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reflection on the relationship between the parent and health visitor, as well as more intuitive reactions. In
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described as the most informative setting in which to develop an understanding of the parent-child
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Conclusions: Health visitors use complex strategies to integrate information about parent-child relationships.
These strategies are acquired in a variety of ways, but receive little emphasis during basic professional

training.
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Abstract

Background: Health visitors (HVs), also known as public health nurses, in the UK
provide a universal community-based service to preschool children and their parents.
Since they have ongoing supportive contact with almost all mothers and young children
they have opportunities to identify problems in the parent-infant relationship: for example
during developmental screening, home visits and immunisation clinics. Research into the
role of screening for problems in the parent-child relationship in early childhood is sparse

and little is known about how such problems are currently identified in the community

Objective: To explore the approaches taken by health visitors (HVs) to identifying

problems in the parent-child relationship

Design: focus group study.

Setting: Glasgow, Scotland

Participants: 24 health visitors sampled purposively



Results: Multiple sources of information were used by health visitors in assessing parent-
child relationships. These include use of known risk factors, knowledge of local norms,
direct observations of behaviour, reflection on the relationship between the parent and
health visitor, as well as more intuitive reactions. In many cases understanding
difficulties in parent-child relationships involved piecing together a jigsaw over a
considerable time span. Continuity of relationships appeared to be crucial in this task.
Home visits were described as the most informative setting in which to develop an
understanding of the parent-child relationship. Participants reported a lack of formal
training in the assessment of parent-child relationships and were keen to obtain more

training.

Conclusions: Health visitors use complex strategies to integrate information about
parent-child relationships. These strategies are acquired in a variety of ways, but receive

little emphasis during basic professional training.

Keywords: Child Development; Community Health Nursing; Focus Groups; Parenting



What is already known on this topic

e Difficulties in attunement between parent and child can have profound effects on

aspects of cognitive and social functioning

e Health visitors (public health nurses) are uniquely well placed to identify

problems in the parent-infant relationship

e Little is known about how problems in the parent-child relationship are currently

identified in the community

What this study adds

e Multiple sources of information were used by health visitors in assessing parent-

child relationships

¢ In many cases understanding difficulties in parent-child relationships required

continuity in the relationship between health visitors and families.

e Participants reported a lack of formal training in the assessment of parent-child

relationships and were keen to obtain more training.



Introduction

There is a large body of literature on the crucial importance of parent-child interaction in
the first years of life (Bailey et al. 2001; Goldberg 2000) . Difficulties in attunement
between parent and child can have profound effects on aspects of cognitive and social
functioning including stress responses and language development (Schore 1997;
Trevarthen 2001). Research on post-natal depression has shown that children of
depressed mothers may have lasting cognitive difficulties (Murray & Cooper 1997) and
behavioural problems (Morrell & Murray 2003), and these are likely to be a consequence
of difficulties in the early parent-child relationship. Harsh parenting is known to interact
with child temperament in increasing risk for conduct disorder (Scaramella & Leve
2004). Other problems in the child-parent relationship may arise from
neurodevelopmental disorders such as autism spectrum conditions which are
characterised by distinctive patterns of social behaviour in the first year of life

(Zwaigenbaum et al. 2005).

Health visitors (HVs), also known as public health or child health nurses, provide a near-
universal community-based service to preschool children and their parents in the United
Kingdom (Hewitt et al. 1989), Ireland (Butler 2007), the four Scandinavian nations
(Ellefsen 2001; Larsson et al. 1996; Hakulinen et al. 1999; Skovgaard et al. 2005),
Australia (Briggs & Briggs 2006), New Zealand (Wilson 2001), the Netherlands, France
and Italy (Kamerman & Kahn 1993). Home visiting is a key component of services in
these countries, but the number of visits and their timing varies between the nations
(Kamerman & Kahn 1993): clinic-based immunisation and child health surveillance

services provided by nurses are more generally available. In contrast, Germany has a



post-neonatal home visiting services provided by social workers and physician-led clinic-
based child health services (Kamerman & Kahn 1993; Wendt 1999). Home visitation,
often provided by nurses, is also provided to families perceived as vulnerable in many
parts of the United States and Canada (Council on Child and Adolescent Health 1998;

Drummond et al. 2002; Duncan 1992b; Powell 1993).

