical services at home,
particularly in regard to domiciliary visits. As illustrated by the graphs from the Uig
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Cardeas Group, Figures 5.7 and 5.8, medical services as received in the home were
regarded only as a health limiting feature. This was due to the perceptions and
experiences of domiciliary visits from the medical team. In comparison in the Ardersier
Friendship Group, Figures 5.9 and 5.10 experiences of medical services relating to
home were discussed more equally in terms of health creating or limiting experiences.
Figure 5.7 illustrates how home was discussed amongst the Uig Cardeas Group.
Medical services did not feature as a theme for health creating aspects.
Figure 5.7 Uig: Cardeas Group health creating aspects of home
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Figure 5.8 illustrates the themes according to how the Cardeas Group participants
talked about health limiting impacts when talking about home. In comparison to Figure
5.7 it can be seen in Figure 5.8 that the Uig participants from the Cardeas Group
identified only health limiting aspects in relation to medical services as delivered in
home as a place.
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Figure 5.8 Cardeas Group in Uig health limiting aspects of home
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The dialogue relating to the current availability of domicillary visits from the medical
team illustrates how the Uig Cardeas Group perceived this medical service as health
limiting. Although it was recognised by some that this service was no longer possible,
it was an emotive issue for many, emphasised by the social and symbolic themes in
conjunction with the medical services theme:
“But they can’t do that now because the doctors have so many extra patients
and that extra mileage to cover” Cardeas Group participant 4
“One old man said, and he was tearful, and he’s a hard man he’s lived here all
his life, he’s a crofter - he said I honestly think the only time I think I’ll get a
house visit is when he comes to certify my body - I think that’s sad isn’t it?“ Uig
interview participant 3
It was understood in both case study areas that these regular visits had some clinical
element but were important from a social aspect and had a symbolic meaning because
people felt ‘cared for’ which could ‘lift someones spirits’ and hence impact on mental
wellbeing:
“Ohh that meant a huge amount – and not that he was doing a load of medical
stuff he took blood pressure he was in just to suss things out and maybe have
a yarn [chat] that’s what they appreciated - and they new it it was precious
time and valuable time …… it was as if someone cared about you. It wasn’t
just a medical treatment it was just a caring” Uig interview participant 1
“It was purely just socially- Just to keep an eye on them” Cardeas Group
participant 1
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“It made you feel better that somebody cared that somebody cared for you”
Cardeas Group participant 3
Conversations in Uig also referred to medical service at home in respect to discharges
from hospital and how residents cared and supported each other at home rather than
support from the medical team:
“a high percentage of people I would say are very happy of someone calling
and caring from the medical side of it, but that’s gone so you can come out of
hospital now and nobody comes to see you from the practice” Cardeas Group
participant 5
“But now it’s this sort of community of ones friends that picks up all that used
to be done by – they are the ones who will be in touch if you are just out of
hospital” Cardeas Group participant 1
Considering the discussion surrounding medical services, as delivered in the places of
the medical surgery and the home, the changes to healthcare service delivery have
resulted in people feeling less secure and a perception of withdrawal of services
symbolising a reduction in care by the authorities. In terms of feelings of wellbeing this
was described as having impacted negatively on an individual’s health. In the Cardeas
Group focus group it was perceived by some that scaling back of aspects of the
services had been counteracted by social networks and community action in terms of
informal volunteering. This was not discussed in a positive manner, in terms of
facilitative actions by professionals to empower the community, rather as the
community having to fend for themselves:
“I think it’s mostly this sense of community that there are people that you can
turn to - not the medical services” Cardeas Group participant 1
“so we knew it the way it was so of course the younger people might take it as
it is now and not think anything of it but we knew it how it was but we’ve been
used to being looked after - we find it hard to accept the lack of contact”
Cardeas Group participant 5
The discussions pertaining to current medical services delivery and amended
professional roles showed variable knowledge with regards to health service systems
and could be perceived as cut backs in medical hours:
“The old doctor, he worked all day every day, between Miaviag and Bernera.
That’s what he did 9-6 every day in this area - now the doctor he has a day at
the hospital and there is all sorts of other things going on - the patients don’t
feel as if the doctor is here full time – He probably is doing all the sessions the same hourly sessions- it’s a full time job and the old doctor had been a
long long time and so he knew them and he lived here” Uig interview
participant 3
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Some residents expressed the need for tailoring healthcare services to each rural
setting, however, this was seen as maintaining a status quo by sustaining the provision
of traditional services, rather than exploring new ideas and systems of healthcare
delivery:
“I think this is such a unique group of people in Uig who I think they are
entitled to have the old fashioned kind of medicine they’ve been used to.And
it’s it’s emotional and I know that but that’s how I feel I think of the lives they
have had. Half of them haven’t even been out of Uig. They should be getting
the best of care. I personally don’t think you can legislate generally for people
- I think you, you need to be more specific in the area that you are in and the
needs and you need to be more tailored to the needs of the people” Uig
interview participant 3
As mentioned in regards to innovative new services such as the first responders, these
facts point to the participatory mapping highlighting potential misunderstandings or
incorrect expectations in terms of healthcare service systems. This shows how
participatory mapping can improve the knowledge and understanding of residents with
regards to patient knowledge of current healthcare systems and services, as proposed
with other participatory methods in Nimegeer‘s work on citizen participation in rural
health planning (Nimegeer et al 2015).
Comparing the two case study areas in the retired peoples’ groups, there were fewer
comments relating to medical services delivered at home for the Ardersier Friendship
Group (see figures 5.9 and 5.10) as compared to the equivalent Cardeas Group in Uig
(Figures 5.7 and 5.8). In the accessible rural area, provision of medical services in the
home, which included domiciliary visits, was regarded as less of a health limiting
aspect: Figure 5.9 illustrates how home was discussed amongst the Ardersier
Friendship Group. Medical services featured as the least health creating aspects.
Figure 5.9 Friendship Group in Ardersier health creating aspects of home
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Figure 5.10 illustrates how home was discussed amongst the Ardersier Friendship
Group in terms of health limiting aspects. Again medical services featured least.
Figure 5.10 Friendship Group in Ardersier health limiting aspects of home
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In discussing domiciliary visits, availability was not perceived as problematic, since
they were offered where necessary. Again these were recognised to have served a
wider anticipatory care purpose in the past:
“Depending on circumstance they will do a house call” Friendship Group
participant 6
“And they would come in to see you and they would chat about something
else but they were watching you all the time” Friendship Group participant 1
In the discourse surrounding the Ardersier case study as a whole, the medical services
theme featured most in relation to the medical surgery. The dialogue around this theme
was created and gathered predominantly in the focus groups, it being rarely mentioned
in the participation booth. The comments made referred to more health limiting aspects
than health creating. As seen in the Uig case study, these comments were not in
relation to medical treatments ‘per se’, but to other factors surrounding the experience
of visiting the surgery as a place.
In Ardersier the familiarity of the doctor appeared to be missed and changes at the
medical surgery were not necessarily welcome, but it was appreciated that modern
services have had to change for a variety of reasons. It was observed with empathy,
by some participants, that such changes may not be under the jurisdiction of the
doctors and that there were implications of the size of a caseload on the availability of
a doctor:
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“But then again can I – is that the Doctors fault or is this administration which
doesn't give them the time?” Friendship Group participant 3
Recent changes to the appointment system were reported to have a health limiting
impact with respect to availability of appointments and the continuity of care. This
affected the relationship between patients and professionals in healthcare service
delivery. The ability to see the same medical practitioner could also mean travelling
out of the village to the main surgery site:
“You get one doctor one day and you’ll get another one another day and then
he’ll say what are you here for?.....Well I was told to come back….. Why that
sort of questions?” Friendship Group participant 2
“And they’ll say oh He is in Nairn this week so if you want them you’ll have to
go through to Nairn” Ardersier Parents Group participant 1
The amalgamation of medical practices resulted in some participants perceiving
current services as no longer being local and the village surgery was seen as a
subsidiary part of the overall medical practice. Travelling to the main practice site for
medical appointments was described as a problem for some in both practical and
financial terms. This was not resolved by the current public transport and community
transport arrangements. These facts seem contrary to the localism approach aimed for
in current public service reform:
“We are the satellite surgery were not the main surgery” Ardersier Parents
Group participant 1
“If you can’t get an appointment here you have to go to Nairn and if you don’t
have transport that’s a problem for a lot of people because the buses don’t go
out to the surgery” Ardersier Parent Group participant 1
Participants in the Friendship Group remarked on past times where the aspect of the
doctor ‘knowing you’ was seen as important and the doctor was a key role or figure in
the community:
“but the doctors weren’t seen as being wealthy then because at that time they
cared about the patient, they knew everything about you, and they often
anticipated something that was ‘gonna’ happen and did something, and all
right the medical knowledge wasn’t what it is now, and they didn’t have all the
drugs that they have now, but they did a lot to make the community the
community it was because everybody was in the same situation” Friendship
Group participant 1
The Patient Participation Group was mentioned and discussed in the Parents Group
focus group, but there was a perception of this body being subservient and at times
ignored:

225

“They [professional staff] never seem to listen to the group [Patients
Participation Group]” Ardersier Parent Group participant 2
In regards to the physical built environment of the surgery and the services it offered,
participants recognised that the building is not fit for purpose, but also remarked upon
the reasons for this ‘status quo’ in the situation. Comments revealed that participants
appreciated that the medical practice staff did their best to accommodate this ‘far from
ideal’ situation:
“We know what would be good for Ardersier is a new surgery- the Ardersier
surgery building is not fit for purpose” participant 1
“But that’ll not happen” participant 2
“But no because they have spent all the money on Nairn so this area won’t get
anything for a while but it’s certainly something that err, is needed” participant
6
Extract of a conversation Friendship Group participants
Across both case study areas another shared sub theme was the issue of prescription
medication in dispensing and its subsequent collection and distribution. This sub theme
demonstrates a clear comparison in the uniqueness of rural areas and health service
provision. It is a situation that illustrated both health creating and health limiting aspects
within a process. In Ardersier there is a chemist shop, so medical services as a theme
also featured in another place which can be seen in the maps from the Ardersier
Friendship Group (Figure 5.11 and 5.12). Figure 5.11 illustrates how the Ardersier
Friendship Group discussed the locations in terms of the themes relating health to
place. As indicated by the blue colouration in the pie chart symbol, the medical service
theme was also seen in the chemist and post office premises.
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Figure 5.11 Ardersier: Health creating aspects by place as identified by the Friendship
Group participants

Figure 5.12 illustrates the health limiting aspects of locations as identified by the
Ardersier Friendship Group. As seen the presence of the chemist shop was also
regarded as health limiting, due to problems experienced accessing the services,
showing how the physical presence of a place does not indicate solely positive effects
in terms of health.
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Figure 5.12 Ardersier: Health limiting aspects by place as identified by the Friendship
Group participants

Ardersier participants regarded that dispensing of medication from the surgery or the
local chemist shop, which also provided a delivery service, as a health creating aspect.
However, it was also highlighted that physical presence of a service alone is not
enough for its efficient utilisation and the system operating efficiently:
“Well you know if you’re ill and you need your prescription you know you’ll get
it delivered and you don’t need to worry” Friendship Group participant 1
“Having the doctors surgery, post office and chemist here is positive but it
needs to be easy to use” Ardersier participation booth participant
In contrast in Uig the arrangements for dispensing of prescription medication was
frequently mentioned by a number of participants which, in both the focus groups and
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in individual interviews, though regarded as a positive issue that these were dispensed
from the surgery, stated a problem with distribution. Seen as a health creating action
in response to geographical distance, staff and residents were despatching
prescriptions with possibly unauthorised patient representatives, who happened to be
a neighbour or an individual who was ‘passing their door’:
“It makes a massive difference going from beyond the Glen - that makes a
massive difference - I mean It’s 20 minutes for me to get to the doctors which
twenty minutes say it’s not a lot but it is when it’s twenty minutes there and
twenty minutes back, and it’s twelve miles or so” Uig Parent Group participant
2
“Those of us with cars collect [the prescriptions] for those of us without, from
the same village” Cardeas Group participant 1
The informal system that the community had developed had to be stopped. This was
perceived to be because of rules on patient confidentiality that have taken away the
personal touch and these issues were interpreted as a symbolic lack of trust by the
professionals. No participants suggested that there was also a health and safety issue
in relation to this informal system to despatch prescribed medication:
“But you can’t trust the neighbour to take a packet of pills to someone ‘cause
you might be breaking the confidentiality? – I’m sorry I think you have gone far
too far” Uig interview participant 3
“and now you couldn’t just say to somebody who is going to Bernera can you
just drop this medication off for somebody ‘cause they can’t get in (to the
surgery) but oh no you can’t tell that person is on that medication - the things
that you have relied on for ever -the old fashioned kind of neighbourlineess of
things has gradually been eroded in the name of making things better even
more than improvement” Uig interview participant 3
In Uig, the remote and rural case study location, a geographical distance and transport
issues both for local access to the medical practice and to regional services at the
hospital, though recognised as a problematic aspect for rural services, was rarely
stated in the dialogue. It was perceived as an issue that the professionals
acknowledged and had acted on in terms of co-production of services. It was also
noted that, in terms of medical services relating to home, in situations of medical
emergencies, in reference to the time taken for ambulances to reach patients, this was
a concern but participants were realistic about this:
“A few years ago they were trying very hard in the health board and I think
they listen to what people are saying. They were trying for folk to be seen in
Stornoway if possible.” Uig interview participant 1
“I mean again with these –it’s important I mean it’s a worry but you can’t
change the physical distance – it is an hour and you will wait an hour and a
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half here for an ambulance and it will take you forty five minutes getting back you know we can’t change that – that is just the reality of living here” Uig
Parent Group participant 2
The theme of lifestyle factors is adapted from the social determinants of health model
(Dahlgren and Whitehead 1991) (as described in Chapter 3) in relation to personal
situations or actions, characteristic of an individuals’ behaviours or life circumstances
that can impact on their health. In considering this theme the same seven sub themes
were identified for both case study areas namely food access, physical activity, alcohol,
smoking, demographics, employment, and transport. Individual health behaviours are
commonly the focus of many health promotion initiatives, often using behavioural
change and social marketing approaches. They regularly refer to four of the sub
themes namely diet, physical activity, smoking and alcohol. These four modifiable
behavioural risk factors, linked to the incidence of conditions such as cardiovascular
disease, obesity and diabetes, were discussed in detail in the focus group sessions
during the body map exercise, where participants correctly identified these, alongside
other causes as increasing risk for coronary heart disease. They were also discussed
whilst studying the secondary health data maps.
Taking diet and health as a focus, in both case study areas, few references were made
to impacts of dietary intake and food access on health. This theme was discussed
more in relation to food access in terms of availability per se, in the local area, by
mention of local food outlets including local grocery shops, local food manufacturers,
farm shops, mobile shops and honesty boxes. Issues of food access related
predominantly to prices, quality and brand rather than in relation to meeting healthy
eating recommendations or for medical treatment in therapeutic diets which highlights
how health promoting messages given by the professionals can have different
emphasis with patients.
Taking the case study area of Uig, the shop was identified by the professionals (see
Chapter 6) as primarily being a source of healthy food. However the participants’
dialogue illustrates how the shop, as a place in terms of locale and place making
activity, is seen to impact on health through numerous themes. The nearest place to
buy a range of foodstuffs in a supermarket is approximately one hour drive from the
Uig community shop. Some mobile shops visited the area but these have limited stock
and variety. At the time of the fieldwork the nearest supermarket did not provide a
delivery service. The findings show that to the participants the local shop provides more
to the community than a source for a healthy diet to reduce the risk of CVD. I presented
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this as a map in Figure 5.13. Created using GIS software, it features a spatial visual
photograph of the shop supported by a selection of Illustrative quotes that represent
the local voice on how and why the local residents utilise their community owned shop.
In terms of food access the Uig Parents Group felt the local shop was only for basic
supplies since, despite identifying a good variety of foodstuffs, it did not meet the
requirements of a family, particularly in terms of variety of brands or price. In contrast
the Cardeas Group (retired people) appeared to use the shop for a larger variety of
goods and appreciated the fact that they could ask the shop to ‘buy in’ specific items
for them. The Cardeas Group were perceived by other participants, as the main users
of the community shop and mobile shops. The price of goods on sale in these shops
was noted to be higher but some showed an understanding of why this was the case:
“Well they don’t have the kind of things you’d want as a family to be honest”
Uig Parent Group participant 2
“They do have a fantastic range for a small shop but the cost of it for most
families it’s too much” Uig Parent Group participant 1
“This shop is good- 15 years ago you wouldn’t have seen so much fruit and
vegetables in here” Uig participation booth
“That’s a change too. You can get all the vegetables now that you want. 35
years ago it was totally different that was difficult, but nowadays you can order
it from the shop if it’s not there and they would bring it” Uig interview
participant 1
Figure 5.13 illustrates how the Uig shop is seen differently by participants in terms of
food access. It also shows how the shop means more than a place to access food in
terms of the theme of lifestyle factors. It also represents strong social and symbolic
therapeutic lifestyle factors.
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Figure 5.13 Uig Shop: A place providing more than food provision

The discourse surrounding the Uig shop expressed feelings of it being a good shop in
terms of a positive health impact sometimes for food access but also by its importance
as a social environment. This fact was evident across all four participatory mapping
techniques:
“The shop is more than just a shop it’s a great facility as a shop but it’s also a
place for meeting people” Uig booth participant
“You meet people in the shop that you’ve maybe not seen for a few weeks yes
it’s nice to talk to people in the shop I spend about an hour there going round
and talking” Cardeas Group participant 2
“The shop here is very very important thing here for the health too because
this feeling that you don’t have to go you don’t need to go three quarters of an
hour over and then coming back and you have forgotten something and so on,
so it is really important to have the shop and to meet people there it is very
important” Uig interview participant 2
“I like going to the shop I love meeting people in there ‘cause it’s where you
can meet a lot of people, you do meet people you wouldn’t normally see
especially the older generation, you don’t normally see them out and about
that much, we don’t go visiting them that much but you meet them in the shop”
Uig Parent Group participant 1
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The Cardeas Group participants unanimously felt that this social link brought about a
sense of their belonging to the community. An individual interview participant described
a similar feeling of belonging through being employed there:
“You feel a part of the community you know if you meet there” Cardeas Group
participant 4
“And since I haven’t worked at the shop I feel a bit less included but that was
my choice in view of my circumstances” Uig interview participant 3
The Uig Parent Group views of the shop were more mixed and in general the social
side was viewed negatively in the respect that they sometimes found the service in the
shop impersonal. Some felt that the shop symbolised a tourist facility and resident’s
needs were secondary. But to others the existence of the shop was a source of pride:
“And we are aware of that and they, they are quite honest about it that they
make their business in the summer from the visitors and tourists” Uig Parent
Group participant 1
“I find, that I look at the shop slightly differently because I have lived here most
of my life and I have come from the point where we had a caravan – an old
caravan was the shop in Uig You didn’t have anything else and all it had in it
was some sweets out of date crisps [others laugh] you know there was
nothing fresh in it but it again it was a meeting place. You went there every
Saturday, you met people there, so I think coming from that to this is fantastic
and I am proud that the community have managed to do that” Uig Parent
Group participant 1
These comments highlight place attachment, inclusion and belonging that can impact
factors of social isolation and loneliness. Recognised as significant problems in
Scotland (Teuton 2018) these two concepts are not necessarily linked since “people
who are socially connected can feel lonely and socially isolated people may not feel
lonely” (Teuton 2018:3). An NHS Highland survey (NHS Highland 2016) identified a
higher prevalence of loneliness amongst residents in very remote rural areas or very
remote small towns as compared to accessible rural or urban areas. Social contact
within the shop amongst people who are ‘missing’ from other places is therefore an
important factor impacting on health.
A second lifestyle factor that was discussed in terms of health and place was physical
activity. This linked closely with the therapeutic landscape theme of physical
environments, in particular using the natural environment as an asset for outdoor play,
pursuits and activities. Such factors link to the literature on health impacting benefits
of greenspace and blue space. Maps in both case study areas, across all three
settings, were annotated to show routes available to or actually used by participants
for walking, running and cycling activities on the road and footpath infrastructure and
233

certain sailing and kayaking routes indicated on the sea. Such factors link to the
literature on health impacting benefits of greenspace and blue space. For example
lifestyle factors featured commonly in the parents groups from both settings, when
referring to the whole area as a place as shown in Figures 5.14 and 5.15.
Figure 5.14 illustrates how the Uig Parents Group participants discussed the area as
a single location. In exploring what happened within this as a locale factors relating to
lifestyle themes featured predominantly as health creating opportunities.
Figure 5.14 Parents Group in Uig health creating aspects of the whole area
Health Creating Comments Made for Whole as a Place
by the Uig Parents Group
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In contrast to Figure 5.14, Figure 5.15 illustrates the themes in relation to how Uig
Parents Group participants found the area to have a health limiting impact.

