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Abstract

The article presents an analysis of the use of focus groups in researching community mental health users, starting with the
reasons for using them, their implementation in mental health service users’ research, and the adaptations of focus group
use when researching the experiences of users. Based on personal research experience and a review of scientific publications
in the Google Scholar, Web of Science, ProQuest, EBSCOhost, and Scopus databases, 20 articles published between 2010
and 2016 were selected for targeted content analysis. A checklist for reporting on the use of focus groups with community
mental health service users, aiming to improve the comparability, verifiability and validity was developed. Adaptations of
the implementation of focus groups in relation to participants’ characteristics were suggested. Focus groups are not only
useful as a scientific research technique, but also for ensuring service users’ participation in decision-making in community

mental health and evaluating the quality of the mental health system and services .

Keywords Qualitative research - Focus group - Data publication - Community mental health - User perspective -

Performance evaluation

Introduction

There is a lack of information as to why researchers use
focus groups (FG) in community mental health (CMH)
research, how they are implemented among mental health
service users, and on any adaptations when using FGs
among mental health service users. We aimed to create
a profile for presenting FG implementation and potential
adaptations, striving for a more productive use of FGs in
research on CMH regarding the comparability, verifiability,
and validity of findings.

FG as a data collection method has been a part of qualita-
tive research for a century (Onwuegbuzie et al. 2009, 2010;
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Harding 2013). It is most commonly defined as a data col-
lection technique involving group discussion on a specific
subject, carried out in a safe area in the presence of a mod-
erator (Krueger and Casey 2002; Wilkinson 2004; Aco-
cella 2012; Ness et al. 2014). In some cases, the theoretical
background of FG use is symbolic interactionism (Goffman
1961), while in others, it is more about focusing on discourse
and discussion analysis (Flick 2007; Rapley 2007). Vaughn
et al. (1996) present key elements of FG implementation as
follows: (1) subject of study (study of a single topic); (2)
size and characteristics of the group of participants (homog-
enous group includes 6—12 members); (3) the moderator and
his or her qualifications (ways of encouraging discussion);
(4) arguments for FG use (provokes perceptions, emotions,
opinions, and ideas of participants about the selected topic);
and (5) limitations (does not produce quantitative informa-
tion; data cannot be generalised).

FG use is mainly justified as a way to gain insight into
personal opinions, descriptions, perceptions, thoughts, atti-
tudes, experiences, and service users’ view of the subject
of research (i.e. concept, idea, service, yet-to-be-addressed
issues). This can be done in an economical/cost-effective
manner (less time, fewer resources, greater number of par-
ticipants, and greater validity) (Krueger and Casey 2002;
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Onwuegbuzie et al. 2009; Eriksson and Hummelvoll 2012;
Then et al. 2014). On the one hand, the power of FGs mainly
lies in the focus on the solution to a practical problem and
developing potential solutions that would improve the qual-
ity and relevance of the research (Adam et al. 2012). On
the other hand, FGs are not appropriate when the aim is
reaching a consensus, sensitive information is required
that cannot normally be discussed in a group setting, the
situation is emotionally charged situation, confidential-
ity cannot be guaranteed (Redmond and Curtis 2009) or
results are expected to be generalised (Vaughn et al. 1996).
Gorodzeisky (2011) also sees FGs as a means of creating
and verifying questionnaires.

In health-related research, the use FGs as research tools
began to appear in the 1980s (Wilkinson 1998; Tong et al.
2007). They are becoming the norm in researching experi-
ences of service users. These findings can help build excel-
lence in the health care system and improve service users’
experience (Gilburt et al. 2008). Quirk and Lelliott (2001)
found that most quantitative research reveals service users’
negative experiences of hospital treatment. FG use, on the
other hand, shows that service users have both positive
and negative experiences with hospital treatment (Gilburt
et al. 2008). FGs are also used to identify service users’
perceptions of their participation in the research process as
a researcher (Moltu et al. 2013). Smith et al. (1995) found
that FGs are useful for developing and testing new services,
as they enable the identification of factors that service users
deem important.

Frank (1995) points out that it is necessary to consider if
the FG participants are sick people. These participants are
more than just victims of a disease or medical patients; they
are ‘wounded storytellers’. Barry and Yuill (2012) state that
FG implementation issues stem from the very fact that there
is a group of people. As in any other social situation where a
group of people gathers to discuss a particular subject, some
people are louder than others, while some are too fearful or
nervous to contribute. It is essential to decide on rules, and
the moderator must pay attention that the atmosphere created
is relaxed and participatory (Acocella 2012).