Since they have ongoing supportive contact with parents and young children in a range of
settings, HV's have a unique opportunity to identify both problems in the parent-infant
relationship and child mental health problems, for example during developmental
screening, home visits and immunisation clinics. One study exploring pathways to a UK
child mental health service found that 82% of the parents of children under the age of
seven had discussed their problems with health visitors (Godfrey 1995). HVs are the
professionals most likely to identify and refer children with autism spectrum disorders
(Chakrabarti & Fombonne 2005). They have also been shown to recognise emotionally
damaging family dynamics (Rushton 2005) and a Swedish study (Aurelius & Nordberg
1994) demonstrated that home visiting nurses are able to make valid assessments of the

degree of psychological risk to infants during neonatal visits.

Service users have identified high levels of satisfaction with HV services and HVs are
perceived as reliable, available and non stigmatising (O'Luanaigh 2002). Parents of
young children with psychiatric problems often state that the HV is the only person with

whom they can discuss their problems (Godfrey 1995).

There is substantial evidence that community-based nursing can have a major impact on

the mental wellbeing of children and young people. For example, in a 15 year follow up



of a randomised trial of an intensive home visitation programmes to high risk families in
the USA, (Olds et al. 1998), the intervention group had fewer instances of running away,
fewer arrests, fewer sex partners and consumed less alcohol. A further trial using the
same intervention demonstrated that much stronger effects were obtained when nurses
delivered the visitation programme nurses than when it was delivered by lay home
visitors (Olds et al. 2002), possibly as a result of greater emphasis by nurses on physical
health and parenting advice (Korfmacher et al. 1999). In a multi-centre trial in the UK,
health visitors trained in the Family Partnership Model provided weekly home visits from
six months antenatally to 12 months postnatally in the intervention group. At 12 months,
differences favouring the home-visited group were observed on an independent
assessment of maternal sensitivity and infant co-operativeness (Barlow et al. 2007). The
Solihull approach to infant mental health, in which health visitors play a pivotal role, has
been shown to reduce parenting stress and health visitor ratings of the severity of

behavioural problems (Milford et al. 2006).

Health visitors are thus in a good position to identify dysfunctional parent-child
relationships and they are uniquely well placed to deliver effective interventions
(Hakulinen et al. 1999; Olds et al 2002). It is therefore surprising that there appears to be
so little peer-reviewed literature on how HVs identify those families to which they
potentially have most to offer.. While there are a number of reports on the role of health
visitors in identifying children in need of statutory protection (Appleton 1994a; Appleton
1994b; Duncan 1992; Ling et al. 2000) we have been unable to find any literature on how

HVs identify, more subtle problems in the relationship between parents and children.



This paper reports on how HVs in one large Scottish city identify difficulties in the early

parent-child relationship

Methods

We used focus group discussions which have been shown to be particularly successful in
eliciting the views of professional peer groups by encouraging debate on sensitive issues

within a supportive setting (Kitzinger & Barbour 1999).

Purposive sampling (Kuzel 1992) was used to recruit HVs with a range of characteristics,
including age, gender, length of experience and locality (affluent or deprived) of
employment. Participants, who had received an introductory letter from the investigators,
gave details of their work and written consent for recording at the beginning of the focus
group interviews. Apart from the male HV group, which was recruited city-wide, our
samples were drawn from the HVs working in identified geographical areas of the city.
The HVs who participated in the focus groups were employed in a range of settings —
including specialist services for high-risk families, but most were attached to general
medical practices working in defined geographical areas which also provided the sites for

the focus groups.

We ran six focus groups comprising 24 HVs in total, including one group working in an
affluent area, one group of newly qualified HVs and a group of male HVs. Participants

represented 20-50% of the eligible HV population in each area. Four health visitors (two
females working in the affluent area and two males) were invited but did not participate.

Only one participant was non-white, reflecting the ethnic background of most HVs in the



city. One of the deprived areas has a substantial ethnic minority population, though even
in this area the white population is in the majority. Most of the participants’ clients were
therefore white but some of the HV's had a substantial ethnic minority workload. Our
sample included both newly qualified HVs and several with 20 to 30 years experience.
Nevertheless, the youngest HV was in her early 30s. Several had worked in a variety of
clinical posts and some had postgraduate qualifications reflecting the relative maturity of
this professional group. Our sample size was determined by the capacity for comparison:
the diversity covered in a relatively small number of focus groups allowed us to make
meaningful and systematic comparisons with respect to a number of characteristics such
as length of experience and socio-economic status of clients. The composition of the
groups afforded the possibility of making both inter- and intra-group comparisons

(Barbour, 2007).