234

Figure 5.15 Parents Group in Uig health limiting aspects of the whole area
Health Limiting Comments Made for Whole as a Place
by the Uig Parents Group Participants
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This exemplifies how place identifies a physical environment to enable a healthy
lifestyle opportunity. However barriers to using these potential assets in order to
‘navigate the landscape of health’, as termed by Salant and Gehlert (2008), identified
non-place specific factors of personal mobility, time and motivation as barriers. In terms
of rural aspects inclement weather, personal safety and infrastructure featured as well
as social cultural aspects. The influence and effect of weather on daily living was seen
in preventing outdoor physical activity, as experienced during this research with the
amendment of the ‘go-along’ interview method. It was also evident in the reduced
footfall seen in the Uig shop and the Ardersier service point during the fieldwork weeks.
Comments received from the staff in these locations support the fact that the weather
prevents people from venturing outside of their house during inclement weather. Safety
issues concerned anxieties that a lack of officially marked footpaths posed a risk to
getting lost, or being unable to be found if accidents happened. The lack of mobile
phone reception was perceived to further hamper this:
“I would walk in company for safety – mobile phone reception is patchy and
can’t be relied on” Uig booth participant
Access to natural resources was hampered by the state of roads and pavements
whether by design, lack of upkeep or misuse by human behaviour. These facts were
evident in the dialogue in both case study areas. In Uig there were mixed opinions
surrounding the lack of waymarked footpaths. To some this provided a challenge seen
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to benefit health both mentally and physically, whereas others felt that more sign
posting and designated footpaths would help them walk more.
“You have the terrain here because there are no walks, there are, its rough
you have to find your way or you have to follow the sheep track it’s just finding
the way, I love that, I think it is great not to have walking paths because you
have to be active and find your own way. I realise I am often going up the
same way so you have your own way up in the end, but you can find out
yourself what is best and works best and you can’t get lost here’’ Uig interview
participant 2
“If there was just a circular walk marked- say around here [pointing on map]
and I knew that it would take me 20 minutes to do it- I think that would be
good” Uig Parent Group participant 1
In both areas road safety was particularly mentioned as problematic with regards to
traffic and the lack of pavements and footpaths. Both older and younger residents were
prevented from taking a walk because of these problems noted on the roads. The lack
of, or the condition of footpaths, also posed a barrier.
“well there’s a sort of mini traffic problem in Carishader for instance, there’s a
pavement on one side but the being a straight road through, traffic goes
straight through at high speed so you have to be careful if you step out into the
middle of the road, and I suppose that could apply to anywhere in Uig where
there’s no pavement” Cardeas Group participant 2
“In fact I used to walk around this peninsula but we had to stop every Sunday
we used to walk right round and then but in the summer you have to stop
cause it’s just off the road on the road off the road nonstop and you’d meet the
same car 3 or 4 times” Uig Parent Group participant 3
“No pavement some concerns re walking” Ardersier participation booth
participant
“Surface of the coast path is slippy and muddy not accessible to wheel chairs”
Ardersier participation booth participant
“Lovely walks along the shore and round the lanes at the back of the village
but dog fouling is very extensive and speeding cars a worry” Ardersier
participation booth participant
“Well they do go fast cars and traffic very fast some of them” Friendship Group
participant 2
Alongside the physical activity health benefits the potential mental health benefits of
the physical environment, attributed to aesthetic features and scenery, were generally
viewed as health creating. Not surprisingly this was most often in terms of the natural
environment. Such symbolic comments were predominant in the Uig participation
booth where people most often talked about the place as a single area, as illustrated
in Figures 5.16 and 5.17.
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“I was asked do I take the view for granted and realised that I don’t and the
feel good factor that I get from it – the ever changing colours and weather that
comes in-even my teenage daughter appreciates it” Uig booth participant
“I never cease to wonder at it …..the colours and scenes” Uig booth
participant
“The unpolluted air and the high proportion of water is therapeutic” Uig booth
participant
“It makes me feel good I think …….If you can go out in the morning and hear
the birds and you see them you know, twittering around” Cardeas Group
participant 4
“The morning sky can be a fantastic sight- it makes you feel alive and lifts you”
Uig booth participant
“Beach walk very beautiful – look out at view and feel very privileged to live in
such a beautiful place” Ardersier participation booth participant
Figure 5.16 illustrates the comments generated and gathered in the Uig participation
booth in terms of the whole area, as a single place in creating health. In comparison
Figure 5.17 illustrates the comments generated and gathered in the Uig participation
booth in terms of the whole area, as a single place in terms of health limiting aspects.
The greatest number of themes related to symbolic aspects that were seen as health
creating. There were fewer comments regarding health limiting aspect as compared to
health creating aspects.

Figure 5.16 Uig: Participation booth health creating aspects of the whole area
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Figure 5.17 Uig: Participation booth health limiting aspects of the whole area
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Other features within the natural environment were seen to be health creating through
the feelings they imparted. These related particularly to wildlife sightings of animals,
birds and flowers and seasonal changes:
“Oh and when they [lambs] gamble away down the field and the mothers are
crying for them to come back and they are all running up and jumping and
they come running back” participant 6
“Well along the shore there’s daffodils all along there and it’s really lovely
when they all come out. It makes you feel good when you’re walking along
there and seeing the flowers” participant 7
“Some days you get up and you think oh I’ve got to do this and I’ve got to do
that and then you go out and there’s the birds or the flowers and you forget
about the fact that you were feeling a bit miserable or a bit annoyed or
whatever and it just makes you feel” participant 6
“It cheers you up” participant 4
“It makes you feel better” participant 6
Ardersier Friendship Group participants, extract of a conversation, session 2
However, though classed as areas of outstanding natural beauty, this natural
environment was not always perceived as a health creating aspect. In Uig some
participants expressed feelings of fear when the weather was severe:
“It’s quite its funny cause its quite suffocating, I find its really quite suffocating
just being in a big open you know you look out of your window and you can
see the mountains and the sea and you can see all the way down to Harris
from where I live and I just find that quite oppressive that there’s all that but
there is nothing at the same time it’s really really like …ahhh” Uig Parent
Group participant 2
“I can feel frightened about the weather damaging the house” Cardeas Group
participant 3
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In Ardersier some participants commented on negative aspects in terms of the
aesthetics in relation to built environments and the state of unkempt buildings. It was
seen to impact on feelings. Some were concerned that it could be perceived by visitors
as residents having a lack of pride in their village. For others it was symbolic of a lack
of control of things that go on in the village:
“To see rundown buildings is depressive- it encourages vandalism too”
Ardersier participation booth participant 2
“The way the village looks I think it makes a huge difference – down here
looks fine but I mean you have seen the high street these boarded up”
Ardersier Parents Group participant 3
Contemplating on place evoked memories for some participants, which they felt were
positive. Participants acknowledged that although they valued the physical
environment, more was needed to create health than aesthetics and memories:
“Well I feel a lot of memories places- you’ve gone and my parents aren’t living
anymore so I have a lot of memories of all the places we like where we cut
peat down here and memories and it’s great to think of these things, yes
always, always … not a sad feeling a really happy feeling” Uig parent Group
participant 1
“My father used to say you can’t live on scenery because people used to visit
us and say what a magnificent place to live what a view because we were up
high and we were looking across at the hills and everything and my father
used to say we can’t live on scenery but at the same time to have that around
you did a lot to you, you know” Friendship Group participant 1
In terms of lifestyle factors as a theme the topic of alcohol was raised in both health
creating and health limiting contexts. It is key to mention this because as a sub theme
it seldom featured in the coded conversations because, as I noted, when alcohol
consumption was mentioned in a negative context participants asked that the
information was not recorded. To comply with ethical regulations their wish was
respected. This seemed particularly a concern in the remote and rural island case
study area. Access to purchasing alcohol locally in this area was limited and not
inconspicuous:
‘I notice that to purchase any alcohol from this shop the customer has to ask
the shop staff since the only alcohol on sale is a small range of alcoholic
beverages displayed behind the sales counter and not freely accessed on the
shelves in the main body of the shop. This would bring more attention to who
was buying what type and how much alcohol than if the shop staff were simply
ringing the items through the till.’ Fieldwork notes, Uig Feb 2013
However it was noted in both case study areas how alcohol could link to aspects of
social environments in both health creating and a health limiting experience. For
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example the socialising aspects of drinking alcohol in a public house or a hotel were
seen as potentially both:
“Health wise having a few pints and that its good and bad cause you’ve got
the damage to my liver but you’ve got the social side” Ardersier parents Group
participant 1
“The pub was somewhere you wanted to spend time with your pals and watch
the sport- a great atmosphere” Ardersier participation booth participant
A fact discussed by the Uig Parents Group was the absence of a local licensed
premises to meet and socialise for an alcoholic drink. Suggestions to create such a
place at the old fire station had been met with mixed opinion:
“I think a few people had the idea it would be a little kind of café – or a pub,
and then it was whether it was going to be licensed or not and then there was
a lot of kind of…well…” Uig Parent Group participant 1
“Yes a café or a pub -and then it became a big argument I think” Uig parent
Group participant 4
Parent Group participant’s conversation
In Uig there was also negative mentioning of alcohol being on sale in the mobile shop:
“This is the one that is commonly known as the “drambulance” for obvious
reasons” Uig Parent Group participant 4
Aspects of social networks included actual face to face meetings when people met
together in the same space, along with people feeling supported at home by a social
network of friendship, caring and practical support if required:
“There’s security and confidence that if you are physically ill you have people
around” Uig booth participant
“The other thing as [named person] says if somebody’s missing somebody
finds out why they are missing You wouldn’t go a week and find somebody
that been lying ill or falling or something because somebody follows up so and
so like when [named person] didn’t turn up one of the times one of us went to
see why she wasn’t there” Friendship Group participant 1
“I think it’s good for health as it’s a support network” Ardersier parents Group
participant 2
In respect to community activities and sustainability participants remarked that their
involvement in community ventures and volunteering gave them a sense of purpose
and created a feeling of pride in their place:
“But it [the café] gave us a lift and a purpose to be here and to do it” Cardeas
Group participant 4
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“It’s nice [the café] and It’s done well and you feel proud and people feel part
of the community I think when they are involved in something like this” Uig
Parents Group participant 1
“An interest Group to feel part of something” Ardersier participation booth
participant
“I suppose it’s a sense of belonging helps you feel more relaxed” Ardersier
Parents Group participant 2
As a theme, social environment included five sub themes that were identical for both
case study areas relating to communication, transport networks, aspects of community
spirit and whether residents were indigenous or had relocated to the community. Two
others sub themes were similar as they addressed how people occupied their time in
social activities. For the island case study an additional sub theme related to being
kept up to date with current affairs at all levels local, regional national and international.
In Uig transport networks were seen as necessary for social meetings in terms of
avoiding feeling isolated at home. This was particularly for the older participants who
others perceived could feel isolated at home, but also was an issue mentioned by
participants in the Parents Group:
“Yes - in fact the network of cars to get here for those without cars to get a lift
here” Uig Cardeas Group participant 1
“That is something that may be a problem when you are older and I think quite
a lot of older people suffer about it people living in Breanish if they don’t drive
anymore or they never learnt properly then you are stuck” Uig interview
participant 2
“It brightens you up the weeks can be very …. So it just makes you feel better
when you’ve been out amongst folk” Uig Cardeas Group participant 4
“You can suddenly realise that you have spent all week at home and you’ve
not spoken to a single soul except on the telephone- nobody’s come past your
house- because our village is a dead end” Uig Parent Group participant 2
In comparison the Ardersier community transport proved a valuable ‘place’ that
addresses all of the sub themes in relation to social environments. I included the
community bus under the theme of a built physical environment by way of a ‘place’ on
wheels. In Ardersier, particularly in the Friendship Group focus groups, the
participatory mapping generated and gathered the local voice to show the importance
of the community transport vehicle:
“We have to bring in the minibus because transport it’s very important and that
stays up at the base” Friendship Group participant 1
“Community bus put down so people don’t think it’s other sorts of transport it’s
the community bus transport” Friendship Group participant 2
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This was not only a means to connect place to place, of getting from home to
destination and back again, but as a ‘place’ in its own right. The service was described
as much more than a means of travelling from one point to another:
“It’s more than a bus ride” participant 5
“Oh yes [said in chorus] all participants
“Definitely” participant 7
Extract of a conversation Ardersier Friendship Group participants
The findings show that within the locale of the minibus, through the social interaction
and conversation, most notably in the symbolic and social aspects of peoples’
experience of the journey, travelling in the bus could positively impact on residents’
health.
Figure 5.18 illustrates the places that the Friendship Group had visited using the
community transport. As evident on the map this went beyond the geographical
boundaries in terms of metric distance, of the local village or nearest town and city.
Figure 5.18 Ardersier Friendship Group: Travels in the community transport

As well as the practical visits and aspects that this helped with, the social benefits to
using the minibus were frequently emphasised. The convenience and the experience
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of using the community transport was evident amongst the Friendship Group
participants:
“I know we’ve all got bus passes and we could get to the town for nothing but
if we go in the minibus we have to pay obviously because we’ve got to pay for
the bus but the driver picks you up at your door takes you home if you’ve got
shopping takes it in and you know everything” Friendship Group participant 2
Particularly positive and joyful emotions were expressed by Friendship Group
participants whist discussing their experiences of travelling in the minibus:
“A lot of us bring a box of chocolates or a bag of sweets so it goes round the
bus before we even go to Eden court” participant 1
[Laughter]
“And then when we come back we finish off the bags so we are worse than
bairns” participant 6
[Laughter again] all participants
“Or we’re living our childhood” participant 7
“But isn’t that what keeps us going” participant 1
“Of course” participant 2
“I mean the fact that you feel this, that your’e laughin’ and that there’s people
looking out for you” participant 1
“It’s nice to go” participant 5
Extract of a conversation Ardersier Friendship Group participants
The inclusivity of the service and use by the whole community was deemed important.
In addition the map displays the local voice of how this community transport benefits
the residents who use it. I used this example with the Friendship Group to illustrate
visually how they had communicated to me the importance of this transport, as an
asset to the community. I described to them how I felt such a visual representation
could be used in support of application for future funding:
“No but that mini bus has given especially for people without access a lot of
pleasure a lot of pleasure and we’re going to the ice show at Eden court in
April and we see different things we sometimes go at night we sometimes go
in the afternoon And you know the other bit we ought to bring in here is the
socialising benefit to the health – because everybody is picked up at the door
and dropped back at the door, nobody is excluded – because we have a
disabled access to the bus a wheelchair and everything and nobody is what
the word I’m trying to say disadvantaged because they can’t get on the
transport And that’s the only time they can get anywhere unless they’ve got
relatives with cars and those cases depend very much when the relative is
available whereas with this.” Friendship Group participant 1
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The aspect of inclusivity was mentioned a number of times in terms of symbolic and
social environments. In rural areas this is a key subject in terms of the categorisation
of residency into those who have migrated into the local population choosing to
relocate and live there as compared to those individuals ‘born and bred’ in the area,
was evident. Participants were not asked to state how long they had resided in the
area however, such facts were voluntarily voiced by individuals. Such issues are
important to acknowledge migration in and out of rural areas and contest notions that
rural areas are ‘culturally homogenous, fixed and unchanging’ (de Lima 2012).
Participants in both case study areas used the term ‘incomer’ to describe issues of
belonging and identity in relation to attitudes towards residents who have migrated to
the areas. From comments heard in both case study areas, amongst residents it was
generally felt that although this balance changed the area it remained friendly and
cooperative, and new residents were made welcome. Comments in Uig were made
across all settings but in particular in the participation booth. Some of the comments
made were not consented so could not be included in the research findings. Amongst
those received in Uig some participants when contemplating the map expressed a
symbolic sense of belonging in attachment to the place as a whole:
“There’s a sense of belonging to the place not the place belonging to us” Uig
booth participant
“They [the local residents] don’t care where you come from ……. they see you
as living amongst them – not ‘outside of them’ or ‘with them’ Uig booth
participant
Some who had moved there felt that their ‘voice’ did not qualify in decisions regarding
how the community should develop and change. Such statements suggest feelings of
exclusion or of not belonging:
“I don’t see my voice as counting as an ‘incomer’ – it’s the locals who’ve been
here for a long time that count” Uig booth participant
Whilst others who had lived in the area all their life, respected that people had moved
there for characteristics of the environment that would change if the community
developed:
“you have to take people like that seriously - they have moved here for the
peace and quiet they are not interested in the development of this community
and you have to accept that” Uig parent Group participant 1
In Ardersier positive comments were made in the focus group settings with regards to
new residents moving to the village. Discussions concerned how people were made to
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feel welcome. Nevertheless it was felt that personal characteristics also impacted on
whether or not people took up opportunities of friendship and socialising:
“Well you see incomers now I- well to me it doesn’t mean anything bad- you’ve
come from somewhere else it says –incomers. And I welcome incomers. The
fact they bring new blood into the place, new ideas as a group you can get
stayed in what you are doing” Friendship Group participant 6
“It’s just keeping them informed about things so they are not left out” Ardersier
Parents Group participant 2
“Well you can invite them but some of them are so ‘thron’ [laughter]…. That
means they are stubborn” Friendship Group participant 6
“Some people just are not joiners are they – some people are quite happy to
you know” Ardersier Parents Group participant 2
In Conclusion
These findings have answered the research question, what features of rural place does
participatory mapping highlight for co-planning rural health services? The participatory
mapping generated gathered and captured a wide range of user experiences, thoughts
and ideas on aspects that impacted on their health. By using a map this information
could focus on places in terms of regional or local levels. Within the local sphere this
could focus on specific settings or spaces within people’s everyday lives, or
occurrences and experiences that happened within or because of those settings. In
this way it highlighted place in its wider dimensions of locations, locale and sense of
place, not just in terms of physical and social environments. Use of participatory
mapping could also then be explored to see whether these place based aspects had a
health creating or a health limiting effect. When using mapping techniques, utilising
Ordnance Survey maps, it can generate conversations regarding the impact of an area
on residents health, that captures data that shows that aspects of therapeutic
landscape concepts are important contributors to health outcomes and need to be
considered. along with aspects of healthcare service provision that are traditionally
considered in medical services and public health intervention planning. The use of
participatory mapping identifies features of a place that can be potential assets for
health creating opportunities or potential barriers, limiting health opportunities. Use of
participatory mapping techniques can also explore why and how these features of
place, in its wider dimensions, can impact on health.
Through this analysis it is clear that the conversations contained differing opinions in
relation to the health impact of different places which illustrates the individual
experience of people and how experiences are perceived within the space depicted by
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the case study area. The fact that most comments were coded with more than one
dominant theme, supports the critique that a compositional versus contextual
description of an environment, in its capacity to influence health, fails to provide the
whole story. These results support the application of a ‘relational’ view of the lived
environment since everyone’s experience within a space can be different and unique,
in relation to impacts upon their personal health.
By analysing conversations generated through participatory mapping exercises around
health, in relation to these particular places, five themes were identified to illustrate
how health was perceived to be impacted by or in that place. The occurrence of each
theme, across each participatory setting, in the context of its health creating or health
limiting properties was then calculated. This exercise was repeated for both case
studies. In quantifying the number of times a statement was made, according to a
theme it is evident that in both case studies, across all participatory settings, residents
referred to health in terms of aspects of the wider determinants of health, according to
healthcare or medical service provision and opportunity to make a health enabling or
positive lifestyle choice. What is also evident is that through conversations held using
participatory mapping techniques, health is also perceived in terms of therapeutic
aspects, as described by the theory of therapeutic landscapes (Gesler 1992), not
necessarily by means of a therapeutic property of the landscape per se, but due to a
therapeutic experience that a person experienced there (Conradson 2005). When
examining the representation of these figures across each data set, for both case
studies, it is evident from the voice of the participants that features akin to the
therapeutic landscape theory combine with those of healthcare service provision to
provide a picture of how place is conceptualised not just as a location, but also as
locales with meaning and the sense of place. It shows peoples sense making in that
place and their active place making activities. These results therefore demonstrate how
participatory mapping techniques can generate, gather and capture a conversation, in
relation to wider aspects of place as defined in this research, by way of them being
regarded as locations, locales and places full of meaning.
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Chapter 6 Working with Health Professionals
Introduction
The previous two chapters have presented the findings from a community participation
exercise in terms of the process of using participatory mapping techniques and the
products produced from this, making use of geospatial and visual techniques. This
chapter will describe the findings from the workshops where these outputs were
communicated to professionals involved in health and social care planning. The
dialogue that ensued between myself and the professionals is presented in this
chapter. The participating professionals are referred to as ‘staff’ according to the health
board of NHS Highland and NHS Western Isles that the two case study areas are
located in.
The findings are presented here describing step 24 in the research process (see Table
3.1) as three distinct stages which reflect the structure of how the workshop was carried
out. These stages are:
1. Staff response to taking part in a participatory mapping exercise themselves;
2. Staff reaction to the knowledge captured in products from the residents’
participatory exercises
3. Staff opinion of how this method and the knowledge could be used utilised in
health service co-planning.
The first section presents the findings of the analysis as to how the staff reacted to
carrying out a short participatory mapping exercise themselves. The analytical steps
used follow the same process as outlined in Chapters 4 and 5 whereby both the
process of participation and the resulting products from the participation are studied.
The second section of this chapter reports the staff reactions to the findings from the
community participatory mapping exercises and their thoughts on what this reveals
about the local residents perceptions of how their environment impacts on their health.
The third section discusses staff subsequent thoughts and opinions on the actual
technique and how participatory mapping and the information it revealed could be
utilised in health service co-planning.
Thus, these findings address the research objective to examine the implications arising
for the future use of participatory mapping in the co-planning and co-production of rural
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health services. They contribute to answering research questions three and four, from
the perspective of the professional staff:
Research question 3: What new insights do we learn about participatory mapping that
could be built into models of co-planning and co-production of rural health services?
Research question 4: What are the strengths and limitations of participatory mapping
approaches to facilitate the co-planning and co-production of rural health services?
The staff attending the meeting
In each of the two regions (the Highlands and the Western Isles) staff from
organisations involved in health and social care service provision, from public and third
sector agencies, were invited to a two hour workshop held in a local venue. Attendees
for the Uig (Western Isles) case study represented the Medical Practice team, the
Western Isles Health Board (public health, data information teams) and the Scottish
Health Council. Attendees for the Ardersier (Highland) case study represented the
Medical practice team, the NHS Highland Health Board (public health) and the
Highland Council (planning team). None of the participating staff were resident in the
Uig or the Ardersier area but they were all remote and rural residents (Scottish
Government 2014b) as well as remote and rural workers involved in health and social
care. All participating staff had a direct role in health planning or environmental and
land or town planning within their remit, with some specifically involved in the delivery
of NHS Scotland policy relating to patient focus and public involvement. In both areas
invitations were sent to named individuals in identical agencies and organisations.
Attendance was greater in the Western Isles but all representatives were from a health
remit. In Highlands the input from the council planning department brought a different
insight to the dialogue. In both workshops the medical practice staff representatives
were unable to remain for the full two hour workshop so the duration of the presentation
and community mapping exercise were condensed. This allowed more time to discuss
the method of, and findings from, the participatory mapping exercises carried out within
the communities and explore how staff felt this could add to co-planning health
services.
The programme began with a presentation of the research project, including a
description of the research design and then an explanation of the actual delivery of the
research plan, in line with a co-productive participatory action research process. The
participating staff were then invited to create and annotate a community map of their
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particular case study area, according to how they perceived that environment to impact
on the residents’ health status. The time allocated for this exercise was considerably
less than the residents had spent undertaking the same exercise because the purpose
was different. In this case the aim was to enlighten the staff about the technique of
participatory mapping so that they could appreciate the steps that the community
participants had taken to create the community maps and also to give them a ‘firsthand’ experience of using the participatory technique.
The session continued with a presentation of the findings from the community
participatory mapping exercises, followed by a discussion to investigate what staff
opinions of the results were and furthermore, if and how they could see a value to use
the technique and the findings in their health planning remit. The sessions were audio
recorded and transcribed by the researcher. The dialogue was analysed in two ways.
The first was identifying the themes as used by the local residents as participants in
thematic analysis, to explore how staff talked about health and place. The second
examined how staff considered the participatory mapping method, as employed in this
research, in terms of its delivery and its findings. Finally staff were asked if and how
they perceived this as a useful method for health services in a co-planning coproduction approach of rural health services. Since this was a multiple site case study
design which employed a replication logic (Yin 2009:60) the results from each case
study were analysed separately. The findings are presented as comparative findings
thus illustrating similarities and differences of application and utilisation of the
technique across the two different rural settings.
The Staff Experience of ‘having a go’ at Participatory Mapping
The participatory mapping technique was new to the majority of participating staff
across both case study sites. Two participants in the Highland case study had been
involved in mapping exercises through their work. One had contributed to the ALISS15
programme of asset mapping and another had experienced a charette process hosted
by the Highland Council planning department. In terms of being used for health coplanning purposes the technique was new to all participating staff. They were asked to
map their knowledge and experience of the area from the perspective of their work.
However, considering positionality issues, their perceptions will also be based on their
private life perspective as a rural dweller, albeit within a different community. The