Cyr (2016) explains that FGs help collect data at three
analysis levels: individual, group, and interaction level,
which scientifically justifies the added value of FG use.
Miles and Huberman (2003) see the analysis of FG data
composed of three concurrent activities: data condensation
(encoding, definition of categories and main subjects), selec-
tion (data output), and data presentation and verification.
Aiming to improve the quality of use and reporting, Tong
et al. (2007) created the Consolidated Criteria for Report-
ing Qualitative studies (COREQ) checklist; it contains 32
items and a question guide on three domains: (1) research
team and reflexivity; (2) study design; and (3) data analysis
and reporting. It is, however, unknown what the differences

are in using FGs with CMH service users according to the
existing checklist (Tong et al. 2007).

Use of Focus Groups in Community Health
Care Research

Studying CMH has become relevant due to the processes
of dehospitalisation and deinstitutionalisation, which have
provided the right to choose the treatment location for peo-
ple with mental health problems. CMH care is implemented
by restructuring existing capacities, introducing new CMH
programmes, increasing the influence of people with mental
health problems in decision-making on the system and the
treatment process, and ensuring improved quality of life in
a home setting (Flaker 1998; Thornicroft and Tansella 2004;
Svab 2011; Videmsek 2013). It is based on empowering peo-
ple with mental health problems, which helps people and
marginalised groups obtain and improve their skills, experi-
ence, reputation in interpersonal relationships, and assume
socially valued roles (Linhorst 2005).

In the context of studying CMH care, it is vital to assess
access to services and defining the level of compatibility
between service users’ needs and the system or service offer
(Penchansky and Thomas 1981). The link between social
system macro analysis and the phenomenology of people’s
mental health problems can be seen in the social role con-
cept. In the context of a social phenomenon at the micro
(personal) level, the basis for studying treatment is the inter-
action between actors in a drama of health and sickness.
According to Goffman (1961), this is symbolic interaction-
ism. It starts with an interest in the subjective experience
of a mental health disability developing through interaction
with other people, which coincides with the theoretical back-
ground for FG use. Durkheim’s (1964) view, for instance,
of what is normal and what is pathological, matches the
current view of mental health, which is identified as normal,
and mental health problems, which are viewed as patho-
logical. The consequences of Durkheim’s functionalist find-
ings, as also viewed by Busfield (2000), are that: (1) the
rules defining the normal and pathological differ according
to the values of the social group or community, and as a
result, the definition of mental health problems is socially
and culturally relative; (2) rules are always an element of
social control, including rules on what is normal and what
is pathological; and (3) rules are essential for the integra-
tion and smooth functioning of the community and society.
It is reasonable to consider these factors when obtaining
data via FG.

Findings by Parsons (1951), Goffman (1961), and Fou-
cault (1977) are particularly useful. Parsons (1951) discusses
the typical rights and obligations of sick people; together,
this constitutes the entirety of the (socially) expected
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behaviour of the sick person, which Parsons terms the role
of the patient. Goffman (1961) studies the development of a
“mental patient’s career”’, which is a consequence of signifi-
cant others’ response to the person’s mental health problem.
Foucault (1977) emphasises several times that madness is
a social construct and that there is no knowledge that does
not include a balance of power. He indicates that generat-
ing knowledge tells a great deal about the attitude of peo-
ple with mental health problems, which is a reason for use
and limitation when studying through use of FGs. Mental
health disabilities, as temporary or permanent disorders in
the functioning of the brain that manifest themselves as a
change in behaviour, judgement, or experience of self and
one’s surroundings, must not be an obstacle for FG use. In
accordance with the mental health continuum, it is impor-
tant to consider that the line between mental health and
mental health problems is thin and blurred. People with a
diagnosed mental health problem may feel mentally well
and even recover in some cases, reaching a high level of
wellbeing. Similarly, people without a clinically diagnosed
mental health disability may feel mentally unwell (Keyes
2002; Hird 2003; Connell et al. 2012). An important ques-
tion is where on the mental health continuum the person
with a mental health problem is currently, what measures
have already been introduced into their everyday life, and
what the efficiency of these measures is. When researching
by using FGs, it is important that the person and his or her
mental health be prioritised, rather than the mental health
problem, which is not the only characteristic defining the
person with a mental health problem (Frank 1995; Pahor
2007; Connell et al. 2012; VidemsSek 2013).