A brief topic guide was developed to explore the range of approaches to identification of
problems used by HVs. The topic guide was developed before the project began through
extensive discussion within the research team which comprised two HVs, one general
practitioner, a child psychiatrist, a child psychologist and a medical sociologist. Groups
were facilitated by two members of the research team, one of whom (CG or MC) was a
qualified HV. We aimed to look at routine practice in straightforward situations through
to complex situations in which there was considerable uncertainty. We selected a video
excerpt (from the BBC programme ‘Baby Love’) illustrating a family interaction likely to
give rise to different interpretations. This involved a depressed mother who, while
managing to perform basic care tasks, struggled to comfort her twins. The video was

shown at the beginning of group discussions as stimulus material and facilitated



comparison between groups. Group discussions were recorded and transcribed verbatim.
Coding and data retrieval were aided by use of the analytical package Atlas Ti

(www.atlasti.de). Inter- and intra-group differences were explored using the constant

comparative method of data analysis (Ruston et al. 1998).

The research team met on several occasions and developed a consensus coding frame,
paying particular attention to differences in our interpretations, which often stemmed
from our varying disciplinary backgrounds (Barbour, in press). Transcripts were coded
using this frame and were subsequently cross-checked by at least one other team member
to ensure that definitions of coding categories were being consistently applied. The
analysis was conducted by PW and RB and elaborated by all the authors. The data were
systematically interrogated in order to identify patterns and any exceptions or
contradictions were closely examined (Barbour, 2001). This ensured that the data were

fully mined and that alternative explanations were routinely considered.

The study was approved by the Greater Glasgow Primary Care Trust Research Ethics
Committee in August 2003. Our use of quotations and the first draft of this paper were

approved by participants. Pseudonyms are used throughout the paper.

Findings.

1. HV role and remit

Health visitors described their involvement in assessing relationships between parents
and children during visits to new mothers and their babies, in routine child health

surveillance at clients” homes or in clinical settings, and in immunisation sessions. HVs

highlighted the large numbers attending immunization clinics and this was thought to


http://www.atlasti.de/

militate against opportunistic assessment activities. Virtually all of the discussion on

identifying problems in the parent-child relationship focussed on home visits:

Lisa I think when you do a two-year assessment where I am normally in the house,
you are seeing the environment and you are seeing the interaction between the

parent and the child and whoever is in the house.

Focus group 1, deprived area

HVs also provided accounts of how they sought to augment their observations in cases
where there were concerns about families. Interestingly, differences in approach were
reported by health visitors working in deprived and affluent areas: opportunistic ‘drop-in’
visits being commonly employed in deprived areas whereas in more affluent areas
scheduled appointments were deemed necessary. Some of the HVs had worked in both

types of locality and were able to highlight these differences to the researchers.

2. Identification of problems

1) Objective indicators of risk. Although the health visitors were unable to specify which

parts of their training had covered assessment of the parent-child relationship (with most
claiming never to have received any relevant training) it was evident from their accounts
that they were drawing extensively from the evidence base, including checklist-type
approaches. Frequent mention was made of characteristics of parents which would alert
HVs to the potential for problematic parent-child relationships. Such characteristics

included having been in care; alcohol dependence or misuse; drug use; or living in sub-

10




standard housing. Not surprisingly, it was the recently-qualified health visitors who were

most explicit about their use of such guidelines:

Participants also drew on less clear-cut indicators:
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If you go into a place that is really inappropriately hot or cold, like a cold
environment and the child is in there and they are not dressed appropriately
as well. I’m just thinking of examples that [ have been in. Or the housing
situation like the accommodation and the furniture and it’s not appropriate

for a large family, they have got minimal furniture.

Focus group 1, deprived area

i) A. Behavioural observations — Parents’ behaviour with the child. The most

commonly mentioned indicator relied upon by the HVs was the way in which babies

were held:

Fiona I think it is particularly how they hold the baby. Do they look at the baby when
they are talking to it? Are they holding it lovingly or are they holding it like

this? [demonstrates holding the baby roughly]

Focus group 1, deprived area

This was used as a potential discriminator between problematic and unproblematic
relationships and some participants acknowledged that not all parents could use such
skills instinctively. Interestingly HVs working in the affluent area reported that they had

not encountered problematic patterns of holding.

Related factors which also gave cause for concern included attending to mechanical tasks
(eg dealing with feeding or dressing) without looking at or interacting with the baby, not

enjoying the baby, difficulty in showing affection. In response to the video clip some of
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the HVs described the mother as behaving towards her children as she would towards a

dog:

Reassuring features included appropriateness, child centredness, showing affection,

comforting etc.