15

ALISS A Local Information System for Scotland is an interactive online resource for people to locate
help and support in their area http://www.alliss.org.uk/
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extent of their knowledge of the area varied between the individuals, and those most
familiar with the area explained features to those not so familiar. The Western Isles
participants recognised this fact as a positive outcome of the technique:
“It helps you focus on a particular area, that’s for sure, because you know
collectively we know different things about that area, and we have different
experiences of it” NHS Western Isles Staff 1
In the Highlands group the combined personal knowledge of the area was limited with
only one participant being very familiar with the area. They asked each other what was
available with regards to services that they considered as potentially impacting on
health. Those with a knowledge mentioned the existence of services such as the
pharmacy, the shop and the library. Staff without knowledge enquired about the access
to cash and employment opportunities in the area. Participants also directed the
questions to me, to ask if certain services were available to residents:
“So is there somewhere like a village hall or something where they have
groups or a physical meeting place?” NHS Highland Staff
In both case study areas this illustrated how the visual nature of the map enabled and
enhanced a dialogue, to build a picture of working in a place so that all staff, whether
familiar or not, had a better understanding, albeit still a limited one, of the environment
and the services available within the community, for those living in that place. In this
way the participatory map served as an information sharing exercise amongst staff, a
valid aim in itself (Cinderby and Potts 2007) but did not aim to replace a real world
dialogue between the residents and the staff.
The exercise appeared to be enjoyed by participants in both the Western Isles and the
Highlands groups with all health planning staff contributing to the conversation which
was in general lively and interspersed with laughter. The larger attendance in the
Western Isles group resulted in more points being introduced into the conversation.
Staff readily engaged with the map, the paper map helping them think literally about
being in or travelling through the landscape they could see visually represented before
them. An example, was that, whilst discussing transport one participant used their
finger to trace the road network whilst they engaged in the dialogue:
“What about erm transport” Western Isles Health Board Staff 2
“That is an issue – I think we have to kind of say that is an issue” Scottish
Health Council Staff 1
“But is it? I mean is it? I mean is there a high car ownership over there? is
there a regular bus service” NHS Western Isles Staff 3
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“I mean the roads are pretty good over there” Western Isles Medical Practice
Staff 1
Both groups assigned one person to be the scribe and annotate the map though
eventually more staff added text or drawings onto a transparent acetate sheet which
covered the paper base map. The annotation was completed more readily than in the
community residents setting. This could have been due to the acetate cover being
placed over the map in the staff sessions which prevented defacing or ‘spoiling’ of the
original paper map. In addition staff may have been more confident in using the
technique if they had previous experience of innovative and creative workshop
sessions with an open agenda, as compared to the perceived prescriptive nature of
some community consultations, where the agenda is set and framed by the
professionals. It must also be considered that the staff were participating from a work
perspective and not from what could be viewed as a more personal, private and more
vulnerable position as a community resident.
In the Highlands group, there was a reluctance in annotating perceived negative
aspects of the area when serious issues were raised.
“There was a near fatal stabbing in one of these houses here once but that’s
not very healthy so we’ll leave that off” Highland Medical Practice Staff
Notable in this Highland group was that the discussion was cordial with no points
challenged between participants, whereas staff in the Western Isles group expressed,
challenged and discussed differences of opinion. Again this may have been due to a
larger attendance and greater combined local knowledge in the Western Isles group.
“Shall I start to write a list of negatives here” NHS Western Isles Staff 2
“Well I don’t think Tesco online shopping is a negative so I don’t agree with
you on that one” NHS Western Isles Staff 3
“Well let’s just put them as queries” Western Isles Medical Practice Staff 1
Health and Place: Staff Discussion of Key Themes
The exercise of community mapping generated a conversation and annotation of the
map, to create a picture of the local environment and potential impact on residents’
health. In this respect the place was represented as locations and locales, and how
they were creative assets for health. In both case study areas use of the map
stimulated discussion to identify locations already marked on the map or to enquire
about the existence of specific services or places that participants perceived would be
a resource that impacted on resident’s health. Other unmarked locations were
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identified and added through annotation by participants. These locations were then
discussed to a greater or lesser extent in terms of how, as environments, they enabled
the delivery of medical services or enabled health creating behaviours. In both areas
a picture of the local area was created in terms of amenities and services available,
but in the Western Isles there was additional information relating to community events
and happenings, in terms of locales.
In studying the conversation between the staff whilst they considered the paper maps,
aspects covered fell within the model of the wider determinants of health (Dahlgren
and Whitehead 2001). In this respect they were discussed in terms of a biomedical
approach as conventionally used in health service planning. In terms of therapeutic
landscapes theory the physical environment was noted and to some extent the social.
What was missing from the conversation was elements of symbolic impact:
“So you mean like the beach for walks” NHS Highland Staff
“for me from a personal point of view I’d be planning to look at paths and
parkland areas that could be improved and I think a lot of stuff we get from
planning, more so now because they are trying to involve kids with it, you do
get more emphasis on the parks and the sort of recreational aspects of it, and
there’s always some kid that wants a skate park” Highland Council Staff
Analysis of the conversation using the coding system, as outlined in Chapter 3,
revealed more comments related to biomedical rather than the humanistic concepts
that the participatory mapping methods drew out amongst the residents. This result
was not surprising since the lens through which they viewed the exercise and the
question of health and place, and therefore the knowledge that the staff would be
expected to bring to the PAR design, is that of a professional expertise and practice.
Since none of the staff were residents they were not qualified to describe the place in
terms of a sense of place, as a lived experience, as a resident would. Any sense of
place statements would likely have been made from the standpoint of a member of
staff working in that place, recalling their experiences with service users residing there.
How staff considered the value of participatory mapping method
This section presents the findings of the discussions with staff in each case study area
in response to the participatory mapping exercise as delivered in the research together
with communicating the local voice through the visual spatial products as produced
through the GIS-P methods. These are the products produced by the participatory
mapping exercises completed by consenting residents in the two communities. The
original research plan aimed to set up a deliberative dialogue between service
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providers and service users, through participatory mapping techniques, but in reality
peoples’ availability proved a barrier to commitment to the original research design.
The deliberative dialogue was intended to take place at a community meeting which
brought together residents and staff around the same table to discuss the results of
the community mapping exercise and to decide how the perceptions of health and
place could be interpreted into and utilised in a further exercise to co-plan local health
services. It was envisaged that a list of suggestions would be drawn up and an action
plan developed. Instead professionals engaged in a meeting, with no residents in
attendance, where I presented the local voice through the maps which had been
validated by the residents who had participated in their creation. As a result the maps
were not used directly to identify specific issues to be tackled and no action plan was
drawn up. Instead the aim was to highlight to staff the scope of participatory mapping
as a technique and the question of whether or not the voice that is captured can be
utilised in co-planning health. This rendered the participatory mapping process, in
some ways, incomplete as a co-planning exercise as part of a full co-production
process. Instead the focus was to alert the staff to the findings and consider the
feasibility of participatory mapping as a method and how its products would be used.
The method followed the same pattern in both case study sites. The staff were
presented with the findings for their case study area. The data analysis process was
explained, describing the themes and the coding process used in the thematic
analysis. The particular health geography concepts of health and place, including the
concept of a ‘sense of place’ (Gregory et al 2009) and therapeutic landscapes of
wellbeing (Curtis 2010) were defined, as used in this research.
On viewing the findings from the residents’ community mapping from their local area,
the staff in the two case study areas discussed the process under themes of insights
from using the participatory mapping method, insight into rural aspects in using the
participatory mapping method, and specifics of the participatory mapping process.
These were features for both groups but differences were observed in the conversation
which ensued. In the Western Isles group the conversation developed mainly around
the resulting maps and illustrative quotes from the community mapping exercises and
how this evidence could be utilised to tailor practices to patients and locally perceived
needs, and not just those of the health professional. In the Highlands group the
conversation featured more comments relating to the process of the map creation
through the methods used and the presentation of the results in the digitised format,
rather than the findings as illustrated in the final maps and graphs produced.
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Insights from using the participatory mapping method
Staff felt that the visual nature of the map and the focus on ‘place’ was a stimulant to
extract other ideas that might not be revealed by other more conventional methods of
consultation:
“I think places would trigger particular thoughts in individuals that which
without the map, we would struggle to articulate really and recall” NHS
Highland Staff
It was also remarked that using the map helped them to not only see new and different
things but to also appreciate how other people might see things:
“It makes you think outside the box and about other people as well” NHS
Western Isles Staff
It was noted that the map encouraged a broader outlook on ‘health’, beyond medical
services and treatments, and how the environment in which you live could impact:
“It’s more than just about say getting tablets from the doctor you know it’s
more about your outlook, your mental health, and how easy it is to access
things that are important to you” NHS Western Isles Staff
“……because we didn’t mention the surgery until three quarters of the way
through which is good isn’t it, to think about all the other stuff” Western Isles
Medical Practice Staff
It was felt that the map stimulated their ideas as health professionals and hence
created a conversation from a different angle or approach than conventional methods:
“I think it broadens the scope of the things you consider because traditionally
you are driven by data - that type of thing, which is all service based usually,
so it broadens” NHS Highland Council staff
“but I suppose it’s, I mean I know you asked about health and I know you
didn’t ask about well-being but what supports your health, and you look at a
map then I think you are going to identify the places you go and generalise
why they are good for your health and I think then you would, I mean unless
you identify like the pocket garden or the football pitch you’re not thinking
about the traditional lifestyle sorts of things. You’re thinking more of the culture
and social and friendship and the significance of that really’’ NHS Highland
Staff
It was acknowledged that their brief use of participatory mapping had raised issues
that they felt could be pertinent to local people in relation to health services and
experiences. These included transport. It was acknowledged that their perception as
staff, albeit island dwellers too, was different from the residents, as personal
circumstance would make an impact:
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“some of them would be the same because I think, I mean we all live on the
Island, but you take your own area for granted sometimes and you don’t
actually I mean you know maybe I don’t go for a walk on the beach in my neck
of the woods any more than somebody who lives in Uig would go for a walk on
the beach, even though you think a walk on the beach every day would be
good for your health, but these are the things that you take for granted and
you maybe don’t use them but people coming into the area might use them so
you’d see it from a slightly different perspective” NHS Western Isles Staff 3
Insights from the participatory mapping products
The products of the community mapping exercises, as themed comments, presented
as GIS maps, which illustrated health creating aspects and health limiting aspects,
relating to specific places spatially mapped, were seen as a positive visual method to
illustrate experiences of rural living:
“That’s easier for most people to understand and in fact easier to get people to
engage with than a whole load of narrative you know they’ll look at that and
see quite clearly-you know what happens” NHS Western Isles Staff 1
Staff in both sites acknowledged the wider aspects of place that the participatory
mapping exercises had revealed, when considering the concept of health and place.
They concluded that the mapping technique facilitated a broader conversation around
aspects of a local environment in terms of physical, social and symbolic properties that
are not necessarily considered by traditional health planning processes:
“Well it’s ‘a point’ in the environment. It’s a building in the environment, and we
can put out health promotion messages and things like that but I think it’s
much bigger, much broader, than a relatively narrow biomedical model”
Highland Medical Practice Staff
“I’m not surprised by these maps that people have, I mean, I know you asked
about health but I’m not surprised that they didn’t particularly identify medical
services or lifestyle factors that they thought more about physical or social,
you know how…… Yeah I’m not surprised by that. I think it’s quite re-assuring
in a way that people value those aspects in their lives.” NHS Highland Staff
Such addition of useful knowledge not captured in current methods is illustrated by this
section of dialogue:
“See is that a reflection of, I mean if you are looking at a map you’re more
likely to see these other things that point to environment” NHS Western Isles
Staff 1
“You mean it creates a bit of bias don’t it” Western Isles Medical Practice Staff
“Potentially, not necessarily bias. I think it’s useful because other traditional
methods have inherent bias and you don’t tend to look at these other factors
so I think this is complimentary to traditional methods” NHS Western Isles
Staff 1
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It was notable that the Western Isles staff considered and discussed the concepts of
the social and symbolic aspects of the therapeutic environment and how these featured
in the community mapping results. In the Highland group the comments centred mainly
around physical aspects of the environment, to indicate what is available or missing in
a community, rather than looking more deeply at the meaning and feeling around these
resources and services, which could impact on how and why people utilised what the
staff viewed as assets. For example the Western Isles staff discussed the concepts of
the sense of place and therapeutic landscapes, sharing instances of their experiences
which they felt illustrated these ideas:
“That symbolic thing is what comes out when you start closing Post Offices
down and things because it isn’t just a Post Office- it’s more than that” NHS
Western Isles Health Staff 3
“I was thinking of like, you started off with things around data which might be
about the distribution or about the access, like to fresh fruit and veg, or the
physical activity -that kind of stuff, more traditionally collected data in tables or
maps but this type of approach, of viewing a map would invite different things
and thoughts that you wouldn’t see in other methods. It’s harder to see why
people don’t take fruit and veg and physical activity without using a map like
this” NHS Western Isles Staff 1
Some were able to recall actual instances in their work where aspects of therapeutic
environments could be demonstrated to impact on health in a positive or a negative
way depending upon the individual:
“Well there’s one little statement that always stuck with me, stays with me, and
I’d only been here a matter of months when I visited an elderly woman who
lived on the road to Roddall and it was a beautiful February winters day, sunny
and bright, - and she had quite a steep drive up to the house and when I got
up there she had the most fantastic view. It was absolutely spectacular and
when I got inside the house I said to her my goodness you’ve got the most
spectacular view here, and she said ‘yes but that’s all I have’ because she
said in the winter months she saw no-body. She saw no vehicle go past and it
was quite sad really, I mean she didn’t go out anywhere, I mean clearly she
didn’t” NHS Western Isles Staff 3
Staff spoke positively about the usefulness of these concepts and therefore could
clearly see an advantage in combining the ‘objective’ data used in conventional health
planning approaches with the ‘subjective’ data characteristic of therapeutic landscape
conceptual data. There was deliberation about how this could be put into practice:
“Would you expect there to be a common shared sense of place or would
there be room for different views of that place. Some people might find the
remoteness of a place one thing but others see it from a different perspective
because it’s a subjective view?” Western Isles SHC Staff
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“We do know about these things but the thing is well it’s how do we use them
in practice?” NHS Western Isles Staff 3
I noted that the understanding of the sense of place concept was clear amongst the
Island community staff, whom I was aware, from what they said, were of a
Gaidhealtacht cultural background. This information was anecdotal, linked with the
nature of the Gaelic language and points that I, the researcher, had gleaned in
discussions about Gaelic language and culture, during the fieldwork period. No such
connection was seen with the Highland staff however, their personal backgrounds
were not made known to me. Highland staff felt that using descriptions of ‘the sense of
place’ was a useful factor to give the wider dimension of a place when involving people
unfamiliar with an area:
“It would help. It’s the kind of thing that looks good in a publication having a
sound bite off someone. You get a better sense of place, kind of thing,
especially if it’s people who live quite remote from the area they are looking at,
because I think we get a lot of representations of the settlement from someone
who doesn’t live there. It’s like well how does that relate to what people
actually want there, sort of thing” Highland Council Staff
In the Highlands group the medical staff welcomed the fact that the participatory
mapping exercise could provide them with a means to access information to assess
patients’ feelings and reactions to medical service provision. They were pleased to see
the balance of positive results in the research findings, relating to medical services,
since the research had taken place during a time of significant change in service
provision at the surgery. The changes had not been well received by patients, resulting
in complaints, alongside an uneasiness in the relationship between the patient
participation group and surgery staff:
“You’ve done this at quite an interesting time because there’s been a lot in the
press about us as a practice’’ Highland Medical Practice Staff
“People accept there are access problems but they are grateful to have a
surgery there” Highland Medical Practice Staff
Some staff regarded comments from the community mapping as highlighting a lack of
awareness of services or systems. Staff felt that some participating residents
expressed a lack of knowledge, regarding how to access services or had incorrect,
perhaps unrealistic, expectations of those services. This led staff to suggesting the
need for more information and explanation to be provided to residents to empower
them or to settle anxieties. This shows how the method can explore and address health
systems literacy amongst service users:
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“But there’s maybe a little bit there about information and education as well,
and saying to people well this is what First Responders do, and you know, this
is where you can get your First Responders. So it’s about giving sharing the
information so that then empowers them and then they will be maybe less,
slightly less concerned or uncomfortable about phoning somebody they didn’t
know, because at the end of the day they actually might know who that person
is" NHS Western Isles Staff 2