With international research and political imperatives,
the importance of the participatory role of mental health
service users is becoming apparent in improving the cul-
ture, responsiveness, and quality of services they receive
(Daremo and Haglund 2008; Goodwin and Happell 2008).
Including people with mental health problems in planning
services and activities and encouraging joint decision-
making are the main principles of contemporary mental
health policy (WHO 2012). Bee et al. (2016) carried out
a qualitative analysis to gain a deeper understanding of
expert positions on the ideology of participants cooperat-
ing in the planning of mental health care. They pointed
out the discrepancy between international mental health
policies (WHO 2012) and the readiness to accept this
practice. User movements or on-governmental organiza-
tions (NGOs) are striving to overcome these discrepancies.
They significantly affect the empowerment and recovery
of people with mental health disabilities, the development
of community services, and changes in the power rela-
tions between service providers and users (Zupanci¢ and
Pahor 2016). An indirect possibility to overcome these
differences may also be FG use. FGs were used within the

@ Springer

research on NGOs working for people with mental health
disabilities in 56 local communities in two health regions
in Slovenia. Differences were found between service users’
views of NGOs’ role within the support network for peo-
ple with mental health disabilities and the mental health
care system for local community population according
to other stakeholders included in the research: experts,
service providers, and administrative entities. The open
focus group type was used, in which participants (mental
health service users) were free to come and go during the
FG process. They did not have to record their presence by
signing an attendance list. As a result, they only took part
in one segment of the questions. This adaptation to FG
use enabled participation for people who could not attend
such activities due to their health situation (Zupancic¢ and
Pahor 2016).

There is a great deal of evidence that service users are
motivated to participate in care planning. Major obstacles
are poor information exchange and insufficient opportuni-
ties for participatory decision-making (Bee et al. 2016).
Neuman (2003) lists the advantages of FGs, including the
fact that they generally encourage members of marginal-
ised groups to express their views openly, and that people
often feel empowered in FGs. It is possible that FGs may
be promoted not only as a scientific research technique but
also to help ensure service users’ participation in decision-
making mechanisms in CMH. Further questions may be
raised on the range of necessary adaptations to FG imple-
mentation with various user groups—for instance, in a
state of acute exacerbation of their mental health problem
(Laugharne et al. 2012)—and on the researchers’ view of
these adaptations in terms of the validity of FG findings.

Purpose, Aim and Research Questions

The purpose of the study was to collect and present infor-
mation on FG use experiences based on data from CMH
service users’ research. The study sought to develop a
checklist to report on FG implementation and potential
adaptations for more productive use of FGs by the target
group of participants in terms of the validity, reliability,
and comparability of findings. The following research
questions were posed:

— What does the ideal checklist for reporting on FG imple-
mentation in scientific publications include?

— What is the scientific basis for using FGs to obtain data
about the perspective of CMH service users?

— What are the experiences of implementing FGs, and what
are the adaptations to the process of obtaining data from
the viewpoint of people with mental health problems
when conducting research on CMH?
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Methods

Methods included a literature review and content analy-
sis of available scientific articles reporting on findings
obtained using FGs with CMH care service users. The
aim was to identify views regarding the reporting on FG
use justification and the adaptations made to the research
of CMH service users. The ideal reporting checklist pro-
file was constructed, enabling a more productive use of
FGs in terms of the validity, verifiability, and compara-
bility of findings than the one identified in the analysed
literature.

Overview Methods

The literature search took place in the Google Scholar,
Web of Science, ProQuest, EBSCOhost, and Scopus
databases between January and July 2016. The search
included relevant keywords, based on the research ques-
tions: ‘focus group’, ‘community’, ‘mental health’,
‘CMH’, ‘users of services’, ‘people with mental health
problems’.

Results of the Overview

During the literature review, the inclusion criteria for fur-
ther in-depth analysis were: (a) relevance of the publication
according to the title, topic, or article type; (b) year of pub-
lication between 2010 and 2016; (c) publication in English;
and (d) accessibility of the full text of the article. After a
review of databases and obtained publications, 20 scientific
articles were selected in accordance with the review objec-
tives, by combining various keywords. The selected articles
included reporting on results of CMH research, whereby
the data were obtained via FGs with people with mental
health problems as users of services within the CMH sup-
port network.

Overview of Quality Assessment and Description
of Data Processing

The literature review produced data for critical evaluation
of knowledge in the field and represents the basis for further
scientific research or evidence-based practical work (Hart
2001; Pahor and Domanjko 2005; Coughlan et al. 2013).
The literature review process for preparing a profile for
reporting on FG is presented in Fig. 1.