Alarm bells were also triggered where mothers had what were seen as inappropriate

expectations of their infants:

B. Behavioural observations: children’s behaviour. Direct observations of the behaviour

of young children, apart from disruptive behaviour among older preschool children and

(in one case) screaming, were rarely mentioned as a useful source of information about



the relationship between parent and child. The physical health of children was also rarely

acknowledged as a relevant factor.

C. Behavioural observations: parents’ behaviour towards the HV. In some cases,

participants talked about unusual types of relationships with the HV as the trigger for

concernm:

iii)  Emotional reactions

Some of the HVs talked about instinctive or emotional responses to situations which

raised serious concerns:




Irritation with families was also described as a potential diagnostic tool:

3. Interpretation

Although, as we have seen in the previous section, the HV's drew on the evidence base in
identifying potentially problematic situations, their work also involved considerable

subtlety in interpretation in terms of taking the context into account. Several of the health



visitors, notably those with experience of working in both deprived and affluent localities

reflected on how behaviour that would be viewed as problematic in one context is viewed

differently when it occurs in another context. An example is provided by how HVs view

parents who do not prepare adequately for the birth of a baby:

Paul

The actual thought of sitting down and reading about it and trying to
understand it and before you actually do it, or before the baby is delivered is

something that you can see that a lot of parents don’t necessarily do ....

Focus group 6, male HVs

Other mitigating factors related to the acknowledgement of the legacy of sub-optimal

parenting patterns which were frequently presented as a feature of working with families

in deprived communities. These factors led HVs, on some occasions, to explain a

behaviour rather than to use it in order to identify problems in the parent-child

relationship.

Rona

The majority of the women probably don’t realise that there is an issue and
think it is absolutely fine to yell at your kid across the room, I think that is

because that is all these women know.

Focus group 1, deprived area

Some of the HVs, however, were aware that this could skew their judgement with the

potential to under-estimate problems for deprived parents, whilst perhaps amplifying

concerns in relation to middle class parents.

16




There were different types of reports of problems in verbal communication among

affluent and deprived families.

Susan Quite often I find myself saying, especially if a Dad is there, to parents, I’ll
talk to the baby and I’ll say ‘you can repeat, you can recite a shopping list, it is
just the way you say it’.

Focus group 2, deprived area
Paul Also, she kept referring to the children and communicating with them in a way

that was far beyond their level of understanding for their age. (referring to the

middle class mother in the video stimulus material)

Focus group 6, Male HVs

HVs also spoke about the difficulty of identifying problematic patterns of behaviour

against the backdrop of “generalized depression” (Dougal, male HV group)

As well as seeking to understand behaviour within the broader social class context, HVs

often sought to augment information they held about families, drawing as a resource on

the continuity afforded by the nature of their role and remit. One of the recently qualified

HVs, for example, talked at length about the differences between relatively clear-cut

situations and those where it took much longer to establish that a problem existed:

Lorna

I think if there’s relationship problems, which sometimes smacks you in the

face in your first visit, that you know you just instinctively can tell that things

17




HVs recounted how they sometimes used situations opportunistically in order to allow

them to build up a more complete picture of families:




Rather than simply capitalizing on their repeated contact with mothers, HVs also actively
sought supplementary information. The following excerpt from the discussion in the male
health visitors’ group provides an example of the lengths that they might go to,

employing a number of strategies to this end:

Moderator | Well, I was wondering first of all if it was you that was the person who

actually picked up that there was a problematic situation.

Dougal It was, but it was like very complex. It was like, maybe if | had been there
from the beginning I’d have picked it up earlier, but just going in after a year
and the previous health visitor had always found her a bit strange, but it was
just discussing between us that we really kind of started building up the
whole picture, you know. It was like a jigsaw. And once we’d got the whole
thing we just realised just how isolated she was, that how her mood swings
were so dramatic in the space of under a second basically. You know you
could be talking to her, the next things she just, you know even if you were
in the room, in the house, she always left the ornaments at the perfect level
for the toddlers, you know for the children, and you know there was advice,
you know, about child safety and putting them out of reach and she never
did, and you’d be there and one of the children would invariably go and take

an ornament and it was invariably the one, you know the favourite one ...

Moderator | So what was, what you were picking up was just the strange environment,

strange interaction with you, strange interaction with the children ...