Insights into rural aspects from the participatory mapping method
Conventional maps (spatial data) used in health planning, use quantitative data such
as the Scottish Morbidity Database and social demographics, to show the spatial
pattern of residents’ health, and health indicators, particularly those concerning the
measurement of health inequalities. For rural areas it is not necessarily accurate or
comparable to apply indicators of material deprivation and poverty which have been
developed in urban contexts, since the size and diversity of the territory in terms of
scale, as divided by local government units, in rural areas exerts a ‘moderating effect’
on the statistics (Woods 2011). Identification of areas where residents are at risk of
experiencing health inequalities are not necessarily obvious in rural areas (Woods
2011). This was a factor particularly identified and raised by the participating Western
Isles staff in recognising that participatory mapping could provide a picture of ‘life as
lived’ that conventional maps of quantitative data do not necessarily show, thus
representing an incomplete picture of aspects that impact on residents’ health:
“And I mean, talking about the big houses, there are a lot of notable people
that live in Uig but the person next door to them might be absolutely poverty
stricken and that’s the difference and they just can’t, they just can’t- I mean the
demographic maps don’t pick it up” NHS Western Isles Staff 3
“It’s the same with smoking cessation and HEAT targets. It’s all based on
SMD [Scottish Morbidity Database] and it just gives the postcodes which don’t
give a picture of really what’s going on” NHS Western Isles Staff 4
Staff recognised, this caveat and realised the potential use of combining this
qualitative, spatially mapped data with the conventional data to tease out details
around inequalities:
“I think in some areas like this you can actually see quite a vast difference
between levels of deprivation as well, because there are some very big
houses there and there are other people that that’s the area that they live in
and have always lived in and perhaps don’t have that certain level of
economy. That’s not to say, I mean, there will be some people who don’t have
the big house and they will have to travel and whether by public transport or
by car and it will cost a lot to travel to Uig just because of the fuel and we all
know there is fuel poverty on the island probably the highest in Scotland
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actually and there’s probably levels of deprivation in there and there might
even be kind of levels of hidden poverty in there that need to be taken into
consideration” NHS Western Isles Staff 3
Such facts led to remarks surrounding the potential of misguided perceptions of rural
living and impacts on health. I had experienced tourists visiting the area expressing a
misperception of the impact of an environment on residents’ health “How could anyone
get sick living in a beautiful place like this?” (Fieldwork notes, March 2013). The
Western Isles Staff recognised that in a similar idyllic imagination, policy makers, and
those involved in health planning, at multiple levels, can hold a misguided perception,
particularly those who have not experienced rural living first hand:
“I think they [higher authorities] just get such weird ideas about remote and
rural communities you know and they think they know what it’s about and they
don’t. I mean some of the statements that have been said to me from
[government offices] have been quite outrageous” NHS Western Isles Staff 3
There was also recognition from one member of staff of other important aspects,
particularly pertinent to rural living, regarding whether or not you had been born and
raised there, or had ancestral or family links, or you had deliberately chosen to move
there:
“and the other thing is the people who start to move in you know and come up
here from down South and I can never understand that you know after retiring
they suddenly move into the remotest place they can find and think it’s going
to be wonderful l mean I can never understand that I mean why would
anybody do that you know?” NHS Western Isles Staff 3
Further key points pertinent to rural living was the issue of anonymity in a rural
community not only in terms of impact on health and place, but in addition to the
consequences of partaking in engagement exercises. This was noted as an important
consideration in inviting residents to a community mapping exercise:
“the lack of anonymity is another thing that affects people, I mean it’s one
thing, everybody being very supportive and connected but there are times
when people want some anonymity and that’s difficult in a small community.
You don’t necessarily want anybody to know all your business” NHS Western
Isles Staff 3
The Use of Spatial Data in Rural Health Planning
It was acknowledged by staff that place has impacts upon people’s health and that this
is recognised in policy concerning healthcare services, and in particular work around
health inequalities. Highland staff remarked upon the importance of this recognition for
service provision, no matter how small a place is in terms of geographical area for rural
areas, with small resident populations:
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“And I think that reflects the sort of healthy places attitude to planning now.
They don’t want to sort of, I can’t remember who wrote it, but they don’t want
to make people for cities they want to make it a city for people kind of thing.
It’s much more about building a nicer environment all together- that whole
aspect of place making there they are really heading towards that now rather
than a much more prescriptive build, build, build kind of thing” Highland
Council Staff
“They look at it more and more, the actual place and the community. That’s
become more important so it’s not just a little thing. I mean that little village
could be that persons world for all we know so it’s no less important, just
because it’s small, and there is that drive now to make everything much more
connected and make the small outlying areas not as big but as significant, as
the much more service orientated towns and cities and stuff, so they still
provide a vital function and they shouldn’t be ruled out of anything just
because there’s only a handful of people living there” Highland Council Staff
Staff whose remit included map making could draw on their past experience and
contribute useful comments on participants’ engagement with maps. They supported
the use of maps to gather local data but had discovered more difficulties in people
understanding and reading maps than was found in this research:
“Some people can cope with that better than others because some people just
see blank paper and freak out. Some people need the geographic prompts to
see what’s going on but definitely I think the mapping way of gathering data
about a place is a huge part of it and whether or not you put acetate on it or
post it notes, that kind of thing, it’s about getting people to put something on a
map” Highland Council Staff
“funnily enough people find this particular kind of map, because we use this all
the time in the council , it’s hard to get people to engage with it because it’s
got lots of lines on it. People don’t like liney maps because they see them as
being sort of prescriptive and its, even though this is all built, this is the way it
is. We have to be careful how we represent our stuff in putting sort of
boundaries and lines around things because people think if we say that’s
going to be housing because there’s a line round it, it’s going to be housing.
There is that that kind of definite official, mappy kind of thing and the less and
less it looks like a map the more people seem to want to engage with it so
we’ve taken to using aerial photographs in a lot of places” Highland Council
Staff
The ability of individuals to engage with maps also featured in a discussion regarding
the use of technology in community consultation by using online formats. It was felt
that even though the software is now widely available, people did not necessarily have
the skills to utilise it effectively:
“a wee while back we tried to look at using google earth as a means for
collecting data at public events but the trouble then- it wasn’t such a lack of
appeal, being about people engaging with it. It was more about people didn’t
know how to use google earth –because you can add points- polygons -like
post it notes -lines on maps -you can annotate to your heart’s content but
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people weren’t comfortable with the technological aspects of it’’ Highland
Council Staff
“but again that’s providing someone with a fool proof project that they can just
sort of tap tap tap and submit but when you get people trying to enter
geographic stuff I think by and large everyone loves a map but not everyone
can engage with them off the bat. No one can use sort of GIS as aptly as a
GIS professional. Even then the basic mapping stuff online, like google earth
google maps not everyone who has access to it can understand it, knows how
to draw on it and stuff’’ Highland Council Staff
It was noted that there was a drive from service providers for greater use of online
technology, and that this could improve efficiency in online data collection through
public engagement exercises:
“the council is going down the line of collecting an awful lot of public stuff
online, especially after the first stages of planning when you’ve got something
published and it goes on to the internet and more and more the council is
driving people towards filling out on online form and that way the data- It’s not
quantitative, but it’s a bit better organised than people just going huh and
writing down stuff on bits of paper, so that you get the focus sort of collection
of a form that goes to a data base you can analyse up to a point” Highland
Council Staff
However, it was also recognised by staff that there is value in carrying out participatory
mapping in a ‘face to face’ setting in conversation with other people which individual
online consultations would not provide. This agreed with my noting this as a limitation:
“But as you said part of this was the process- it’s what other people say that
sparks conversations and rather than people doing it in isolation” NHS
Highland Staff
“Getting people together and that sort of reinforces the community thing as
well” Highland Council Staff
Staff response to map content: Different demographics and life stages
On comparison of the different community groups attending the focus group settings it
was noted that the maps clearly demonstrated the different health impacting aspects
at different life stages:
“it tends to be the way it goes, is that you find the groups focussed on the
children’s stuff, have one particular area of interest that sort of recreational
doing stuff and it tends to be the adults that come out with the more sort of
medical health care centre, the actual, the things that are more for them”
Highland Council Staff
Suggestions were made to present the findings in different ways by producing maps
that represented a particular theme or topic of interest to the community in order to add
impact to the strength of the results:
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‘’Because that’s quite a useful thing, the planning always, the charrette
process, the community engagement. You always get maps of different
flavours coming out of it because you get the transport map, the activity map,
the ‘what have you’ map, divided up by the interest group and it’s always quite
useful because you can definitely pin point areas people are positive about
and areas people aren’t quite so keen on. It comes through much more
strongly on a map of one particular theme” Highland Council Staff
This was suggested as a way of taking this project further. They also considered that
individuals also have differing capabilities, confidences and attitudes in adjusting to
service redesign, which again could vary according to age group, in regards to their
opinions on individual responsibility for health service planning and delivery. This was
the only reference made to aspects of a co-productive relationship between patients
and healthcare staff:
“Well I think as you get older you get more medical needs anyway as you
develop long term conditions but I mean older people, certainly they need to
be older than me, but people older than me will have had an experience of not
having had a health service, so they will be more inclined to self-help and that,
but it’s quite right that it’s one of the downs of the NHS that it has taken that
away from people, and we are now having to start to encourage people to selfhelp, you know become knowledgeable about their condition and know what
they can do themselves and when they need to seek help and to, to provide
the assisting technology to enable them to connect with people appropriately
when they do if they are living in somewhere like Uig and they can’t just jump
on a bus every half hour, and they need some other means of connecting with
health professionals themselves” NHS Western Isles Staff 3

In the statement above it is implied that older adults would be more likely to adjust to
a ‘self - help’, ‘shared responsibility’ model of care as compared to younger age groups
who have been used to ‘being carried’ by the NHS. It was also noted by participating
staff that age impacted on the content of the participatory mapping conversations,
pointing out that medical services was a theme most commented on by older
participants in the focus group format. Unfortunately due to the difficulties experienced
in collecting demographic data this fact could not be determined in the participation
booth since individual demographics were not attached to each comment. Staff
identified this latter point as a missing detail that would have enhanced the exploration
of the data:
“It’s interesting that the medical services thing was only an issue for the older
folk - it’s not such an issue for anybody else - would be interesting to see the
age range of people who took part in the booth thing - were they older?” NHS
Western Isles Staff 3
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Connected to these points regarding age was the fact that situations changed through
the life course, namely that peoples perspectives would change according to their life
events and how their personal circumstances changed:
“People’s perceptions of a place will change over time because it’s different if
you were living in somewhere like Uig and you bring your family up there and
you are surrounded by all the busy-ness of family life and kids and all the rest
of it but once everybody starts to fly the nest and somebody’s left there’s a
whole different perception” NHS Western Isles Staff 3
A caveat representation and strength of evidence
In both groups there was some question, particularly from the Highlands group, about
how professionals could be assured of the evidence presenting an inclusive community
voice and the extent of community representativeness. This was in relation to aspects
of demographic characteristics of the community concerned and also in the opportunity
and involvement to engage and participate in the community engagement process,
and hence be included in the evidence presented. Though staff acknowledged that the
community participatory mapping results provided useful evidence for use in local
health planning, the strength of the evidence, with regards to being a true
representation of a community voice, would need to be shown. It was felt by some staff
that the extent of the community representation in this particular project would be
questioned before the results were valued as reliable evidence by other agencies,
since numbers engaging were regarded as low and demographic details of participants
were missing:
“but to use it and that’s partly you don’t get a feeling from this, is how many
people this is, or what the demographic is, or you know, you are representing
views of people but what people? I’m thinking in terms of how other people
might use it. This is some of the information they might like to know reallywho is saying it but I agree with [name] in that having this information and
using it, it is, it is about community planning and community planning
partnerships are the local vehicle for taking this forward and they have
representatives from health and local authority and what have you, you know”
NHS Highland Staff
As well as the strength of the evidence, staff also felt that the extent of the community
voice could also be questioned from the results, as presented in the visual maps:
“I mean I personally think the map is a good tool because it is some of these
other things about social and connectedness and resilience that are
fundamental to health so I think that draws it out well – I wonder about I
suppose there is some discussion about how representative these people are
of the population? How you access people who, you know, if you are not in a
group already, are your views represented here?” NHS Highland Staff
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However what was acknowledged is that the mapping method would facilitate the
telling of a local story from residents that participated in such an exercise.
Thoughts on the participatory action research approach, participatory mapping
and utilisation in health service co-planning
In the Western Isles it was felt by staff that the research as a University project with an
ethnographic research approach, had brought positive benefits to the fieldwork and
this had ultimately resulted in the generating and gathering of different data than other
research methods could:
“I think, so you’re neutral, and I think that helps a lot. And I think the fact that
it’s not being done as a survey it’s not being written down- you get much more
qualitative information. That’s allowed it to go into a much wider field and it’s
not been prescriptive, so, you’re not kind of leading people down a certain
path, an you know you’re not asking a question and filling in a comments box
and everything is all very structured- it’s more open, so people are able to
interpret their health in their own way, and so I think in many ways it’s much
better.” NHS Western Isles Staff 3
Another factor concerning neutrality was the distinction that the project, although
concentrating on health service planning, was not operated through NHS owned or
operated physical environments and facilities. The characteristic of the methodology
whereby the researcher goes to the people rather than inviting participants to go to
something new and unfamiliar was noted by some staff as positive:
“And location as well - you weren’t on NHS premises” NHS Western Isles Staff
3
“And you went to people” Western Isles SHC Staff 3
“And you went to people which was great” NHS Western Isles Staff 2
Extract of conversation Western Isles Staff workshop
Staff recognised the large resource of time required to carry out the research, in terms
of operating the fieldwork in different settings, as well as the time required to build a
relationship with the local population. The importance of building a relationship with
participants was also seen as having a positive influence on the results:
“And I think the time taken to do it, it wasn’t within a very restrictive sense of
time and people saw you at different locales and you might have seen people
or they would of heard of you or seen you at Cardeas or at parent group and
then you turned up in the shop and it’s over a period, and you haven’t just
popped up so that helps” NHS Western Isles Staff 3
“And you built that relationship yeah” NHS Western Isles member of staff 3
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“and it wasn’t a case of filling something in and posting it back to some
anonymous they didn’t know where it was going to” NHS Western Isles Staff 3
Though staff from the Western Isles acknowledged the usefulness of a participatory
action research approach in research in remote and rural communities and the
potential of participatory mapping to aid health and social care planning, a very
important point was made with regards to residents and their engagement with and
participation in any work to involve residents in local health planning. This factor was
also noted in an earlier chapter, in a remark from a participant residing in that same
case study area, that individuals might be afraid to express their thoughts for fear of
being perceived as making a complaint, which might then result in a withdrawal of
services. This indicates a vulnerability which could impact on the extent to which
residents would participate in a co-productive approach:
“And even then they might not say it because people are anxious that if they
complain too much the whole thing will be removed and there’s an anxiety
around being critical, I think, of health services, particularly you see this is the
thing” NHS Western Isles Staff 3
In the Highlands staff group a clear benefit was seen in the participatory action
research approach in creating a different level of community engagement, particularly
the iterative nature of the analysis:
“I think what you are saying is it’s important that people feel they are
contributing in some way as well I think the main criticisms of the old public
engagement thing was you went out, you saw them once, you got the
information and then they got a plan back and it said ok you said this it’s all
going here. These are the boundaries and stuff but to go back with people,
showing a refinement of what you gave them to start with, and with the
charrette process and they are actually contributing and its appearing in front
of them it’s not so prescriptive and it doesn’t seem so restrictive as well and it
will help people think in a different way than they would ordinarily usually”
Highland Council Staff
It was felt that the participatory mapping technique was particularly valuable in
generating the local knowledge of a place:
“yeah it helps to have a knowledge of these places because what I’m getting
out of it is, you get the feedback from the people about the things they see
every day rather than just the planning department descending on somewhere
and saying let’s have a park here, when you get people saying, this is where
they want something, it’s a bit more personal for them” Highland Council Staff
The Highland Medical Practice Staff identified a use for the data presented in the
resulting maps, in order to create a health data resource. This was by way of an asset
mapping exercise recording the physical existence of a service rather than assessing
the strength of any social or symbolic attribute of that service. Their main surgery site
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(located in a separate town) had completed an exercise in mapping of community
assets as part of the ALISS project. The results were digitised as an online local health
resource for patients. This was described as an information giving service in a
neoliberalist, patient self-responsibility type process rather than framing a
transformative co-production approach:
“What we have done is incorporated that into our web site and this winter we’ll
be completely re-designing our website and in terms of getting messages out
there, what we want to do is have a continuous message with please go and
look at our website for more details, with you know, if you are interested in
community assets or activities or however you want to put it over here’s the
link, you know, what are you interested in? whoosh-big menu appears there.
So what we want is our website to be the health point that people go to for
self-help information on one or two hundred conditions, plus having, if you
want to be, and remain, healthy here are some groups you might want to join,
here are some volunteer groups, there’s third party groups out there clubs
societies, that sort of thing so all of that information’’ Highland Medical
Practice Staff
This member of staff felt that the results from this project could be added to their
website as curated maps for the Ardersier branch surgery ‘local’ area, as part of the
whole practice database:
“It’s a good piece of work and it would be good to incorporate it into our
mainstream stuff – super” Highland Medical Practice Staff
Potential other applications of participatory mapping in rural community engagement
for co-planning of healthcare purposes were identified amongst all staff. Staff in both
case study areas all agreed that these results highlighted the broader aspects of health
impacts and could be utilised in a wider engagement on health, as it generated,
gathered and captured local voice. It was said by all participants that the most
appropriate place for this voice to be presented was through the community planning
partnerships bodies, as evidence, as illustrated in this section of dialogue:
“You would hope that in that forum they could take this information and add it
to the other information they had, to inform the decision making into some of
those planning and service, service planning things because it adds to the
other pieces of evidence that they’ve got”. NHS Highland Staff
“Yeah I think that’s what, they want is a more strong evidence base to support
the decisions they are making, to make it much more sort of and if it’s
particular to the community they are working with as well, so much the better”
Highland Council Staff
“…. and what this adds is the local voice that is difficult to get” NHS Highland
Staff
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It was acknowledged by some participating staff that health is part of a wider remit and
they felt that the participatory mapping and its results demonstrated this. This would
be especially useful for those who maintain a narrow vision of health in a limited vision
dominated by biomedical views:
“but I think what’s interesting about this is that it really reflects that, rather than
a traditional model which often just looks at the individual lifestyle factors you
know? And the quotes on Harry Burns, and all the rest of it and that’s why I
think it would be useful having those discussions at the community planning
partnerships, where people might think health should be about making sure
they’ve got a medical practice and some of the physical, you know whatever
footpaths and cycle paths. I’m not saying they are not important but there are
other things too - social and community networks you know – these are the
things that people have identified really as important to them” NHS Highland
Staff
“I think we are doing what we can at surgery level but I think wider
environmental levels is something to work on, with the local councillors. To be
honest local representatives, elected members would be very, very helpful
indeed” Highland Medical Practice Staff
“So elected members who are influential in the actual environment itself – and
yes we can advise from a relatively narrow medical perspective but it’s very
much a wider, wider than that as your research has shown” Highland Medical
Practice Staff
Western Isles Staff identified the potential for using participatory mapping in current or
future programmes of work that they were involved in. It was perceived that
participatory mapping could be used as an effective engagement technique in
accessing information on the experiences of rural living and residents expressing
needs:
“I think it would be very useful for, I’m thinking of the big service re-design
things we have sort of going on at the minute where we kind of talk about
needs assessment but really, do we really get right down into assessing what
the real needs are of the population?” NHS Western Isles Staff 3
“There’s a piece of work we have been doing about Scottish health
inequalities impact assessment, SHARE – kind of tourism and rurality and
rurality development and I almost wish we had done something like this as
part of our workshops” NHS Western Isles Staff 4
It was thought that the technique would work best in small defined geographical areas
rather than one large meeting for a whole community, and that the visual element could
help in examining and discussing single issues. Suggestions were made to present the
findings in different ways by producing maps that represented a particular theme or
topic of interest to the community in order to add impact to the strength of the results:
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“You could produce a map of fuel poverty but I don’t think that would tease out
all the issues. I think with something like this you might see there is a very
long road that takes me to where I live and I have to travel that very long road
to get to my work, that you wouldn’t get on a standard fuel poverty type map
so that might immediately bring different things to mind” NHS Western Isles
Staff 1
In Conclusion
When professionals in both case study areas carried out a community mapping
exercise the initial conversation related to more conventional aspects of how
environment can impact on rural residents’ health. When presented with the findings
from the participatory mapping exercises carried out amongst the residents of the
community they comprehended and agreed on the value and usefulness of the
qualitative data gathered in this project. This illustrates that through use of the
technique of participatory mapping in community engagement, around rural health, the
following research questions are answered:
Research question 3: What new insights do we learn about participatory mapping?
Research question 4: What are the strengths and limitations of participatory mapping
approaches to facilitate the co-planning and co-production of rural health services?
Professionals involved in health planning placed value and importance on the local
knowledge generated and captured in this community engagement approach. The
knowledge generated expressed residents’ conventional and relational views of
‘place’. Aspects drawn from the concept of therapeutic landscapes of wellbeing,
namely physical, social, cultural and economic circumstances, along with the
embodied experience, including meanings and feelings, making up ‘the sense of place’
and their impact on health, also comprised this local knowledge. Some of this
knowledge is already known to professionals (as both staff and residents of rural areas)
but has not been recognised as evidence in the conventional planning of rural services.
Staff welcomed the qualitative evidence provided through this method and
acknowledged the relevance of its inclusion in service planning. Participatory mapping
by different professionals is beneficial for staff to experience the process and can help
those unfamiliar with an area to build a clearer picture of the place. Participatory
mapping in a group situation can reinforce the feeling of the community working
together. Staff and residents, creating maps together, would be the ideal scenario for
co-planning, if such a feeling was generated. Use of participatory mapping for single
issues and in defined small geographical areas could provide evidence for a local and
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regional picture. The qualitative data generated can represent the residents’ voice,
although issues of inclusivity and representativeness need to be carefully considered.
A change in the approach to public health by health professionals in planning to
incorporate the qualitative data as evidence, could encourage better engagement by
local residents in public health policy actions and initiatives, since it provides an
opportunity for residents to feel ‘listened to’.
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Chapter 7 Conclusions
In this concluding chapter of this thesis the methodological and practical contributions
of this research are highlighted, before discussing the implications for future research
into the use of participatory mapping and the co-production of rural healthcare services
that have arisen from the findings. Through a mixed methods research approach this
study has spanned the disciplines of human geography, particularly health geography,
and public health to explore the use of participatory mapping in rural health coplanning. The aim was to critically explore whether the use of participatory mapping
can lead to the enhanced co-planning of rural health services through drawing attention
to the importance of differing dimensions of rural place and place making practices.
This thesis presents the resulting detailed empirical work carried out in the research
study.
Public engagement and locality are two key foci of contemporary Scottish public
service reform. A variety of methods and techniques have been utilised to facilitate the
engagement of patients in the design and delivery of local healthcare services. Care is
required in selecting which method to use according to the purpose, aims and goals of
a particular decision-making process concerning the planning and delivery of
healthcare services. Co-production is seen as an approach to positively alter the
relationship between the health professionals and the patients, empowering the latter
to take an active role. Considering locality, attention must be given to the uniqueness
of each rural place. Assumptions cannot be made regarding the resources, capacity
and inclination of residents for co-productive processes (Munoz 2013) nor aspects of
their environment. Identifying a limited view of place in contemporary Scottish
healthcare policy and a lack of the reporting of use of participatory mapping in rural
healthcare planning in the academic literature justified this study. This research set out
to test the use of participatory mapping as a innovative visual and spatial engagement
technique, in the co-planning of locally suitable rural health care services, in Scotland.
A particular focus with respect to services concerned with coronary vascular disease
was used to provide a ‘real life’ context.
Three supporting research objectives were identified:


To consider the value of using participatory mapping, as a spatial and visual
tool, in facilitating wider user involvement in the co-planning and co-production
of rural health services,
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To explore the ways in which participatory mapping highlights the importance of
local knowledges and differing dimensions of (rural) place in shaping the coplanning and co-production of rural health services,



To examine the implications arising for the future use of participatory mapping
in the co-planning and co-production of rural health services,

In order to meet the aims and objectives four research questions were developed to
guide this study:


Research question 1: How can participatory mapping generate wider user
involvement?