Web of Science: n= 74 sourses <>

EBSCOhost: n= 1593 sourses
Scopus: n=1208 sourses
ProQuest: n= 355 sourses
Google Scholar: n=21135 sourses

Title and abstract review
Excluded (n=540)

Duplicate article (n=241)

No full acces (n=154)

No used focus group (n=129)
Not about community

mental health (n=116)

Full test analyssis
Excluded (n=382)

No clear methodology (n=29)

Not a focus group with service users
(n=225)

No recorded experience of the
implementation of the focus group
(n=28)

Exluded: no English language, no Systematic Other
scientific article, no about community reviews sources
mental health, no about focous group, n=4 n=11

published 2010-2016 in important

journals
Reason to
\l/ \l/ include:
comment and
ngor social Major health debate about
journals journals .
=679 T_ =263 using focus
sources sources group
15 sourses
302 sourses
Appropriate

checklist, best
citation index:
1812

Selected sources for

thematic analysis formi
n=20 transforming

Selected source for
comparing and

n=1

v \’

The profile for reporting on FG

Fig. 1 Literature review process for preparing a profile for reporting on FG
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The criteria used for final selection of scientific arti-
cles and data processing method are in accordance with a
qualitative research process and the research questions. We
performed a content analysis (Patton 2002; Polit and Beck
2006; Bengtsson 2016) of the 20 scientific articles on the
final list through data processing using codes and catego-
ries (open coding), based on which we developed a map of
items for reporting on the merits of use, implementation,
and adaptations of FGs when researching the experiences
of CMH service users. Considering the existing checklist
(Tong et al. 2007), the item map was restructured into a
checklist for reporting on the use of FGs when researching
the experiences of CMH service users.

Results

Based on the content analysis of selected scientific articles,
a map of items was developed for reporting on FG imple-
mentation when researching the experiences of CMH service
users. The map is presented in Table 1.

A synthesis of the analysed presentations of FG use with
mental health service users led to selection of 20 items that
may form a basis for an ideal profile for presenting FG use.
The presentations of the subject of study show that, from the
perspective of mental health service users, FGs as a data col-
lection technique are mainly used at the negative end of the
mental health continuum. It is possible to insert subjects of
study into the positive end of the mental health continuum,
such as determining the acceptability of the programme for
early detection of mental health problems from the perspec-
tive of service users (Lloyd-Evans et al. 2015) and studying
the measures for reducing risks of cardiovascular conditions
of people with mental health disabilities (Burton et al. 2015).

The authors of the analysed studies carried out between
two and nine FGs. The target population was mainly peo-
ple with mental health disabilities in different life circum-
stances. The inductive approach was the most common
research approach. No all the articles presented justifica-
tion for FG use. The developed profile shows that FG use is
mainly justified by the need to better understand the experi-
ences of people who use CMH services and to evaluate the
performance of the mental health care system developed for
various service user groups (Mgutshini 2010; Ardila Gymez
2014; Girard et al. 2014; Sweeney et al. 2015; Sandhu et al.
2016). FG use is also justified in the following ways:

(a) By the findings and positive experiences of FG use by
other authors (Burton et al. 2015);

(b) By the fact that interaction yields better understanding
of the studied phenomenon (Dieleman 2014; Girard
et al. 2014);
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(c) By emphasising a local narrative and acquiring knowl-
edge from those directly involved (Eriksson and Hum-
melvoll 2012; Sweeney et al. 2015);

(d) By the exchange and meaningfulness of experiences
(Lloyd-Evans et al. 2015; Moltu et al. 2013);

(e) By recording participants’ (Panayiotopoulos and Ker-
foot 2013); and

(f) By assessing the adequacy of the content (Sandhu et al.
2016).

FGs were generally implemented as part of various
research models: participative research model (Graham et al.
2014), pilot study (Sundar et al. 2012), comparative phe-
nomenological study (Mgutshini 2010), and action research
and intervention study (FG one of the evaluation methods)
(Graham et al. 2014; Lloyd-Evans et al. 2015). There is also
a flexible combination of methods (Starnino et al. 2014),
use of similar questions for different participant groups for
subsequent data triangulation (Proudfoot et al. 2010), and to
enable a view from multiple perspectives (Mgutshini 2010;
Starnino et al. 2014; Lloyd-Evans et al. 2015).

The number of participants in each FG is not always
specified, but it ranges between 3 and 30 participants. Par-
ticipants were aged range between 16 and 78. Recorded par-
ticipants’ characteristics included their gender, ethnicity, pri-
mary medical diagnosis, social status, duration of using the
service/contact with the services, profession, social expo-
sure, and referrer. FG characteristics include descriptions of
whether it is a permanent group where members know each
other, whether it is assembled for the opportunity, and which
participant characteristic makes the group homogeneous or
heterogeneous. The location of implementation is also pre-
sented; it can be known to participants, familiar, nearby, or
a public space at a health organisation or local community
centre. The most common FG participant sampling methods
in the articles were: purposive, convenience, and quota sam-
pling. Contributing factors for mental health service users’
participation included: personal acquaintances, introduction
through co-workers in community services, public invita-
tion, invitation to participate as part of training/education,
prior visit 14 days before implementation, personal explana-
tion of the research and discussion of participation, or prior
consultation with a practitioner on user’s ability to consent
followed by invitation to participate.