Research question 2: What features of rural place does participatory mapping
highlight for co-planning rural health services?



Research question 3: What new insights do we learn about participatory
mapping that could be built into models of co-planning and co-production of rural
health services?



Research question 4: What are the strengths and limitations of participatory
mapping approaches to facilitate the co-planning and co-production of rural
health services?

Methodological Contributions and Challenges
A doctoral thesis, as a written record of a lived process of enquiry, can contribute to
knowledge in three ways empirical, theoretical, and methodological. In light of the aim
of this research to test a method, the original contribution to knowledge from this work
is a methodological one. In exploring these questions the study has made three key
contributions namely:
1. The use of participatory mapping in different settings within a community can enable
the co-creation of a dialogue on health and place. It provides a framework for a process
that can be inclusive, representative and can be used to different extents of
engagement within a co-productive process. However caveats exist as to whether this
is achieved with additional aspects being pertinent for rural areas, particularly in the
relationships experienced in rural areas, surrounding representation and anonymity.
2. The use of participatory mapping in different settings within a community can enable
the expression of a local voice describing the perception of impacts of place and health
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in terms of wider dimensions of place than currently considered in contemporary
healthcare planning.
3. The visual digitised products that result from participatory mapping in different
settings within a community, can be used to communicate the local voice regarding
health and place, as embodied lived practice, to healthcare professionals.
This chapter will now proceed to explain these three contributions in more detail.
Methodological contribution of participatory mapping in the co-production of a
dialogue of health and place
In using participatory mapping as an elicitation tool to hold a dialogue on health and
place, this study has contributed a novel approach to the growing body of studies
looking to understand practices in participatory methods for the co-productive planning
of healthcare services. In this research the definition of co-production that was applied
was thus:
“Co-production is the process of active dialogue and engagement between
people who use services and those who provide them. It is a process which puts
service users on the same level as the service provider. It aims to draw on the
knowledge and resources of both to develop solutions to problems and improve
interaction between citizens and those that serve them’’ (Burns 2013:31).
As a participatory action research approach, participatory mapping is a co-productive
process. The relevance of its practical use in the reform of Scottish healthcare services
has increased during the course of this research, as the emphasis on co-productive
action within health policy has amplified. Policy for general public service reform
following the Commission on the Future Delivery of Public Services (Scottish
Government 2011a) and the Scottish Governments response (2011c) have placed
greater responsibilities on the action of both professionals and members of the public
in the planning and delivering of local services. This is particularly in the enactment of
two recent parliamentary acts, the Community Empowerment (Scotland) Act (2015)
and The Public Bodies (Joint Working) (Scotland) Act 2014, which legislate for public
authorities to promote and facilitate the participation of members of the public in the
decisions and activities of the authority, along with integrated health and social care
services.
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This research explored the use of participatory mapping in processes of community
engagement, in two rural Scottish communities, in relation to health care planning.
Different forms and degrees of participation are used in the literature to describe its
theory and practice. However, the risk with these is the implication of a hierarchy to
describe certain levels of participation as being better than others. Each participatory
process needs to be assessed on its own merits since its uniqueness is defined by the
context of each process and its aims, along with consideration of the capacity and
resources of the individuals’ participating. In using the categories of engagement
according to the classification assigned by the Scottish Health Council in their
participation toolkit (SHC 2014c), I explored how participatory mapping could involve
residents in different facets of a participatory process. Drawing on previous
participatory mapping work in the UK (e.g. Cinderby 2010, Cinderby and Potts 2007)
three different settings were used in order to address issues of inclusivity. Chapter 4
describes the process of participants’ engagement and answers the first research
question asking, how can participatory mapping generate wider user involvement? The
findings show that all three settings could enable multiple ways or extents of
participation, with participants demonstrating the ability to co-design and act
collaboratively in the research process alongside the academic researcher. The coproduction of a dialogue with fellow participants was made possible through the
research design but was not achieved across all three settings. This, as well as the
extent people engaged, depended on participants’ resources of time, interest and
desire to take part in an iterative piece of research. Participatory mapping therefore
constitutes a method for the possibility of a ‘deep’ form of participation across a
participation process (Kesby et al 2005) and not necessarily just one step, such as a
single consultation event, within a participation process or a research methodology.
However, the depth of participation achieved depends upon the capacities of individual
participants.
A rapid appraisal approach in the participation booth provided a useful knowledge that
highlighted the wider dimensions of place, but unless individuals were able to return to
the booth and in subsequent fieldwork periods, a broad discussion of the knowledge
was not possible. My findings support those by Cinderby (2010) that the RAP-GIS
participation booth generated similar issues and ideas as the focus group P-GIS
methods, but did not produce the same in depth understanding and discussion that
was enabled in the group deliberation. However, through the iterate research process
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some participants did return and engaged in a deeper mapping process in a dialogue
with myself as the researcher rather than with fellow residents:
“whilst the RAP-GIS process can generate similar comments and ideas as PGIS, it does not necessarily lead to the same in-depth understanding of the
underlying assumptions and justification for those ideas” (Cinderby 2010:248).
Similarly in the individual ‘go-along’ interview method participants were able to act in a
greater extent of participation, providing they could commit to the time required for
multiple interviews. Again the co-created dialogue was with me as the researcher
rather than with fellow participating community residents.
The findings show how participatory mapping as a process can present a variety of
options to address issues of capacity, availability and choice in terms of the extent of
participation that residents can engage in a co-planning process. By offering three
different settings to engage in participatory mapping exercises, issues of inclusion of
those potentially ‘unheard’ voices was addressed. Issues of representation remained
unanswered through official evidence of this work but anecdotally the process provides
this opportunity. Nevertheless there may still be people who might not ‘dare’ to have
their voice heard through issues of confidence or trust.
In a co-productive relationship the researcher acts as facilitator to empower
participants. As Chambers (2006) notes there is the possibility that participants can be
disempowered by a participatory process where the researcher is perceived as having
a dominant knowledgeable role. Despite my behaviour and attitude to an equitable
partnership with research participants, in terms of different sets of knowledge but of
equal importance, some participants failed to grasp the idea of empowerment in further
action. Many interpreted the project as a consultation exercise where I extracted
knowledge for my benefit and not that of the community. I was careful to follow the
ethical code as defined by The International Fund for Agricultural Development six core
principles (IFAD 2010) illustrated in Chapter 2, but the unfamiliarity of participants with
the method and co-productive process prevented a shared ownership of the project
outputs. As Cinderby (2010) describes empowerment was achieved by the
participatory mapping exercises enabling the communication and sharing of
knowledge amongst the participants in the focus group settings, and some participants
in Uig sharing their knowledge with me in the Uig participation booth and the Uig ‘goalong’ individual interviews. This knowledge was then presented by me, as their voice,
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to health professionals. In both case study areas remarks from participants on how
participation had changed their understanding of health by them considering wellbeing
and a social determinants approach, illustrated empowerment. In Uig participant action
through the increased attendance at the PPG groups meeting during the research, as
reported by the local medical practice, also indicated empowerment. However
questions remain in terms of good ethical practice as to who owns the maps? Who
uses the map? And for what purposes? As Rambaldi et al (2006) poses questions
remain as to what has changed? Who has benefitted and who is empowered and
disempowered? On reflecting on my positionality and my power in this research these
questions still trouble me.
Methodological contribution of participatory mapping and the understanding of
place
The use of participatory mapping through a health geography approach can bring a
wider understanding of place to the public health agenda. As described in Chapter 2 a
number of theories of place exist to for analysing how the practices of everyday living
in producing material, social and sensory realities. Such embodiment creates a
phenomenological sense of place and place making,
Participatory mapping was used in a study in a rural American town to explore
residents’ perceptions of disease risk (Beyer et al 2010). Prior to undertaking this
doctoral research my approach would have been similar to this study where maps of
formal health data expressed as quantitative data were shared with participants. I now
have a knowledge and appreciation of a wider concept of place and what this can bring
to public health practice. The participatory mapping revealed aspects of the physical
environment that residents considered could impact on their health. Through the study
described in this thesis, rather than presenting place as static and fixed in terms of
disease rates and incidence, the maps created illustrate the therapeutic experience of
an environment in terms of social and symbolic facets, in addition to physical ones. By
illustration of place in terms of such a sense of place, place making is revealed as a
constantly changing and evolving human activity.
In translating such concepts of place to health professionals I chose the thinking of
Agnew (1987) to describe the wider dimensions of place. Chapter 5 answered the
second research question, what features of rural place does participatory mapping
highlight for co-planning rural health services? Analysis of the co-created dialogue
through a relational lens, drew on the concepts ‘therapeutic landscapes of wellbeing’
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and of the ‘sense of place’. The results were translated and embedded in GIS maps.
On presentation to professionals involved in healthcare planning, it was concluded that
such results could be beneficially utilised and incorporated into co-planning processes
to review health services in rural communities.
The recently launched Place Standard Tool (Scottish Government 2016a) is
increasingly being used by communities to explore the impact of place on health. As
discussed in Chapter 1 though this acknowledges the importance of the physical and
social environments, it is limited in how it addresses the emotional and sensory aspects
of embodiment that the sense of place encompasses. A relational explanation of the
sense of place, in view of health, within an environment, allows consideration of
determinants which broaden the current scope of health indicators and service use
data that is currently analysed and processed by NHS, local authority and third sector
agencies for health service planning. It can extend beyond the creation of a map that
identifies and records assets, by eliciting the feelings and emotions that health
geography has shown us are connected with ‘things’ e.g. events, objects, relationships,
that are associated with a ‘space’ and create a ‘place’. It broadens the environmental
aspects within the social determinants of health framework currently used by planning
authorities as well as other public health institutions, to help design and deliver locally
appropriate services that create, foster and support good health.
As stated in Chapter 2 notions of place exist alongside, and in addition to, other ideas,
often reinforcing each other. My findings support previous literature that has identified
the value of a relational approach in rural health (Winterton et al 2014, Farmer et al
2012a). Use of a relational lens illustrated networks and pathways of influence through
which people move in their everyday life within their rural place of residence. A selfperception of what this means to individuals can help to build an understanding of their
current use and understanding of health services as well as initiate ideas for future
service provision. Elements outside of the health professional remit such as
infrastructure to create and maintain pavements and paths for physical activity, and for
the provision of community transport such as the Ardersier and Petty community
minibus for its social benefits, have been shown to be the basis for peoples own health
creations. This highlights an essential role for the community planning partnerships
and the integration of health and social care services, to recognise and address wider
determinants of health.
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Current policy acknowledges that rural healthcare services need to recognise the
particular nuances and unique situations within a rural community, with regards to
residents’ perceptions of how this impacts upon their health status. Using a sense of
place it can also be used to discover the meanings and feelings, both emotional and
sensory, of participants with regards to these situations in the rural place, and their
effort and action in generating community and individual pathways to wellbeing. A
model that “illuminates currents within this changing rurality” (Halfacree 2007:125) can
provide a framework in which to study the perceptions of healthcare services. By
applying the knowledge gleaned from the local residents and the professionals
involved in local health planning to the three fold architecture of rural space model
(Halfacree 2006; Halfacree 2007) the process of participatory mapping enables each
of the three aspects of the rural space to be revealed and hence to create a ‘whole
picture of rural residency’. This totality of the rural space illustrates the spatial and
relational practices that occur between service users and service providers within the
‘space’, highlighting the strengths and weaknesses of healthcare provision within the
rural community, in terms of the rural locality, the representations of the rural and the
actual lives of the rural.
Participatory mapping enabled the discovery of the perception from a range of
participants, both users and providers of healthcare service, within each aspect that
comprises the total rural space. By applying the concept of structural coherence to
healthcare services provision within this rural space it can be seen in a political model
of health how unified or not this situation is (Halfacree 2007). This could then be used
as a starting point in exploring current situations and understandings from which future
plans could be built to improve the suitability, acceptability and effectiveness of current
services or, where identified as needed, to innovate new solutions. For stability of
communities unification is the desired coherence. Participatory mapping utilised within
a framework of co-production could provide an effective method for such deliberation.
This research also demonstrates the usefulness of participatory mapping as a tool to
extract the local voice in investigating the rural space which could be applied to
services other than health, currently addressed by public sector and third sector
agencies. This appears to be the first piece of doctoral literature that utilises
participatory mapping techniques in a co-planning process, in rural Scottish
communities, with residents, health professionals and planning professionals. It has
shown that the use of a health geography approach can bring an understanding of the
importance of place to the public health agenda. Participatory mapping enabled the
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revealing of place making and the sense of place in residents perceptions of a
therapeutic landscape experience from their locale, by their embodiment and place
making activities in their everyday lives within the rural space. This goes beyond an
assessment of what an environment contains that can impact on a person, and their
health outcomes, in physical and social terms. What it adds is a symbolic aspect that
the participatory mapping process revealed as an important part of the local
knowledge. I have demonstrated a method to discover the sense of place that can
often be missing from healthcare planning processes:
“there are various place characteristics which may affect place effects on health.
Three are important: the physical… the social… and the psychological. We
suggest that the psychological dimension has often been underemphasized in
studies, especially in so far as it relates to health” (Eyles and Williams 2008:4).
Methodological contribution of participatory mapping as a communication of a
local voice
The participatory mapping process produced a dialogue that was recorded and
analysed to identify environmental assets, opportunities and resources that impacted
on place making and health. What this added that other studies have not was the
revealing of the therapeutic value of a place in terms not just of physical and social
aspects as currently concentrated on in policy, but also that of the symbolic nature of
a landscape. Combining this local voice with the use of spatial technology of GIS,
enabled presentation and understanding of a valuable local knowledge regarding
health to professionals involved in health planning. Cinderby (2010) identifies this as
added value of participatory GIS methods. This step in the research process is
described in Chapter 6 and begins to answer research questions three and four: what
new insights do we learn about participatory mapping that could be built into models
of co-planning and co-production of rural health services? What are the strengths and
limitations of participatory mapping approaches to facilitate the co-planning and coproduction of rural health services?
Embedding this knowledge within the spatial technology of GIS gave a level of authority
to the local knowledge so that it could be considered on an equal level, and in the same
format as the quantitative data conventionally used for public health planning. The
professionals involved in health care planning experienced both the process and the
products of the participatory mapping exercises carried out during this research and
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were able to identify both potential advantages and disadvantages in using the
techniques as a method of service user engagement. Opportunities for the utilisation
of participatory mapping within their current work in planning and delivering rural health
care were identified. These opportunities included implementing the method at a local
level to benefit service users, and also using the results obtained to inform and
challenge at a regional and national level with respect to rural health care service
provision. Professionals were able to identify areas of synergy as well as issues
surrounding misunderstandings or misinterpretation with regards to service users’
perception of their local health care service provision, within the wider picture of
national healthcare policy.
The use of participatory mapping in three settings, in the two case study communities,
allowed for a deep discussion and consideration amongst participating residents that
allowed professionals to understand a local voice. That local knowledge demonstrates
additional information than that currently regarded when considering the wider
determinants of health model. Aspects of the environment relating to therapeutic
physical and social attributes are currently included in assessing health indicators in
planning health service provision. However symbolic aspects are overlooked. This
research has demonstrated a qualitative method that helped professionals to
understand the experience of those living in the two rural communities and the selfperceived impacts on their health, wellbeing and quality of life, drawing on the physical
and sociological understanding of health, as well as the symbolic aspects as revealed
through the perceived sense of place. Interestingly the staff from the Uig remote and
rural case study, situated in and living with the Gaidhealtachd culture, appeared to
grasp the embodied sense of place notions more readily than those staff in the
mainland accessible rural case study of Ardersier. The bilingual nature of the island
community where Gaelic is spoken could be part of this explanation.
This research has taken place at a time of rapid developments in the use of GIS
mapping techniques in community participation (Dunn 2007, Chambers 2006) and in
other disciplines utilising GIS with spatial narratives to explore and analyse place in
combination with other GIS spatial modelling (Gregory and Geddes 2014,
Bodenhamer, Corrigan and Harris 2015). Further questions are raised by Gregory in
the challenges of how to include participants’ contributions to those of scholars in forms
of ‘deep GIS,’ but still regards GIS mapping as a positive tool:
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“much that is attractive about this democratic form of mapping which can go
some way to illustrating how the process of place making is founded upon a
complex interpretation of material and imaginative official and vernacular
geographies” (Gregory et al 2015:172).
Though I have not carried out a deep mapping process, in using participatory mapping
techniques I have brought more insight to the picture of health and place for health
care staff and other professionals involved in healthcare and community planning,
through the technical presentation of place making and mapping. In this work I have
traversed the challenges and difficulties of translating embodied knowledge of place
into a map, illustrating the richness of the embodied lived practice of participating
residents in a rural community. I have reduced the limitations of positivist applications
of GIS mapping of health data by adding an additional layer of place making and sense
of place to illustrate further the complexity of health and place. This takes health data
mapping beyond the static spatial dimensions of health data and specific spatial
features, and illustrates the ability to integrate quantitative and qualitative data sets.
The pie charts and graphs were used as a format to present to the health planning
professionals. Presenting the data in a meaningful way using GIS software proved a
big challenge of the method for me, not only in mastering the computer software but in
how to present the data in a meaningful way that would communicate the local voice
to the health professionals. This was particularly important since we were unable to
hold a face to face meeting between residents and health professionals. I met with
eminent spatial health geographers who prepare maps using quantitative data. I
received mixed reactions but was told “why do you want to put conversations onto
maps: you can’t do that” (research diary July 2015).
Certainly to create GIS maps qualitative data must be quantised and this therefore
would appear to speak to the limits of quantitative methods of research and data
generation. Hence I tried different formats of maps. The pie chart symbology could
indicate which places were most frequently mentioned in the dialogue but without
supporting narrative this could not tell you how these places were spoken about, how
people use these places, what they do there and how they feel about these things. To
present such embodied practice needs the actual words to bring the real life picture. I
therefore tried to achieve this by creating the maps where I placed the narrative into
the map (Figures 5.13 and 5.18). These speak more to the participatory nature of the
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research. This illustrates the conceptual limits of quantitative approaches and how they
can miss the ‘everyday-ness’ of peoples’ lives. The maps helped to reveal the ups and
downs, the elations and the struggles that people face and hence are able, or not, of
making behaviour changes or acting as a co-producer of their own health. They
demonstrate how in a humanist geography conceptual framing, places and human
beings are not static but are constantly being made and changing, so to constrain
things in boxes or single moments in time limits not only the dimensions of place but
also those of human agency.
From my medical scientific, evidence based, professional training I naturally think in a
quantitative way. However my consciousness of social justice and person centred
approach also makes me consider ‘peoples feelings’ in terms of a mental wellbeing
stance. What I have discovered here is that it is more than emotional feelings that
create a sense of place. During my doctoral research I have a satisfaction in that I have
grasped the concepts and ideas of place and applied these to my experience of
working with communities in rural health. My understanding has grown in that what I
previously perceived as people’s feelings and life situations is actually their place
making and embodied practices. This is demonstrated in my conceptualising the
Arderseir and Petty community minibus as a place on wheels, a mobile place.
In approaching these conceptual analyses to place from a different background, I
envisage other health professionals will struggle conceptually in applying this in the
same way that I have. In view of the medical model based training that I received, I am
aware that many current practising health staff were also trained in this approach, and
therefore the balance of what I have included is from that sensibility. It is wilfully
included because that is who I speak to in this work and as professionals they do not
necessarily have a grounding in these concepts of place. An example of this is provided
in appendix 13 with my poster that was accepted for the International Congress of
Dietetics in 2016. I have been particularly seeking, struggling and striving to further
translate these concepts in my burgeoning in GIS, making the journey to explain, to
inform and to work with health professionals in the future.
Specific Methodological Strengths
Combining participatory mapping processes with GIS technology enabled the delivery
of the method of qualitative GIS. It demonstrates how voice can be presented in visual
representations and annotated by participant quotes, to illustrate place making activity
that relates to health, by identifying places in wider aspects than spatial locations. This
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method enabled delivery of both the process and the products of the research, and by
digitisation of the end products the co-produced knowledge was presented in an equal
format to that used by professional institutions. This also reinforces the equal value of
the knowledge generated and gathered within the mapping process, whether that
knowledge be contributed by a health service user or a health service provider. The
research has therefore provided an example of the value of participatory mapping
techniques deployed within a co-productive research method in both the process and
mechanism of the research as well as capturing and disseminating research outputs.
The researcher led design proposed that the final products from the participatory
mapping methods would be co-created hence generating ownership by the
participants. A chauffer driven process (Cromley and McLafferty 2012) occurred
whereby the facilitator operated the GIS technology involving the participant’s thoughts
and ideas. Participants were able to ‘member check’ the products created by the
researcher and hence validate that these represented their knowledge and cocontribution to the research outputs. Since I was unable get professionals and
residents to meet together for a face to face dialogue the resulting products displayed
the participant’s words in a digitised visual format, as a means to present a local voice
to health and planning professionals. These succeeded in conveying the wider
dimensions of place and place making activity as expressed by the participating
residents. Staff acknowledged that this new local knowledge would be of value as part
of a co-planning of rural health services.
Methodological and Practical Challenges
As with previous research of community participation in rural health planning
(Nimegeer et al 2015, Kenny 2014) it was found that getting community members to
actually participate rather than just engaging with interest, proved challenging.
Nimegeer et al (2015) calls for more research to explore notions that:
“only selective voices are heard in community participation and what that means
for health services in terms of the information that they find about community
members and their involvement in decision making” (Nimegeer et al 2015:182).
This thesis reports the local voice of a small self-selected sample of residents from the
two communities that participated in this research project. The results therefore cannot
claim to be ‘the community voice’. However a community is made up of many voices
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and the research design aimed to listen to as many people who wished to be heard.
As Alford points out (2009:188) people need to see the value and benefits to justify
their reasons to participate. It is important to note that within participatory action
research “Participation is a two way street: You can play your part but rely on partners
and participants to make the action element of a project really work” (Kesby, Kindon,
Pain 2005:163). Through the co-design process participants considered practicalities
such as time of year, available ‘free’ hours during their day, family commitments and
site of participation in their choice and decision of the research design. I made sure to
emphasise the dual ownership of this research process however, participants
understanding of this concept is not assured and this factor was not explored within
the scope of this research.
The time intensive nature of the approach limited participation by some residents and
prevented the opportunity for the face to face dialogue of professionals and residents
in a community meeting from happening. A greater number of residents, within each
community, engaged with each of the three participatory settings, at the primary stage
of the mapping process. Engagement at the subsequent stages of the iterative
mapping process were variable between the three participatory settings. Only the focus
groups held with retired members of the community achieved continuous involvement
by participants through the full iterative process. The existence of an older population
seemingly with time on their hands does not automatically mean greater participation
as has been noted in studies of levels of volunteering (Woolvin and Rutherford 2013).
The fact that I was invited, in both case study areas, by the group to hold the
participatory mapping in their regular weekly meetings made participation by the retired
residents more likely.
Naturally, despite the co-designing, life events continued to happen in the everyday
living within the communities and this sometimes led to cancellation of attendance by
individuals or by community groups. There was flexibility within the research design
but this was restricted by the time and finance limited nature of the research project.
This, for example, prevented additional fieldwork visits, particularly to the island
community. Hence this contributed to the final numbers of participants being lower than
initially expected.
A further feature is the diversity of people who participated. Obviously within a smaller
rural population there are a lower number of potential participants and within this
population there are individuals who are involved in numerous networks and
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organisations. This meant that although there were a number of potential organisations
to invite to participate, the individuals were the same people who were participating
through their association with a different organisation.
Challenges remain in actually getting people to take part, if this is seen as a measure
of inclusion and representation. Small numbers of people in community participation is
a known experience (Shorthall 2008) and a lack of participation should not be
presumed as exclusion. By offering three approaches of participatory mapping
presented an inclusive research design. Further work would need to ascertain if the
residents perceived it this way.
During the research it was unfortunate that in both case study areas the patient
participation groups dissolved due to either the emigration of key members or the
breakdown of relationships between, and within service providers and users. Since
these groups were the key link to the service users their departure left the project under
more academic and medical practice control than was originally designed.
Domination by a powerful minority within rural communities has been noted in other
research (Shucksmith 2000). This possibility was addressed by offering the choice of
three opportunities to engage in either group or individual settings. Again whether the
participants perceived this as a reason for offering the different settings was not
investigated. Within the focus group settings it was evident to me that in these
established groups people did challenge points raised if they disagreed with the
speaker, but this was in the context of a relationship of trust and respect. I noted that
there were more assertive members of the group who did tend to contribute more to
the dialogue. Often the groups expressed agreement but I did not feel this was due to
any politeness or aspects of power and domination.
Issues surrounding anonymity in small communities were limiting with regards to data
collection. I noted that many negative comments made in engagements of an individual
nature were followed by a request from the participant to not record the information,
even if they were reassured that their name would not be attached to the statement. In
the participation booth it was noticed that in the remote and rural case study all people
engaged individually and, at no point was there a crowd around the map having a
conversation. In the accessible rural case study most inputs at the participation booth
were made by residents as individual people visiting the service point. Where it was
contributions within a crowd was when a group (the mother and toddler and the history
group) happened to be meeting in the building. Similarly in the participation booth, in
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both sites, people seemed less inhibited to touch the map (Fieldwork notes, March and
May 2013). It appeared that in the group settings some participants were selfconscious in annotating the map.
Co-planning of the research process – a top down process
The research questions and project proposal were not devised by the researcher or
the community in question, but were born from previous participatory action research
by the researcher’s academic department (Nimegeer et al 2010). This studied rural
health service development, embedded in aspects of health policy that is creating
change to empower citizens and change the dynamics of power between service
recipients and providers (Needham and Carr, 2009). The two communities
participating in the research reported here were not involved in this previous work, and
the idea and the use of participatory mapping was a brand new concept to them. The
project plan developed through medical practitioners serving a community rather than
the community itself requesting to participate in the research. The project also took
place in isolation of any health initiatives or health orientated co-production
programmes taking place locally, which could potentially have given the research more
recognition and credibility in the community.
A project in isolation managed by a sole researcher required careful and intense input
to explain the use of the innovative method that participants had not necessarily
experienced before. It was also particularly pertinent that unrealistic expectations of
the project were not formed in the minds of the community participants. It was crucial
as a co-productive process that the aims and objects of the research were clearly
understood by the communities taking part and that I could build trusting and reciprocal
relationships with participants (both service users and service providers). Rapport
between a facilitator and participants is a crucial factor in participatory research
approaches “you are acknowledging their world and their uniqueness and value as a
human being. And that’s why rapport is so important” (Hare and Reynolds 2002:171).
This researcher led design prevented a full participatory process in the initial designing
of the research methodology however, through employment of an iterative approach
this original design was refined and changed in participation with participants (both the
local residents and the local medical practice team staff) so a co-planning and codesign approach was entered into a later stage of the research process, rather than at
the very beginning.
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NHS ethics procedures are not a ‘neat fit’ with a participatory action research
approach
Access to the communities was through direct communication with medical practices
within the Highlands and Western Isles health boards. After initial discussions with
health practitioners the registered patient population i.e. the local residents, were
approached via the patient participation groups. Although no medical records or
personal medical details would be accessed through the research, since patients were
concerned in the research the study required NHS ethics approval, in addition to the
University ethical approval. A ‘proportional ethics review’ was necessary rather the
complete and complex clinical ethics review. However both are designed for clinical,
potentially physically invasive, research rather than a physically non-invasive
participatory action research approach where qualitative data is collected. Participants
were not asked to reveal any medical or personal details, and were frequently
reminded of this, being repeatedly told that they must take full responsibility for what
they wished to disclose in regards to their feelings and emotions in talking about
‘health’ and ‘place’.
The NHS ethics process required a written consent from each participant after they
had read the participant information. Many more people responded to and initially
engaged in the research and the facilitator’s presence, than actually participated. This
was due to individuals declining for their input to be used when they were asked to sign
the official consent form to confirm their understanding of the research and what their
participation implied. Some individuals, after signing the official consent form, then
declined to take part when asked to complete a second form to record their
demographics. The completion of forms with personal information appeared to
disengage a number of initial responders to the participation exercise. The reasons for
this were not explored in this research.
A second limitation of the ethics procedure was experienced because the NHS ethics
regulations required the researcher to design an initial research process for ethical
approval before any action was taken. The communities could not be contacted until
this had been approved. Once communities were engaged and consented to take part,
the research process began and the iterative approach materialised. As stated in the
previous section, in this way discussions led to alteration of the initial researcher led,
proposed plan in a co-design manner. Any changes to the original design were notified
to the NHS ethics board and, where deemed a substantial change to the original plan,
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had to be re submitted to the NHS research ethics committee for approval. For each
substantial change a proportional review was applied for and approved.
I recognise the vital role in protecting participants and all required steps were taken to
do this. However, I found as others (Banks et al 2013), that ethical requirements are
not necessarily well suited to community based participatory research, and in this
instance restricted the gathering of further rich qualitative data.
Practical Contributions of the Study
This section briefly summarises the main practical contributions of the study focusing
on the findings relevant to the research question 3: What new insights do we learn
about participatory mapping that could be built into models of co-planning and coproduction of rural health services?
Since this research project looked at two case study areas, the small study sample
limits widespread design recommendations. Nevertheless some broad practical
insights were identified which will be of interest to others working in a similar context
to this research. For example recommendations around the use of participatory
mapping, in the context of co-planning in rural areas in the global north, could better
inform future researchers.
The literature describes how participatory mapping has been used in both the global
south and north “over other visual methods due to its versatility, power, the relative
ease with which it can be facilitated, the fun fulfilment and pride which people derive
from it and its multiple uses by so many stakeholders” (Chambers 2006:2). Though I
discovered participants experienced the mapping exercises in this way, I found
executing the method needed strong facilitation at times. Individuals inexperienced in
participatory methods may be challenged, particularly when emotive issues are being
discussed and conflict of opinion arises.
As a researcher issues concerning my objectivity and my positionality were
significantly challenged. I was placed in a position of trust by participants who did
engage with me and the research, but did not consent to their contributions being used
within the data. I hold much ‘local’ knowledge about both case study areas, particularly
the island community, which demonstrates the emotion and feelings of residents that I
feel contributes to issues of rural healthcare. But this local knowledge cannot be shared
since consent was declined. I became a negotiator between the residents and
professionals which supports Bovairds idea of the need for a public service
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professional in a ‘co-production development officer’ (Bovaird 2007:858). Comments
from the professional staff in both areas suggest that a ‘neutral’ individual may be most
suitable in order to overcome issues encountered in rural areas concerning anonymity
and trust.
Further practical considerations are the time involved in the process and making sure
that everyone participating in the process understands the aims and objectives and
what is expected of them. In my experience, despite participants and groups
consenting and taking part, understanding cannot be guaranteed. I was informed at
the end of the project, by two separate participants from one of the case study areas,
that the patient participation group members had not understood what the project
aimed to do.
Implications for Future Research
The implementation of participatory mapping into ‘live’ programmes of coplanning, co-production processes in areas within rural Scotland
This research has demonstrated that participatory mapping can facilitate effective
participation at different levels within an engagement process depending upon what
level of information flow is required between service users and service providers (Rowe
and Frewer 2005). It brings a place based focus to the process of co-planning of rural
healthcare services. This research was an exploratory study to discover the use of the
participatory mapping method. It is recommended that this is now implemented within
‘live’ healthcare programmes and initiatives and its use and impact evaluated from both
the perspective of the participatory mapping process and the products it can create. I
also recommend more work on exploring different formats to present the material.
The Our Voice initiative continues to gather momentum, overseen by a project steering
group including representatives from the Scottish Government, the Scottish Health
Council, the ALLIANCE, COSLA, and Health Improvement Scotland, in its aims to
listen to the local voice. Participatory mapping is not currently included in the
Participation Toolkit (SHC 2014c) but, since this publication is designed for continual
development, it is recommended that the Scottish Health Council include participatory
mapping as a method within this. This research has shown the benefit of using
geographical cartography such as Ordnance Survey maps or street maps, in
discussions of health and place and would recommend the inclusion of these within a
participatory mapping process. For example this method of engagement could
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enhance the use of the Place Standard assessment tool (Scottish Government 2016a)
in its aim to provide a framework for structured conversations, supporting public and
private sectors and communities to work together to deliver high quality places. This
combination supports the co-production approach and therefore participatory mapping
by way of its ‘participatory’ and its ‘place based’ attributes, would be recommended as
a suitable engagement tool.
Exploration of participatory mapping as an online tool
With increases in spatial technology of GIS and GPS participatory mapping is available
within a wide media. The incorporation of an ‘online’ electronic option as an
engagement setting would have the potential to reach more participants. This may be
particularly favoured by members of rural communities who are perceived as ‘time
poor’ but who do have access to facilities for on line participation. Within this research
study there were more individuals who engaged with interest in the participatory
mapping technique than actually participated. One stated reason that prevented their
participation was the availability of time. Provision of an online participatory mapping
tool could present an opportunity to reach people at a time and in a place that is
convenient to them. This could extend the research in discovering other participatory
mapping techniques in order to hear the voice of a greater proportion of the community,
to gather a local knowledge that can be considered in rural health service co-planning.
However, this method would raise other challenges and problems. It could be an
additional, but not a replacement, technique for the methods explored here. No single
participatory method will include everyone and this reinforces the Scottish Health
Council toolkit in promoting the use of variety of multiple participatory techniques. What
cannot be overlooked is the strength in the collective aspect of the dialogue which
showed value in learning and appreciating from each other, hence supporting previous
work by Needham (2007a).
The participation of rural residents in co-production processes
Numbers of actual participants in this research were low as compared to the real
number of residents who actually engaged with me and showed interest in partaking.
It was beyond the scope of this research to explore the reasons behind this factor. For
individuals and communities to meaningfully participate in co-production processes
requires an awareness, knowledge and understanding of the process as well as the
practical resources to take part. Individuals and communities may require capacity
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building to take place before co-production activities commence in earnest. This
warrants further research and participatory mapping techniques could be utilised to
explore this subject.
The impact of participation in the participatory mapping process in rural
communities
The intention and scope of this research project was to facilitate the preliminary stages
of a co-production process. However, I had hoped that the communities involved felt
ownership of the resultant maps that were co-produced and that the process would
foster, for local health care planning, a culture of inquiry and a motivation for
engagement and action for change in the community. Further research is required to
investigate what impact the participation had on local residents. Follow up meetings
were requested by health professional staff, indicating the impact of their involvement
upon their practice. No such evaluation was possible within the scope of this study to
enquire of the residents as to how participating had impacted on them.
In Conclusion
This research has demonstrated that techniques of participatory mapping can enable
community participation for co-planning of rural health services by generating,
gathering and capturing a local voice that can be heard and incorporated into the
process. A variety of maps can be understood by participants and can be utilised in
different ways and in different settings to enable an inclusive process. It can enable
participation across all levels of engagement as typified within the academic literature
and in practical engagement tools, and therefore has the possibility of empowering the
participants. The resulting products can be embedded within GIS technology to be
used in addition to conventional health information and incorporated into public health
planning processes. Healthcare staff understand and value this information and could
utilise it in the planning of efficient and effective future healthcare services. The extent
to which there is a congruent and united structured coherence within each unique ‘rural
space’ (Halfacree 2007) , with regards to healthcare services, can be revealed through
participatory mapping processes, further strengthening the value of the local
information that it can provide.
Co-planning within a co-production framework requires the action of residents to
commit time and energy into community engagement. This study has demonstrated
this can be achieved to differing extents through providing a variety of participatory
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mapping techniques. What is also important within the method is that the aims and
expectations of the process, along with an understanding of roles, are clear to all
participants whether professionals or public, in the spirit of participatory approaches.
This research is an example of how a place based approach can make an important
contribution to rural health co-planning in illustrating and understanding the interactions
between place, people and health. This thesis demonstrates a working example of how
a health geography lens can add to the practice of public health - it showcases a
selection of different settings for participatory mapping techniques to illustrate these,
as a method by which this could be done. Scottish Government policy advocates for
public participation and enhanced local democracy to create a mutual approach to
healthcare between service providers and service users by use of a co-production
process. Participatory mapping is a technique that can provide the opportunity to
discover, by using various techniques, the local voice of a rural population. The data
gathered in the process can illustrate the relational nature of lives within a rural space
and the true lived everyday life of rural residency. This research has contributed to
knowledge on the use of participatory mapping techniques within a research method
for generating, gathering and capturing local health knowledge as perceived by health
service users and by health service providers. It has demonstrated how this knowledge
can be valued and utilised within a co-planning processes in a developed world rural
context.
By consulting with health planners it has explored how this could bring practical
benefits for NHS and local authority service provision managers working with remote
and rural communities within the Scottish Highlands and the Western Isles, and service
managers from other sectors who could adapt the techniques and lessons learnt from
this project. It has confirmed previous work (Nimegeer et al 2015) showing firstly that
participatory engagement is tricky and secondly highlighting the uniqueness of rural
areas as shaped by the people living there, thus illustrating how a ‘one size fits all’
approach cannot be applied across all rural communities. Even if the health and social
care agenda has provided the means for, and supported people to ‘act’ healthily, to
take responsibility in looking after their own health, this research has provided some
insight as to how, in two rural Scottish communities, this does not mean that resources
or recommendations will be followed, or opportunities available taken. For example
assumptions that rural places have accessible green space for walking are
compounded by a lack of pavements, unsuitable footpaths and people fearing getting
lost through a lack of waymarked paths. The community shop in Uig, though providing
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good access to food to meeting health professionals’ recommendations for healthy
dietary intake, was regarded as equally or more important as a social meeting place.
Similarly the Ardersier community bus was more than a transport means. It has
demonstrated through the processes of mapping peoples understanding, feelings or
perceptions of these resources, recommendations and opportunities, a sense of place
which can offer some answers as to how people regard these, and can add another
level of knowledge why they do or do not utilise them. Such a voice of local knowledge
can be a useful starting point to review health and social care service change in rural
Scottish communities. Though the focus here is on rural locations, the three
methodological contributions are also applicable for use in urban areas in exploring
residents’ perceptions of health and place and presenting this local knowledge to
professionals providing healthcare services.
Considering the co-production emphasis in contemporary Scottish health policy this
was missing from the dialogue with professionals involved in this research. A
continuation of a medical model and referring issues to the community planning
partnerships appeared to the preference of some staff. For co-productive relationships
in health care, staff are called to adjust to facilitator roles and this may be a significant
ask of some. For individuals and communities to fulfil the democratic role expected of
them with regards to engagement and action, they must have an appreciation and
understanding of the part they are to play. Issues of ability and capacity may need to
be addressed to enable people to accomplish their role. Their input into services is
called for at a responsible and respectful level. Through informed choice their
conscious decision may be to refrain from taking part and decline the invitation to
participate. Though not necessarily desired by government policy, this is still
representative of the empowerment of people within a democratic process.
This research provides a working example of a method whereby different levels of
engagement are possible in a participatory research process depending upon what
users are personally able or willing to contribute. In terms of how this can be taken
forward to healthcare services requires further research.
Final Thoughts
In undertaking this doctoral research I have experienced an auto ethnography of the
conceptual and perceptual challenges health professionals face in trying to understand
and embrace methods underpinned by current cultural and social theory about
embodied practice and non-representational theory and place and place making
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practices. I have discovered, as held by Pink (2008) that a collaboration with research
participants can be productive of place as ethnographic knowledge and how people
constitute environments through embodied and imaginative practices, and how
researchers become attuned to and constitute ethnographic places. In terms of a coproductive process I acted in a facilitator role. I have been empowered by the process
and I sincerely hope that this experience is mutual with the participating residents and
staff from the two case study communities, who engaged with this study.
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Appendix 1 – Stages of the methodology as originally designed
Workshop 1 with established
community groups
Generation and gathering of data