When reporting on obtaining consent, authors empha-
sised either obtaining consent via ethics committees, per-
sonal and written consent from participants, or considering
international documents on research and codes of ethics.
Girard et al. (2014), for instance, refer to international
documents and specify that additional consent by an
ethics committee was not necessary; they did, however,
obtain personal consent from participants. It is evident that
another common motivational method for participation is
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Table 1 Results of analysis of FG use presentations

Source Subject of study Items
Mgutshini (2010) Experiences of people using mental health services ~ — Number of FGs
Proudfoot et al. (2010) Attitude of people with mental health problems — Target population

Douglas et al. (2011)

Eriksson and Hummelvoll (2012)

Sundar et al. (2012)

Makdisi et al. (2013)

Moltu et al. (2013)

Stenfert Kroese et al. (2013)
Panayiotopoulos and Kerfoot (2013)

Shefer et al. (2013)
Ardila Gymez (2014)
Dieleman (2014)

Girard et al. (2014)

Graham et al. (2014)
Starnino et al. (2014)
Burton et al. (2015)
Lloyd-Evans et al. (2015)
Sweeney et al. (2015)
Sandhu et al. (2016)

Zupanci¢ and Pahor (2016)

towards using a programme for monitoring and
managing depression, anxiety, or stress on a mobile
phone or on the Internet

Causal link between intensive use of plants with
calming effects (khat) and the presence of severe
mental health problems in people from various
vulnerable groups

Experiences of a risk society by mentally disabled
people

Understanding the meaning and complicated practice
of working with people with mental health prob-
lems and disabilities who are members of different
cultures

Understanding the needs of people with acute
psychosis

Experience of own integration into the research
process from the viewpoint of people with mental
health problems as service users

Gender differences in responses to current services
by people with mental health disabilities

Efficiency and operation of supported employment
for people with mental health problems

Cultural beliefs regarding mental health problems

Evaluation of community mental health services

Needs of people with mental health disabilities
involved with the criminal justice system, accord-
ing to services

Experiences of cooperation between outreach team
members and homeless people with mental health
problems

Development of user-generated quality standards for
young people with mental health problems

Evaluating and recognising differences in the spiritu-
ality of people with severe mental health problems

Measures for lowering cardiovascular disease risk for
people with mental health disabilities

Acceptability of programme for early detection of
mental health disabilities

Experience of continuous treatment by people with
mental health problems

Service user experiences of mental health service
development

Differences in understanding the role of non-govern-

mental organisations in the mental health support
network by various stakeholders

— Justification for use

— Number of participants

— Characteristics of participants

— Characteristics of groups

— Implementation location

— Sampling

— Motivation techniques to encourage participation
— Consent for implementation

— Implementation process

— Circumstances and adaptations

— FG duration

— Moderator’s role/experiences

— Process of analysis

— Limitations of the research

— Advantages of FG use

— Use of techniques for extending validity
— Goal achievement

— Guidelines for further work

payment or reward (e.g., $20,
2011; Makdisi et al. 2013; Burton et al. 2015). An addi-
tional means of motivating participants to engage and per-
severe for the duration of the FG is providing snacks, fruit,
and coffee (Zupanci¢ and Pahor 2016).

€20, £20) (Douglas et al.

Descriptions of implementation procedures, circum-
stances, and adaptations were scarce. They included
observers taking notes, a translator, a key employee from
the organisation, whether the process was non-, partly, or
completely structured, and details of the group dynamics.
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FG duration was between 45 and 120 min. The descrip-
tion of the moderator included the number of modera-
tors participating in the research, the moderators’ level
of experience in research and with the population, and
their role as promoters of interaction and ensuring that all
participants are aware and respond confidently and in an
adequate manner. Due to the target groups’ characteristics
and to achieve the research goals, adaptations were intro-
duced into the FG implementation, particularly regarding
the number of participants to ensure participation and into
the FG workflow. The profile of adaptations includes the
following activities:

(a)
(b)

Particular attention to motivating participation;
Attention to the use of agreed-upon terminology (e.g.,
‘believe’ is replaced by ‘think’) (Sandhu et al. 2016);
Addition to the recording of minutes (Graham et al.
2014);

Efforts for detailed knowledge and understanding of
content by moderators (Makdisi et al. 2013);
Providing information via interpreter (Douglas et al.
2011); and

Enabling participants to come and go during FG activi-
ties (Zupanci¢ and Pahor 2016).

()
(d)
(e)
®

The data analysis process was similar in all studies, i.e.
audio recording, literal transcription, content analysis, analy-
sis according to guidelines of specific authors: Krueger and
Casey (2002), Patton (2002), Laverty (2003), Smith et al.
(2009) and others. Most authors analysed/coded the prepared
text with NVivo 9 software.