Roving community map ‘Information booths and drop in sessions

Analysis of transcripts and maps

Creation of GIS maps by the researcher

Independent walking or wheeling
interviews with volunteers

Capturing data

Generating and gathering of data

Identifying of themes by the researcher
Analysis of transcripts
Workshop 2 with established community
groups to verify maps and then rate
themes by strength
Generating gathering and capturing data

Analysis of transcripts

Construction of GIS maps by the researchers from the data
Captured at all stages of the research

Public meeting for all community members and stakeholders to verify results to discuss
final maps and evaluate the research process

Semi structured interviews with health and community planners to comment and
contribute to the design of a framework using participatory mapping for anticipatory
health care services

Appendix 2 – Stages of the methodology as actually delivered
Workshop 1 with established
community groups
Generation and gathering of data

Roving community map Participation booths and drop in sessions

Analysis of transcripts and comments
on maps
Workshop 2 with established
community groups - Generating
gathering and capturing data

Analysis of transcripts and comments
on maps

Independent walking or wheeling
interviews with volunteers
Generating and gathering of data

Analysis of comments on maps

Identifying of themes by the researcher
Analysis of transcripts
and comments on maps
Workshop 3 with established community
groups to co-analyse data generated and
gathered at previous workshops
Co-analysis of data

Roving community map
participation booth and drop in
sessions

Analysis of transcripts and comments
on maps

Analysis of comments
on maps

Construction of GIS maps by the researchers from the data
Captured at all stages of the research

Verification of visual results of GIS maps to discuss final maps and evaluate the
research process with participants from all 3 settings

Focus group with health and community planners to comment and contribute to the design of a
framework using participatory mapping for anticipatory health care services

Appendix 3 - Participant Information Sheet

Project Title: Using participatory mapping as a method to
include the ‘local voice ‘in the planning of future health care
Invitation
You are being invited to take part in a research study. Before you decide it is important for you to
understand why the research is being done and what it will involve. Please take time to read the
following information carefully and discuss it with others if you wish. Ask us if there is anything that is
not clear or if you would like more information. Take time to decide whether you wish to take part.
Thank you for reading this.
What is the background to this study?
The Scottish Government is encouraging new ways to manage health and social care at the local level.
Different approaches are being developed that enable communities and public organisations to work
together and the responsibility for the design and delivery of services is shared by both the
professionals and the local community.
This research project aims to use a tool known as ‘participatory mapping’ to see how it can help joint
planning of future health care in rural areas.
Who is organising and funding the research?
The study is being carried out by The Centre for Rural Health at The University of the Highlands and
Islands with money provided by The European Social Fund.
What is the purpose of the research study?
As you well know living in a rural community presents different opportunities, situations and
challenges. This project aims to study methods that could prove useful in bringing ‘the rural living
experience’ to planning, designing and delivering of health care which fits with local needs.
The project will look at using the tool of participatory mapping to draw on local knowledge,
experience, perceptions and ideas and examine how these can be collected and presented in a way
that enables local residents and community groups to contribute.
The research seeks particularly to capture how the aspects of the surroundings of where people live
can positively impact on the health of the residents. The focus will be on asking people their thoughts
of how where they live has positive effects on their health, and in particular their heart health.

Why have I been chosen to take part?
Researcher: Sarah Bowyer, Centre for Rural Health, Centre for Health Science, Old Perth Road,
Inverness. IV2 3JH. T.01463 255896. Sarah.bowyer@uhi.ac.uk
Participatory mapping study Participant information sheet for Groups. Version 4:07/12/12
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As someone who lives in the area of (insert name of case study site), is served by the (insert name of
medical practice) medical practice and as a member of the (insert name of the community group), you
may like to take part in the research study. In order to participate you must be 18 years old or over.
Do I have to take part?
No. It is up to you to decide whether to take part. If you do decide to take part, you may keep this
information sheet and will be asked to sign a consent form.
If you take part, you are still free to withdraw from the process at any time, without giving a reason.
A decision to withdraw at any time, or a decision not to take part, will not affect the standard of care
you receive as a patient or service user, or your status in the community group that you belong to.
What will happen if I decide to take part?
The research will take place in your local area across a four to six month period. For the community
groups there are 3 parts to the research.
1. Community workshops
2. Individual walking or wheeling interview
3. A community meeting
As a member of the (insert name of the community group) group you will be invited to take part in 2
workshops together with other members of your group. It is expected that participants will take part
in both workshops. You will also have the opportunity to take part in an individual walking or wheeling
interview and the final community meeting if you so wish.
You will be asked to sign a consent form declaring that you fully understand the aims of the research
and any implications of your taking part.
You will also be asked to complete an information sheet with some details about yourself because we
would like to know a little bit about the people who are able to participate in this research. The
information provided will be accessed only by the principle researcher and none of it will be identifiable
to you in the research results.
Group workshop 1
This will take the form of a group session where an informal discussion lasting 3 hours will take place.
Refreshments will be provided throughout.
The project researcher will provide information about coronary heart disease and will find out the
general knowledge across the group as to how much is already known about how you can reduce your
risks of developing it. Then the researcher will facilitate the creation of maps by the group to describe
how living in the area promotes health and well being of your heart. This can be with words or drawings
and can include anything that describes the place where you live whether this is buildings or specific
areas, what you do there, how you feel there. None of the information will be identifiable to a
particular individual in the resulting map that is created. With all participants’ permission, the project
researcher will take some hand-written notes and the session will be videoed and audio recorded.
These notes will not contain any identifiable information about individuals
Individual walking or wheeling interview
Researcher: Sarah Bowyer, Centre for Rural Health, Centre for Health Science, Old Perth Road,
Inverness. IV2 3JH. T.01463 255896. Sarah.bowyer@uhi.ac.uk
Participatory mapping study Participant information sheet for Groups. Version 4:07/12/12
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Additionally you can take part in a ‘walking or wheeling interview’ - this is where you lead the project
researcher around an area that you particularly wish to describe in detail. During the ‘walking
interview’ the project researcher will ask you to describe how you think and feel this area impacts on
your health. The interview will last between 30 and 60 minutes depending on your wishes. With your
permission, the interview will be audio-recorded and will involve the use of a GPS system and an ipad
camera to photograph points of interest.
Group workshop 2
Around 4 to 6 weeks later a follow on group discussion will take place along with all other participants
from your community group. The session will last around 3 hours and refreshment will be provided.
The researcher will have collated the map created in session 1 and analysed the notes taken and
recordings made. The project researcher will present the map and the main points and themes that
this displays. The group will then have the opportunity to re visit the map and confirm that the map
completed by the researcher is an accurate representation of their contributions from session 1. The
group will then be asked to rate the themes that have arisen from session 1 according to various
aspects of how these help to prevent coronary heart disease. With all participants’ permission, the
project researcher will take some hand-written notes and the session will be videoed and audio
recorded.
Community Meeting
A final group session will be held where all the community groups who have been involved in the
research are invited along with any one from the community that has taken part. Also invited to this
meeting will be local stakeholders from the health service and the local council. An informal discussion
will take place across an evening 2.5 hr session. Light refreshments will be provided. The researcher
will present the maps created at all the sessions and the participants will have the opportunity to see
how these compare. A discussion will take place to see how the information from the maps might be
used in planning of future services for the local area. A focused discussion will take place to find out
what people thought of the process. With all participants’ permission, the project researcher will take
some hand-written notes and the session will be videoed and audio recorded.
How will information collected during the research be used?
All information which is collected about you during the course of the research will be kept strictly
confidential. Audio and visual digital recordings will be deleted after transcription. Notes taken from
the discussions, and transcriptions of recordings from the group discussion and ‘walking interviews’
will not include names, place of residence or other identifiable information. In project reports or in any
other publications there will be no identifiable information used. The maps that are created will remain
confidential for the duration of the study and any input into the map will be anonymised. Complete
transcripts of interviews and discussions will not be published – selected passages may be quoted
within publications but these will be anonymised. A summary of the project findings will be shared
with all the community groups taking part, with the medical practice, with the NHS board and with the
local council.
All the information gathered during the research will be stored electronically and securely on
University of Highlands and Islands University computers, ensuring that only the project research team
named below have access to the information. The information will be kept for 10 years from the end
of the project.
If you take part in a walking or wheeling interview you can request a copy of the records transcribed
from the Project Researcher.
Researcher: Sarah Bowyer, Centre for Rural Health, Centre for Health Science, Old Perth Road,
Inverness. IV2 3JH. T.01463 255896. Sarah.bowyer@uhi.ac.uk
Participatory mapping study Participant information sheet for Groups. Version 4:07/12/12
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What are the possible risks and disadvantages of taking part?
The disadvantage is the time and commitment for you to take part in the workshops, interview and
the final public meeting.
What are the possible benefits of taking part?
By taking part, you are helping us to understand more about how the health and wellbeing impacts of
where you live can be considered in planning for future health service, in particular for remote and
rural areas of Scotland. It will allow your group to think and talk together on certain topics whilst
creating visual records in the form of maps. It will allow us to test the method for presenting the local
‘voice’ from your group, when working alongside the local health services and local authority in joint
design and planning.
Who do I contact for further information?
Any questions regarding this project may be directed to the Project Researcher, Sarah Bowyer by
telephone 01463 255 896 or by email Sarah.bowyer@uhi.ac.uk
Who do I contact if I have any questions or concerns about coronary heart disease?
If you have any questions about your own heart health please contact (Insert name and title of local
health practitioner) at (insert medical practice name) medical practice who is happy to discuss this with
you.
The British Heart Foundation has a phone line 0300 330 3311 (similar cost to 01 or 02 numbers). Lines
are open 9am-5pm Monday to Friday for you to contact an expert to answer any personal questions
or concerns.
Who should I contact in case of a complaint?
If you have any complaints or queries that the researcher has not been able to answer to your
satisfaction, you may contact the Project Supervisor, Dr. Sarah-Anne Muñoz, at the Centre for Rural
Health, Centre for Health Sciences, Old Perth Road, Inverness, IV2 3JH, 01463 279568
Research Team Contact Details
Project Researcher:
Sarah Bowyer, University of the Highlands and Islands
Telephone: 01463 255896
Email: sarah.bowyer@uhi.ac.uk
Project Supervisor:
Dr. Sarah-Anne Muñoz, University of the Highlands and Islands
Telephone:
01463 279568 Email: sarah-anne.munoz@uhi.ac.uk

Researcher: Sarah Bowyer, Centre for Rural Health, Centre for Health Science, Old Perth Road,
Inverness. IV2 3JH. T.01463 255896. Sarah.bowyer@uhi.ac.uk
Participatory mapping study Participant information sheet for Groups. Version 4:07/12/12
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Tiotal a’ Phròiseict: Mapadh com-pàirteach a chleachdadh
mar mhodh-obrach a ghabhail a-steach ‘a’ ghutha ionadail’
ann an dealbhachadh cùraim shlàinte an ama ri teachd
Cuireadh
Tha cuireadh ga thoirt dhut pàirt a ghabhail ann an rannsachadh. Mus dèan thu co-dhùnadh, tha e
cudromach gum bi tuigse agad air amasan an rannsachaidh agus dè a bhios na lùib. Gabh beagan ùine
gus am fiosrachadh a leanas a leughadh gu faiceallach agus a bhruidhinn mu dheidhinn le daoine eile
nam bu toigh leat. Faighnich dhinn ma tha rud sam bith ann nach eil soilleir no nam bu toigh leat
barrachd fiosrachaidh. Gabh ùine a chur romhad a bheil thu airson pàirt a ghabhail ann. Tapadh leat
airson seo a leughadh.
Dè tha air cùlaibh an rannsachaidh seo?
Tha Riaghaltas na h-Alba a’ brosnachadh dhòighean ùra a bhith a’ stiùireadh cùram slàinte agus
sòisealta aig an ìre ionadail. Thathas a’ dealbhadh mhodhan eadar-dhealaichte a leigeas le
coimhearsnachdan agus buidhnean poblach obrachadh còmhla agus tha an dleastanas airson
dealbhachadh agus lìbhrigeadh sheirbheisean air a roinn eadar an dà chuid an luchd-proifeiseanta agus
a’ choimhearsnachd ionadail.
Tha e na amas aig a’ phròiseact rannsachaidh a bhith a’ cleachdadh inneal ris an canar ‘mapadh compàirteach’ feuch ciamar as urrainn dha cuideachadh ann am planadh cùraim shlàinte ann an sgìrean
dùthchail.
Cò tha a’ cur an rannsachaidh seo air dòigh agus ga mhaoineachadh?
Is e an t-Ionad airson Slàinte Dhùthchail aig Oilthigh na Gàidhealtachd agus nan Eilean a tha
a’ gabhail an rannsachaidh seo os làimh le maoineachadh bho Mhaoin Shòisealta na h-Eòrpa.
Dè an t-amas a th’ aig an rannsachadh?
Mar a bhios làn fhios agad, tha cothroman, suidheachaidhean agus dùbhlain eadar-dhealaichte an
lùib a bhith a’ fuireach ann an coimhearsnachd dhùthchail. Is e amas a’ phròiseict seo modhan a
rannsachadh a dh’fhaodadh a bhith feumail a thaobh an t-eòlas a chuir daoine air a bhith a’ fuireach
ann an sgìrean dùthchail a thoirt gu planadh, dealbhachadh agus lìbhrigeadh cùraim shlàinte a bhios
freagarrach do fheumalachdan ionadail.
Bidh am pròiseact seo a’ sgrùdadh mar a ghabhas an t-inneal a th’ ann am mapadh com-pàirteach cur
gu feum, a tharraing air eòlas, fèin-fhiosrachadh, mothachaidhean agus beachd-smuaintean ionadail
agus mar as urrainnear seo a chruinneachadh agus a thaisbeanadh ann an dòigh a leigeas le sluagh
sgìrean agus buidhnean coimhearsnachd a bhith a’ cur ris a’ ghnothach.
Rannsaiche: Sarah Bowyer, Ionad airson Slàinte Dhùthchail, Ionad Eòlas Slàinte, Seann Rathad Pheairt,
Inbhir Nis. IV2 3JH. F: 01463 255896. Sarah.bowyer@uhi.ac.uk
Rannsachadh mapadh com-pàirteach. Duilleag chead do bhuidhnean. Tionndadh 4:07/12/12
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Is e amas sònraichte an rannsachaidh dèanamh a-mach mar as urrainn do dh’eileamaidean den
àrainneachd anns a bheil daoine a’ fuireach math a dhèanamh do shlàinte an luchd-còmhnaidh. Is e
fòcas a’ phròiseict a bhith a’ faighneachd do dhaoine dè na beachdan a th’ aca air mar a tha an t-àite
anns a bheil iad a’ fuireach a’ dèanamh math do an slàinte, agus gu sònraichte do shlàinte an
cridheachan.

Carson a chaidh mo thaghadh airson pàirt a ghabhail?
Leis gu bheil thu a’ fuireach ann an sgìre (insert name of case study site), agus thu a’ frithealadh (insert
name of medical practice) agus mar bhall de (insert name of the community group), faodaidh gum bi
thu airson pàirt a ghabhail anns an rannsachadh. Feumaidh tu a bhith 18 bliadhna a dh’aois no nas sine
mum faod thu pàirt a ghabhail ann.
Am feum mi pàirt a ghabhail ann?
Chan fheum. Tha e an urra riut fhèin a bheil thu airson pàirt a ghabhail ann. Ma chuireas tu romhad
pàirt a ghabhail ann, faodaidh tu an duilleag fhiosrachaidh seo a chumail agus thèid iarraidh ort d’ainm
sgrìobhte a chur ri foirm aonta.
Ma ghabhas tu pàirt ann, faodaidh tu tarraing a-mach às a’ phròiseas aig àm sam bith, gun a bhith
a’ toirt adhbhar air a shon.
Ged a chuireas tu romhad tarraing a-mach aig àm sam bith, no gun a bhith a’ gabhail pàirt ann, cha toir
sin buaidh air ìre a’ chùraim a gheibh thu mar euslainteach no neach-cleachdaidh sheirbheisean, no air
an inbhe a th’ agad anns a’ bhuidhinn choimhearsnachd agad.
Dè a bhios a’ tachairt ma chuireas mi romham pàirt a ghabhail ann?
Gabhaidh an rannsachadh seo àite anns an sgìre ionadail agad feadh greis a mhaireas eadar ceithir is
sia mìosan. Airson nam buidhnean coimhearsnachd tha trì pàirtean don rannsachadh.
1. Bùthan-obrach coimhearsnachd
2. Agallamh coiseachd no cuibhlidh fa leth
3. Coinneamh coimhearsnachd
Mar bhall de (insert name of the community group) thèid cuireadh a thoirt dhut pàirt a ghabhail ann
an dà bhùth-obrach le buill eile den bhuidhinn agad. Thathas an dùil gun gabh com-pàirtichean pàirt
anns an dà bhùth-obrach. Cuideachd, bidh cothrom agad pàirt a ghabhail ann an agallamh coiseachd
no cuibhlidh fa leth, agus sa choinneimh choimhearsnachd dheireannaich nam bu toigh leat.
Thèid iarraidh ort d’ainm sgrìobhte a chur ri foirm aonta, a’ dearbhadh gu bheil thu a’ tuigsinn amasan
an rannsachaidh agus buaidhean sam bith a bhios an lùib a bhith a’ gabhail pàirt.
Thèid iarraidh ort cuideachd duilleag fhiosrachaidh a choilionadh le cuid fiosrachaidh mud dheidhinn
fhèin leis gum bu toigh leinn beagan fios a bhith againn mu na daoine aig a bheil comas pàirt a ghabhail
anns an rannsachadh seo. Chan fhaic duine sam bith ach am prìomh rannsaiche am fiosrachadh seo
agus cha bhi e comasach do dhearbh-aithneachadh ann an toraidhean an rannsachaidh.
Rannsaiche: Sarah Bowyer, Ionad airson Slàinte Dhùthchail, Ionad Eòlas Slàinte, Seann Rathad Pheairt,
Inbhir Nis. IV2 3JH. F: 01463 255896. Sarah.bowyer@uhi.ac.uk
Rannsachadh mapadh com-pàirteach. Duilleag chead do bhuidhnean. Tionndadh 4:07/12/12
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Bùth-obrach do bhuidhnean 1
Bidh seo ann an cruth seisean do bhuidhinn far am bi deasbad neo-fhoirmeil a mhaireas trì uairean.
Bidh deochan agus biadh ri fhaotainn feadh na bùth-obrach.
Bheir am prìomh rannsaiche fiosrachadh seachad mu thinneas coranach a’ chridhe agus gheibh i amach dè an t-eòlas coitcheann a tha feadh na buidhne san fharsaingeachd mar-thà a thaobh mar as
urrainnear an cunnart a lùghdachadh gum fàs duine tinn leis. An uairsin, cuidichidh am prìomh
rannsaiche le bhith a’ cruthachadh mhapaichean a bheir tuairisgeul air mar a tha a bhith a’ fuireach
anns an sgìre a’ brosnachadh slàinte agus deagh chor do chridhe. Faodaidh seo a bhith le faclan no
dealbhan agus faodaidh rud sam bith a bhith ann a tha a’ toirt tuairisgeul air an àite anns a bheil thu a’
fuireach leithid thogalaichean no àitean sònraichte, na bhios tu a’ dèanamh an sin agus mar a bhios tu
a’ faireachdainn an sin. Cha bhi e comasach neach a dhearbh-aithneachadh bhon fhiosrachadh air a’
mhapa. Le cead bhon a h-uile com-pàirtiche, gabhaidh rannsaiche a’ phròiseict nòtaichean làmhsgrìobhte agus thèid clàraidhean bhideo agus claistinn a dhèanamh den t-seisean. Cha bhi fiosrachadh
anns na notaichean seo a leigeas leinn daoine fa leth a dhearbh-aithneachadh
Agallamh coiseachd no cuibhlidh fa leth
A bharrachd air seo, faodaidh tu pàirt a ghabhail ann an ‘agallamh coiseachd no cuibhlidh’ - far an stiùir
thu rannsaiche a’ phròiseict mu thimcheall an àite air a bheil thu airson tuairisgeul mionaideach a
thoirt. Rè ‘an agallaimh choiseachd’ iarraidh rannsaiche a’ phròiseict ort tuairisgeul a thoirt air mar a
tha thu a’ smaoineachadh agus a’ faireachdainn a tha an t-àite seo a’ toirt buaidh air do shlàinte.
Mairidh an t-agallamh eadar 30 mionaidean agus 60 mionaid, a rèir do thoil fhèin. Le do chead, thèid
clàradh claistinn a dhèanamh den agallamh agus thèid feum a dhèanamh ann de shiostam GPS agus
camara iPad a thogail dhealbhan de rudan inntinneach.
Bùth-obrach do bhuidhnean 2
Eadar mu 4 is 6 seachdainean às dèidh seo, bidh deasbad leanmhainn leis na com-pàirtichean uile bhon
bhuidhinn choimhearsnachd agad. Mairidh an seisean mu 3 uairean agus bidh deochan agus biadh ri
fhaotainn. Bidh an rannsaiche air am mapa a chaidh a chruthachadh ann an seisean 1 a chur còmhla
agus na notaichean agus na clàraidhean a sgrùdadh. Taisbeanaidh rannsaiche a’ phròiseict am mapa
agus na prìomh phuingean agus cuspairean a bhios e a’ sealltainn. An uairsin bidh cothrom aig a’
bhuidhinn air am mapa a sgrùdadh a-rithist agus dearbhadh gu bheil am mapa a rinn an rannsaiche a’
riochdachadh gu ceart na chuir iad ris ann an seisean 1. Thèid iarraidh air a’ bhuidhinn an uairsin na
cuspairean a nochd bho sheisean 1 a mheasadh a rèir caochladh eileamaidean de na dòighean a bhios
iad seo a’ cur bacadh air tinneas coronach a’ chridhe. Le cead bhon a h-uile com-pàirtiche, gabhaidh
rannsaiche a’ phròiseict nòtaichean làmh-sgrìobhte agus thèid clàraidhean bhideo agus claistinn a
dhèanamh den t-seisean.
Coinneamh Coimhearsnachd
Thèid seisean deireannach a chumail leis a’ bhuidhinn far am bi cuireadh ron a h-uile buidhinn
coimhearsnachd a bha an sàs anns an rannsachadh a thighinn ann le duine sam bith bhon
choimhearsnachd a ghabh pàirt ann. Gheibh luchd-ùidhe ionadail bhon t-seirbheis-shlàinte agus
a’ chomhairle ionadail cuireadh don choinneimh seo cuideachd. Bidh deasbad neo-fhoirmeil ann a
mhaireas 2.5 uair air an fheasgar. Bidh deochan agus biadh ri fhaotainn. Taisbeanaidh an rannsaiche
na mapaichean a chaidh a chruthachadh aig na seiseanan uile agus bidh cothrom aig na compàirtichean coimeas a dhèanamh eatorra. Bidh deasbad air mar a dh’fhaodar am fiosrachadh anns na
mapaichean a chur gu feum ann an dealbhachadh sheirbheisean airson na sgìre ionadail san àm ri
teachd. Bidh deasbad sònraichte air na beachdan a th’ aig daoine air a’ phròiseas. Le cead bhon a huile com-pàirtiche, gabhaidh rannsaiche a’ phròiseact nòtaichean làmh-sgrìobhte agus thèid
clàraidhean bhideo agus claistinn a dhèanamh den t-seisean.
Rannsaiche: Sarah Bowyer, Ionad airson Slàinte Dhùthchail, Ionad Eòlas Slàinte, Seann Rathad Pheairt,
Inbhir Nis. IV2 3JH. F: 01463 255896. Sarah.bowyer@uhi.ac.uk
Rannsachadh mapadh com-pàirteach. Duilleag chead do bhuidhnean. Tionndadh 4:07/12/12
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Dè am feum a thèid a dhèanamh den fhiosrachadh a thèid a chruinneachadh san rannsachadh?
Thèid am fiosrachadh uile a thèid a chruinneachadh mud dheidhinn tron rannsachadh a chumail
dìomhair. Thèid clàraidhean claistinn agus bhideo a dhubhadh às às dèidh dhuinn an cur ann an
sgrìobhadh. Cha nochd ainmean, àitean còmhnaidh no fiosrachadh eile a leigeas leinn do dhearbhaithneachadh ann an notaichean bho dheasbadan no ann an tar-sgrìobhaidhean de chlàraidhean bhon
deasbad leis a’ bhuidhinn agus na ‘h-agallamhan coiseachd.’ Ann an aithisgean a’ phròiseict no ann
am foillseachaidhean sam bith eile, cha tèid feum sam bith a dhèanamh de dh’fhiosrachadh a leigeas
le daoine do dhearbh-aithneachadh. Bidh na mapaichean a thèid a chruthachadh dìomhair rè an
rannsachaidh agus thèid rud sam bith a thèid a chur riutha a chumail gun ainm. Cha tèid tarsgrìobhaidhean de dh’agallamhan agus deasbadan fhoillseachadh gu h-iomlan - faodaidh gum bi
earrannan taghta air an cur gu feum ann am foillseachaidhean ach bidh iad gun ainm. Thèid geàrrchunntas de thoraidhean an rannsachaidh a roinn leis na buidhnean coimhearsnachd uile a bhios
a’ gabhail pàirt ann, le ionad an dotair, leis a’ bhòrd NHS agus leis a’ chomhairle ionadail.
Thèid am fiosrachadh uile a thèid a chruinneachadh a chumail gu h-eileagtronaigeach agus gu tèarainte
air coimpiutairean le Oilthigh na Gàidhealtachd agus nan Eilean, a’ dèanamh cinnteach nach fhaic
duine sam bith ach sgioba rannsachaidh a’ phròiseict a tha ainmichte gu h-ìosal am fiosrachadh. Thèid
am fiosrachadh a chumail fad 10 bliadhna às dèidh deireadh a’ phròiseict.
Ma ghabhas tu pàirt ann an agallamh coiseachd no cuibhlidh faodaidh tu lethbhreac de na clàraidhean
a bhios air an cur ann an sgrìobhadh iarraidh air Rannsaiche a’ Phròiseict.