The developed map of items (see Table 1) was reformat-
ted into a profile for reporting on FG implementation when
researching the experiences of CMH service users, and
developed by extending the checklist the researchers used
as a baseline (Tong et al. 2007). The process of preparing a
profile for reporting on FG is presented in Fig. 2.

Two basic items were identified in this research which
enriched Tong’s checklist. Taking into account all identified
items and meaningful aggregation of the profile for reporting
on FG, which we named the “new checklist” for reporting on
the use of FGs when researching the experiences of CMH
service users includes 14 items described in detail below:

1. Subject of study: definition of the core subject of

research;

2. Purpose of study: definition of research purpose, objec-
tives, and questions;

3. Research plan: study approach, use, and non/hierarchi-

cal combination of methods;

Tong, Sainsbury,

Results of analysis of FG use

A profile for reporting on

participation
Research team and

Analysis and

| & Craig, 2007 presentations FG: the “new checklist”
Study design: B 1. Number of FGs i 1. Subject of study
- theoretical 2.Target population 2. Purpose of study
framework 3. Justification for use 3. Research plan
4. Number of participants 4 4. Scientific justification and
Participant 5. Characteristics of participants theoretical framework
selection: 6. Characteristics of groups for FG use
- setting 7. Implementation location 5. Sampling
- data — 8. Sampling ~| 6. Characteristics of the
collection 9. Motivation techniques to encourage participant group (sample)

10. Consent for implementation

reflexivity: 11. Implementation process
- personal 12. FG duration
characteristics 13. Circumstances and adaptations
- relationship with 14. Moderator’s role/experiences
patients 15. Process of analysis

16. Limitations of the research
17.Advantages of FG use

findings: 18. Use of techniques for extending
- data analysis validity
- reporting 19. Goal achievement

20. Guidelines for further work

7. Circumstances of FG
implementation
8. Ethical questions
9. Data collection
10. Data on the moderator
11. FG workflow and
{ necessary adaptations
12. Data analysis
13. Achieving the set
objectives with FGs
14. Advantages, limitations,
and measures for extending
validity and guidelines for
further work

—

—

Fig.2 Process of preparing a profile for reporting on FG
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4. Scientific justification and theoretical framework for
FG use: reason for the use of the FG method and theo-
retical clarification; equivalence of using this method
in combination with other methods; analytical models,
etc.;

5. Sampling: sampling method, sampling approach
method, estimated/final sample size, non-participation
(how many people rejected inclusion or were elimi-
nated from the sample), sample composition;

6. Characteristics of the participant group (sample): num-
ber, demographic characteristics, group continuity;
relationships established before the beginning, partici-
pants being acquainted with the moderator/interviewer;
number of members, characteristics, deviations from
the expected pattern;

7. Circumstances of FG implementation: number, FG
repetition, location, presence of outside participants
(in addition to participants and researchers);

8. Ethical questions: approval of ethical committees (why,
yes/no), informed consent, adopted agreements;

9. Data collection: outline of questions (how was it devel-
oped/was it pilot tested), re-implementation, audio/
video recordings, FG duration, data saturation, records
returned for revision,;

10. Data on the moderator: not/overlapping the role of
moderator and researcher, personal characteristics of
the moderator, mandate, profession, gender, experi-
ence, moderator’s characteristics as described by par-
ticipants;

11. FG workflow and necessary adaptations: prior agree-
ments, prior written completion of personal data, ena-
bling participation without signing an attendance list,
possibility to leave/arrive at any time, interruptions,
inclusion of motivational elements;

12. Data analysis: information on number of codes,
description of coding, topic development, software
used, participant feedback according to the findings;

13. Achieving the set objectives with FGs: presentation of
findings, consistency of data and findings, clarity of
main topics, clarity of minor topics;

14. Advantages, limitations, measures for extending valid-
ity: critical assessment, proposals for extending valid-
ity, and guidelines for further work.

Discussion

To answer the research questions, this paper’s researchers
performed content analysis of 20 selected scientific articles
reporting on scientific findings obtained using FGs with
CMH care service users. Based on the analysis of selected
articles, the researchers deduced that authors do not place
enough attention on presenting their use of FGs. The use

of the prepared checklist for reporting on the use of FGs to
obtain data from the viewpoint of CMH service users’ can
have a positive impact on the clarity of the scientific find-
ings presented. The experiences of implementing FGs, and
the adaptations to the process of obtaining data from the
perspective of people with mental health problems when
conducting research on CMH reveal the problem of limited
access to the issue for the selection of FG participants.

The map of items for presenting FG use, which was devel-
oped because of a content analysis of the selected articles,
introduces advantages for researchers using and reporting
on the use of FGs when collecting data from the perspective
of CMH service users. However, when comparing the map
with the Tong et al. (2007) checklist, conceptual differences
became evident. Tong et al. (2007) focused on both the theo-
retical and applied levels of FG use and implementation in
three domains: research team and reflexivity; study design,
and data analysis and reporting.

The checklist suggested here is based on the COREQ
Checklist (Tong et al. 2007) and has been remodelled after
considering the experience of the present researchers.
Researchers of focus group use in CMH health more on the
studied topic than on the theoretical bases of FG use. The
developed checklist was updated with missing items. The
resulting new checklist was created as an added value to the
present research, in accordance with previous research and
FG presentations.

The new checklist includes 14 items outlined with
descriptors. Items are given in order of the research process.
The present researchers estimate that the main advantage of
such a structure is the checklist transparency, which leads to
systematic reporting.

Presentation of scientific findings obtained by using FGs
with CMH care service users must include the presentation
of the FGs’ implementation and its necessary adjustments
(checklist point 11). The researchers believe that such a
checklist would increase attention to reporting adjustments
that have been made in the research process, and subse-
quently discussing them from the point of view of the valid-
ity, verifiability and comparability of findings. Systematic
comprehensive reflection of the experience of the FGs can
lead to consideration if the data really reflect service users’
experiences, or are not perhaps socially acceptable answers.

Scientific Justification for FG Use with Community
Mental Health Service Users

Scientific justifications for FG use when obtaining data from
the viewpoint of CMH service users is scarce in the selected
articles. The descriptions are, however, in accordance with
the scientific justification for FG use in methodological arti-
cles (Krueger and Casey 2002; Onwuegbuzie et al. 2009;
Then et al. 2014). A noteworthy example of a scientific
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justification is the article by Makdisi et al. (2013), which
describes FG use as the most adequate method because

(a) Its interactive nature helps establish mutual support
between members and enables simplification of dis-
cussions, adding new perspectives and responses (more
information is generated rather via individual inter-
views with the same number of participants);

(b) It helps investigate sincere attitudes and beliefs (the
discussion is usually less formal than in one-to-one
interviews); and

(c) It helps reveal the true language the participants use.

There is also an emphasis on the importance of cumula-
tive data collection according to the purpose of the study. In
fact, group interactions have the potential to produce new
information; the greater the weight of the participants’ opin-
ions, the smaller the researcher’s impact must be (Moltu
et al. 2013).

Ardila Gymez (2014) expresses concern that a vulner-
able group may not be able to realistically evaluate a pro-
gramme they depend on. Busfield (2000), on the other hand,
draws attention to the fact that those who work in health care
can—as seen in Foucault’s (1977) perspective—be called to
re-evaluate their understanding of power and power-related
repression. Busfield emphasises that a change of view is
only possible without resistance to power relationships. In
his opinion, Habermas’s (1976) view can help develop rec-
ommendations for change by encouraging communication
between all interested parties. More open communication
can provide open interaction between all possible sides,
including people with mental health problems. He suggests
a combined Foucault and Habermas approach: “all interested
parties must work together”. The importance of including
FGs with service users in CMH research is certainly not only
due to scientific justification of the research methodology,
but it is also an opportunity for service users to participate
in evaluation and decision-making mechanisms within CMH
care development.

Adaptations, Limitations, and Opportunities of FG
Use with Mental Health Service Users

What are the experiences of FG implementation in CMH
research regarding the adaptations necessary to obtain data
from people with mental health problems? There is no sin-
gle answer to this question, as the authors did not provide
much information. When comparing generally established
FG implementation standards (Vaughn et al. 1996) with the
content analysis results of the selected publications, it can be
noted that there are various adaptations in FG implementa-
tion for this group. Due to the characteristics of the target
group, adaptations are introduced, particularly regarding
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number of participants, sampling, the FG workflow, and
ensuring participation. In the research on the role of NGOs
within the support network for people with mental health
disabilities (Zupanci¢ and Pahor 2016), the sampling phase
introduced adaptations in accessing CMH service users
through NGOs. In general, however, based on the present
researchers’ experience, as a viable aspirational ethical
stance for the research community (Lahman et al. 2011),
this method helped collect more data in terms of a larger
number of different participants.

Compared to other research and FG presentations, the
open-type FG is another adaptation not yet mentioned; it has
proven to be feasible and successful. The profile of adapta-
tions has so far mainly included activities such as focus on
motivating to participate, emphasis on use of agreed ter-
minology (Sandhu et al. 2016), addition of recording the
minutes (Graham et al. 2014), care for the moderator’s accu-
rate knowledge and understanding of context (Makdisi et al.
2013), and informing via interpreter (Douglas et al. 2011)
etc.