Dè na cunnartasan agus na h-anacothroman a bhios an lùib pàirt a ghabhail ann?
Is e an anacothrom an ùine a dh’fheumas tu cur seachad air, cho math ris an uallach a ghabhas tu ort
fhèin a bhith a’ gabhail pàirt anns na bùthan-obrach, san agallamh agus sa choinneimh phoblaich
dheireannaich.
Dè na buannachdan a tha an lùib pàirt a ghabhail ann?
Le bhith a’ gabhail pàirt ann, bidh tu gar cuideachadh a bhith a’ tuigsinn nas fheàrr mar as urrainnear
cunntas a ghabhail de na buaidhean a thaobh slàinte agus deagh chor a th’ aig an àite anns a bheil thu
a’ fuireach, an àm a bhith a’ dealbhachadh sheirbeisean slàinte an ama ri teachd, gu sònraichte do
sgìrean iomallach agus dùthchail na h-Alba. Leigidh e leis a’ bhuidhinn agad smaoineachadh agus
bruidhinn còmhla air cuspairean sònraichte fhad ’s a bhios sibh a’ cruthachadh chlàraidhean
lèirsinneach ann an cruth mhapaichean. Leigidh e leinn am modh a chur gu deuchainn airson ‘guth’
ionadail na buidhne agad a chur an cèill, agus sinn ag obair còmhla ri seirbheisean slàinte ionadail agus
an t-ùghdarras ionadail an àm a bhith a’ dealbhachadh ghnothaichean le chèile.
Co thuige a bu chòir dhomh fios a chur airson barrachd fiosrachaidh?
Faodar ceistean sam bith a thaobh a’ phròiseict seo a chur a dh’ionnsaigh Rannsaiche a’ Phròiseict,
Sarah Bowyer le telefòn 01463 255 896 no le post-d sarah.bowyer@uhi.ac.uk
Co thuige a bu chòir dhomh fios a chur ma bhios ceistean no draghan agam a thaobh tinneas
coronach a’ chridhe?
Ma bhios ceist sam bith agad a thaobh slàinte do chridhe, cuir fios a dh’ionnsaigh (Insert name and
title of local health practitioner) aig (insert medical practice name) a bhios toilichte bruidhinn riut mu
Rannsaiche: Sarah Bowyer, Ionad airson Slàinte Dhùthchail, Ionad Eòlas Slàinte, Seann Rathad Pheairt,
Inbhir Nis. IV2 3JH. F: 01463 255896. Sarah.bowyer@uhi.ac.uk
Rannsachadh mapadh com-pàirteach. Duilleag chead do bhuidhnean. Tionndadh 4:07/12/12
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dheidhinn.
Tha loidhne fòn aig Urras Cridhe Bhreatainn 0300 330 3311 (cosg coltach ri àireamhan 01 no 02). Bidh
loidhnichean fosgailte eadar 9m agus 5f Diluain gu Dihaoine gus an urrainn dhut fios a chur gu eòlaiche
a fhreagras ceistean no draghan pearsanta.
Co thuige a bu chòir dhomh fios a chur ma bhios gearan agam?
Ma bhios gearanan no ceistean agad nach robh e comasach don rannsaiche freagairt gu h-iomlan,
faodaidh tu fios a chur a dh’ionnsaigh Stiùiriche a’ Phròiseict, an t-Oll Sarah-Anne Muñoz, aig an Ionad
airson Slàinte Dhùthchail, Ionad Eòlas Slàinte, Seann Rathad Pheairt, Inbhir Nis, IV2 3JH, 01463 279568.
Fios Conaltraidh an Sgioba Rannsachaidh
Rannsaiche a’ Phròiseict:
Sarah Bowyer, Oilthigh na Gàidhealtachd agus nan Eilean
Fòn: 01463 255896
Post-d: sarah.bowyer@uhi.ac.uk
Stiùiriche a’ Phròiseict:
An t-Oll Sarah-Anne Muñoz, Oilthigh na Gàidhealtachd agus nan Eilean
Fòn: 01463 279568 Post-d: sarah-anne.munoz@uhi.ac.uk

Rannsaiche: Sarah Bowyer, Ionad airson Slàinte Dhùthchail, Ionad Eòlas Slàinte, Seann Rathad Pheairt,
Inbhir Nis. IV2 3JH. F: 01463 255896. Sarah.bowyer@uhi.ac.uk
Rannsachadh mapadh com-pàirteach. Duilleag chead do bhuidhnean. Tionndadh 4:07/12/12

Appendix 5 - Base Maps
Uig Base Map

Map created using © Crown Copyright and Database Right 2014. Ordnance Survey (Digimap Licence)

Ardersier Base Map

Map created using © Crown Copyright and Database Right 2014. Ordnance Survey (Digimap Licence)

Appendix 6 - The Body Map Template

Appendix 7 - Secondary Health Data: Census Data Maps
Census data maps Uig

Map created using © Crown Copyright and Database Right 2014. Ordnance Survey (Digimap Licence)
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Map created using © Crown Copyright and Database Right 2014. Ordnance Survey (Digimap Licence)
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Appendix 7 - Secondary Health Data: Census Data Maps
Census data maps Ardersier

Map created using © Crown Copyright and Database Right 2014. Ordnance Survey (Digimap Licence)
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Map created using © Crown Copyright and Database Right 2014. Ordnance Survey (Digimap Licence)
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Map created using © Crown Copyright and Database Right 2014. Ordnance Survey (Digimap Licence)

Appendix 8 - Secondary Health Data: Disease Incidence Rates
Disease Incidence Rates Uig Medical Practice

Map created using © Crown Copyright and Database Right 2014. Ordnance Survey (Digimap Licence)

Disease Incidence Rates Uig Medical Practice

Map created using © Crown Copyright and Database Right 2014. Ordnance Survey (Digimap Licence)
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Map created using © Crown Copyright and Database Right 2014. Ordnance Survey (Digimap Licence)
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Appendix 8 - Secondary Health Data: Disease Incidence Rates
Disease Incidence Rates Ardersier Medical Practice

Map created using © Crown Copyright and Database Right 2014. Ordnance Survey (Digimap Licence)

Disease Incidence Rates Ardersier Medical Practice

Map created using © Crown Copyright and Database Right 2014. Ordnance Survey (Digimap Licence)

Disease Incidence Rates Ardersier Medical Practice

Map
created using © Crown Copyright and Database Right 2014. Ordnance Survey (Digimap Licence)

Disease Incidence Rates Ardersier Medical Practice

Map created using © Crown Copyright and Database Right 2014. Ordnance Survey (Digimap Licence)

Appendix 9 - Annotated Community Maps
Uig Community Map created from focus groups and participation booth, amalgamated
into one map

Map created using © Crown Copyright and Database Right 2014. Ordnance Survey (Digimap Licence)

Ardersier Community Map created from focus groups and participation booth,
amalgamated into one map

Map created using © Crown Copyright and Database Right 2014. Ordnance Survey (Digimap Licence)

Appendix 10 - Coding System Used in Thematic Analysis
Uig: Medical Services – sub themes and topics
Medical Services

Local medical practice

Home visits, surgery times, 24 /7 care, emergency

services

calls

Changes

in

the

service

New

staff,

amalgamation of practices, distances
Regional services

Referrals for further investigation or specialist
treatment, centralised services,

Prescriptions

Collection, distribution

Specific illness

Arthritis,

obesity,

stress,

CHD,

diabetes,

hypertension
Specific services other

podiatry, physiotherapy, First responders, Mobile

than Doctor and nurse

clinic, services offered

Transport

Emergency and regular appointments

Ardersier: Medical Services – sub themes and topics
Medical Services
Local medical
practice services
Prescriptions
Specific illness
Transport

surgery times, amalgamation of practices, seen as a sub- practice,
less local appointments, home visits, continuity of care, personal
touch surgery position in the village surgery building access issues
Collection and Distribution by local chemist, ordering repeats
Arthritis, obesity, stress, CHD, diabetes, hypertension
Access to Nairn surgery site

Uig: Lifestyle Factors – sub themes and topics
Lifestyle
Factors

Food access

Availability, choice, price, growing, eating out

Physical activity

Equipment indoors, outdoors access, seen as ‘leisure’

Demographics

Children, mainly elderly population , intergenerational events

Employment

Availability, commuting time and cost, seasonal

Alcohol

No public places to drink, the sale of alcohol

Smoking

And illness

transport

private cars, getting to shops for food access, attending ‘clubs’, getting
to appointments

Ardersier: Lifestyle Factors – sub themes and topics
Lifestyle
Factors
Food access

employment

Availability, choice, price, growing, eating out, lunch club at school,
mobile shops , take away fish and chip van, foraging, pub and hotel,
meals on wheels, shop selection, travel to other towns for supermarket
outdoor pursuits/activity, gardening, walking, kayaking, boat club building
and rowing (community skiff), cycling, dog walking, walking, walking to
school
Children valued, mainly elderly, younger age groups, opportunities for
intergenerational meeting displacement – moving city families into the
village
Availability, volunteering, childcare

Alcohol

Decline in number of public places to drink

smoking

And illness (from body maps)

transport

community transport, bus services, private cars, Lifestyle e.g. getting to
shops for food access, attending ‘clubs’, getting to Nairn surgery building

Physical
activity
Demographics

Uig: Natural and Built Physical Environments- sub themes and topics
Natural and Built Physical
Environment
Built Environments

houses

Structure, number of inhabitants

Public buildings

Community hall, shop, primary school, church, medical
practice, old fire station, mission hall

Physical access routes

Roads, pavements and footpaths

Service provision

Mobile library, hairdresser

Monuments and historic

Ceilidh house, new monument

features

Natural Environments

Being outside

Physical activity, outdoor play, Fresh air, Outdoor
activities

Seasons of the year

Affect on mood

Daylight hours

Affect on mood

Animals

Feelings towards, damage caused by

Scenery

Wilderness, landscape, scenes , colours

The beach

Walking, beach clean

The sea

Leisure, physical activity, employment, food

The weather

Effect on mood, getting out, growing food

Ardersier: Natural and Built Physical Environments – sub themes and topics
Natural and Built
Bhysical
Environment
Built Environment
houses
Public buildings for
meetings

Public vehicle
Physical access routes
Sport and recreation
areas
Buildings for Service
provision
Monuments and
historic features
Nearby towns i.e. Nairn
or Inverness
Natural Environment
Being outside
Seasons of the year
Animals
Scenery
The beach
The sea
The weather
The common

Structure, inhabitancy
Old school hall, Service point, library, shop, primary school,
church, medical practice, post office pharmacy, senior citizens
hall, public house/hotel bar, organics farm,
derelict boarded up buildings, hall, masonic pocket garden,
cheese factory, egg factory,
Community minibus
Roads, Speed bumps, Pedestrian crossings, Traffic, Pavements,
Footpaths,
Football pitch, tennis court, skate park, play park
Shop, post office, chemist, library ,hairdresser, bus stops,
Fort George
Accessing transport network

Physical activity, outdoor play, fresh air, Outdoor activities
Different flowers, trees
watching birds lambs, cows, dolphins, walking dogs, dog dirt
landscape, scenes , colours, flowers, moon and stars night sky
Walking
Kayaking, wildlife
Effect on mood, getting out, growing food
Foraging, flowers, animals , dog walking

Uig: Social Environments – sub themes and topics
Social Environments
Communication
methods
Getting together

Meetings, telephone, postal service

Interests and visits
Keeping up to date with
news
Support and helping
each other
Indigenous or In comers
Community spirit
Transport networks

Key local people, distance travelled and gathering places e.g.
meals out, socialising
Café visitors, tourists
Meeting, television , newspapers
Security of people being around, at risk register, transport
Welcome, integration, decision making
caring community, community support, co-operation,
community transport, bus services, ferry services, private cars,
Lifestyle e.g. food access, attending ‘clubs’

Ardersier: Social Environments – sub themes and topics
Social
Environments
Communication
methods
Interests, hobbies,
pastimes
Entertainment
/company
Support and helping
each other
Indigenous or
Incomer
Community spirit

Transport networks

Meetings, telephone, postal service, putting up posters to keep
connected with goings on Meeting, passing people in the street,
Newspapers, Newsletters, Word of mouth
Church Groups, Fishing, History group society, Mums and toddlers,
Community boat building
Tv, theatre
Security of people being around, at risk register
services list for disaster emergency plan, transport, key individuals
Fitting in , welcome
caring community, community support, cooperation,
friendly, no snobbery, incomers bringing in something new, family
networks, disturbance by neighbours
Community minibus, Dial a bus

Uig: Symbolic Environments – sub themes and topics
Symbolic Environment
For wellbeing (stress impact)

Cultural
Safety
Community
development/sustainability

Feel well looked after, friendliness, relaxation on a
Sunday,
loneliness, isolation, bird song. Independence security if
in need of help
sense of belonging, sense of identity, memories, Gaelic
terms
Safe- no crime scared by bad weather and threat of
being ‘cut off’
Community voice action and involvement membership,
ownership e.g. community shop, Micro communities ,
village trusts
Key people in teacher, doctor, minister ‘knowing’ you
Key people starting initiatives e.g. running

Ardersier: Symbolic Environments – sub themes and topics
Symbolic Environment
For wellbeing (stress impact)

Cultural
safety
Community development/sustainability

Feel well looked after, friendliness,
loneliness , isolation, bird song,
knowing someone’s there, getting out of the
house, A sense of peacefulness Sense of
purpose Feeling privileged, Feeling fortunate
Feeling ripped off in the shop Feeling
uplifted Feeling like being on holiday feeling
included
sense of belonging, sense of identity,
memories,
Crime and violence, reputation of the village
feeling safe at home
Community voice action and involvement,
Membership of groups, clubs, Sense of
togetherness, Sense of pride in the village

Appendix 11 - Maps to Illustrate the Analysed Data, Created Using a Geographic
Information System (GIS)
These maps are the result of research study to test the use of participatory mapping
to find a local voice on the perception of rural residents as to how their environment
impacted on their health in both positive (health creating) and negative (health
limiting) ways.
Participatory mapping using paper ordnance survey topographical maps were used
as a tool to generate and capture a conversation from participants who volunteered
to take part in an iterative process.
There is value in both the process itself and in the map that was produced at the end
as raw data. This raw data together with transcribed voice recordings was analysed
and a thematic analysis undertaken to make send of the data. The study was
designed in a co-production framework, for a preliminary co discussion to co-produce
a local knowledge, through a co designed research project with co analysis of the
results in order to co plan future action in planning and delivery of local health
services. The maps are now presented demonstrating how the themes were spatially
linked to the locations they referred to. The maps are shown from each of the case
study areas and for the 3 different participatory mapping situations of:
1. Focus groups
2. Individual Interviews
3. Participation booth
The data was taken and processed using GIS software the facilitator acting as GIS
chauffeur since the participants declined to use the computer software.
The reason for presenting the analysed data as GIS maps was to present the
peoples knowledge in the same digital format as is used by the authorities i.e. the
health board and the local council authorities in planning services and their delivery.
Such software enables data and knowledge from all 3 sources to be integrated in the
same place/format/document. The facilitator presented these GIS maps to the
participants for them to verify the accuracy in them representing what they had
discussed and decided together in the process of participatory mapping during an
iterative process and programme of the research project.

Uig Maps

Ardersier Maps

Appendix 12- Graphs to Illustrate the Analysed Data
Uig graphs
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Participation Booth Comments Relating to Home as a Place
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Ardersier Graphs
Comments Relating to Home as a Place
Friendship Group Comments Relating to Home as a Place

Health Creating Comments Made for Home as a Place
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