In most of the articles, it was impossible to differentiate
the limitations of FG use from the limitations of the rest
of the research. Burton et al. (2015) emphasise that it is
essential to take into account the limitations of the research.
The highlighted limitations mainly stem from the size and
composition of the sample, making it impossible to general-
ise the results. Starnino et al. (2014), for instance, point out
that only motivated participants took part in the research.
Girard et al. (2014) mention the issue of the lack of vari-
ability in terms of the participants’ mental health, as the
more or less acute phases provide for different forms and
patterns of contact between all participants. It is evident that
most issues stem from sampling. Samples primarily include
‘non-problematic’ service users, which is a significant limi-
tation that must be clearly presented when reporting on FG
implementation.

On the one hand, payment as motivation to participate
is acceptable, as the target group is, on average, finan-
cially deprived. On the other hand, a fundamental principle
of working at NGOs is volunteering when taking part or
actively collaborating. Rifkin (2003) emphasises that the
notion of empowerment grows inside the individual and
power cannot be donated; however, it is reasonable to cre-
ate opportunities for empowerment. Taking part in FGs is
one such opportunity for empowerment. Linhorst (2005)
differentiates between empowerment through health care
planning, choice of accommodation, collaboration in shap-
ing public policy, employment, taking part in research,
and active involvement in assistance programmes. In this
manner, people with mental health problems improve their
individual perceptions of personal control, and thus directly
influence their own health (Laverack 2006).

There are disadvantages in conducting this FG, such as:
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(a) Not openly talking about one’s views and experiences
(Graham et al. 2014);

(b) The danger of certain views being silenced (Moltu et al.
2013);

(c) The sensitivity of the research regarding the participa-
tory approach for people with a mental health crisis
(Makdisi et al. 2013);

(d) The lack of individual data for comparison or explana-
tion of potential links (Sandhu et al. 2016); and

(e) Frank warning about the difficulty of FG implementa-
tion involving the particular group of participants (Gra-
ham et al. 2014).

These issues show the need for an experienced moderator
with knowledge and understanding of the context to achieve
the research objectives. The issue of moderators’ experience
not only limits the research, but also presents a potential risk
for participants when moderators pass from identifying users’
needs to the level of encouraging them to relive personal
experiences.

Advantages described by authors include a complex
research plan that leads to the view of the studied issue from
multiple perspectives, thus producing new knowledge (Mguts-
hini 2010; Starnino et al. 2014; Lloyd-Evans et al. 2015). The
final analysis of data collected using different methods is gen-
erally based on data triangulation. One of the advantages men-
tioned is the use of triangulating sources as methods (Sweeney
et al. 2015). In any case, it is important to verify whether indi-
vidual methods are considered (non-)equivalent (Creswell
and Clark 2007). Zupanci¢ and Pahor’s (2016) analysis of
data collected from combining qualitative and quantitative
methods showed the differences in the descriptions of NGOs’
role within the mental health support network among various
stakeholders. The differences are linked to their integration
into NGO activities and are apparent in the amount of criticism
of NGOs. This can represent an obstacle in the processes of
integrating NGO’s into the public health support network at
the local level.

Guidelines for further work must also be outlined (basis
for further research, implementation of findings into practice,
impact on policy, theory development). Despite naming sev-
eral advantages of their research, Makdisi et al. (2013) leave
it to the reader to judge the quality of the presented research.
In order for the reader to be able to judge the quality of the
selected research, the author must report responsibly not only
on the research findings, but also in accordance with the newly
developed profile for presenting FG use (Makdisi et al. 2013).

Opportunities for Further Research and Limitations
of the Study

This study provides further opportunities based on the new
checklist developed for reporting on FG use with service

users. It represents a substantial scientific basis to promote
FG use as a means of enabling and achieving necessary user
participation at all levels and in all processes. The study
limitations are related to sample selection and crosssectional
design, which limit the findings’ generalisability to a certain
extent. In the future, it is advisable that the overview include
researchers’ experiences regarding the necessary adaptations
for implementing this method with mental health service
users according to various risk factors and their combina-
tions, whether the service users are in a CMH setting or
undertaking institutional treatment.

Conclusion

There are shortcomings in the reporting on the scientific
merits of FG use and adaptations in its implementation
while researching the experiences of CMH service users.
They point to a need for increased focus on reporting, in
order for FG use to become more productive. The profile
for presenting FG implementation we developed (the “new
check list”) shows the possibility of a more productive use of
FGs in CMH research in terms of the comparability, verifi-
ability, and validity of findings. FGs are not only useful as
a scientific research technique, but also for ensuring ser-
vice users’ participation in decision-making mechanisms in
CMH, and evaluating the quality of the mental health system
and services.
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