Dougal And the fact that whenever you tried to turn the conversation to the children

19







Continuity of care was the most frequently cited factor in identification of difficulties:




4. Learning models

How do HVs learn to identify problems? Regardless of how recently they had trained,

HVs maintained that they had received no substantial formal training in understanding
parent-child relationships, either in their basic professional training as nurses or their
health visiting courses. Some confirmation of this is that the term usually used in
academic discourse on the security of the parent-child relationship - ‘attachment’ - was
only used once in all the focus groups, whereas the less precisely defined ‘bonding’ was

frequently used. Several reported feeling ill-equipped for their role as newly-qualified

HVs and sought help from multiple sources including colleagues:

22



Knowledge was held to be built up incrementally as health visitors acquired experience

of the area and insights developed through comparing individual cases they encountered.

‘Multiple apprenticeships’ were often described:

23



Several HVs acknowledged that their professional practice was informed by their own

experience of parenting as well as experience and peer support:
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Discussion

Our study was conducted in a single Scottish city, and it is possible that training and
practices of health visitors may differ elsewhere, both within the UK and further afield.
We believe, however, that many of the themes we have identified are likely to have broad

relevance — some of these are addressed below.

In light of much current concern about the future of the profession, the presence of HVs
as moderators may have helped the participants to trust the motives of the research team,
while the presence of other professionals might have facilitated the process of articulating
‘implicit’ aspects of professional practice. It was noteworthy that the vast majority of

group members were keen to describe their experiences to the moderators.

It was however also noteworthy that we needed to use stimulus material to define the
field of discussion, and on several occasions group members described their work non-
verbally (as exemplified by Fiona’s quotation in focus group 1) or in terms of ‘intuition’.
Our observations support the view frequently expressed by participants that they had

received little if any formal training in the analysis of social relationships between

25



parents and children. A strong desire for further formal training was also frequently

expressed.

Multiple sources of information were used by health visitors in formulating their
understanding of parent-child relationships (Appleton 1994a). These include use of
known risk factors (Appleton et al. 2004), knowledge of local norms, direct observations
of behaviour, reflection on the relationship between the parent and health visitor, as well
as more intuitive reactions (Appleton 1994a; King et al. 1997; Paavilainen & Tarkka
2003). In many cases understanding difficulties in parent-child relationships involved
piecing together a jigsaw over a considerable period. Continuity of relationships appeared

to be crucial in this task (McIntosh & Shute 2007).

Home visits were described as the most informative setting in which to develop an
understanding of the parent-child relationship (Vehvilainen-Julkunen 1994). We found it
somewhat surprising that clinic contacts and, in particular, immunisation sessions, were
not seen as being particularly useful. By definition, the attachment system is activated in
stressful situations and can only be assessed by careful observation of the child’s reaction
to stress and the parents’ capacity to help the child to moderate discomfort (Minnis et al.
2006). It is likely that time pressures during clinic and immunisation sessions make it
difficult to use this potentially informative situation most effectively, but this may be an
area worthy of observational research. The lack of emphasis given by participants to the
value of child observation in the assessment of parent-child relationships is also

noteworthy, and educational developments in this field could potentially be useful.

26



There are clear tensions between, on the one hand, performing observations of the parent-
child relationship and assessing the need for further support or intervention and, on the
other, the 'advice giving role' with which parents might feel more comfortable (McIntosh

& Shute 2007; Taylor & Tilley 1989). These dilemmas will be explored in a further

paper.

Conclusions

Health visitors use a range of techniques to make complex judgements about
relationships between children and their parents. As well as checklists and guidelines
(Appleton et al. 2004), HVs utilise their ‘intuitive’ responses (King et al. 1997;
Paavilainen & Tarkka 2003) and other types of ‘professional judgement’ (Appleton et al.
2004). While this approach may be sensitive, there are potential dangers in uncritical use
of such ‘internal models,” particularly in terms of culturally sensitive practice. While the
personal experience of professionals within their own family can be helpful in informing
sound judgement, there are clearly great dangers in using this as the over-riding frame of
reference. The more divergent the HV’s background from that of his or her client, the
more problematic we would expect the consequences of this approach to be. It may
therefore be appropriate to consider whether a form of supportive supervision such as that
used in social work or psychotherapy might be helpful (Byrne 1994). Informal
arrangements analogous to apprenticeships were reported by group members but formal
structures for discussing cases do not appear to be universally available. The peer group
is nevertheless clearly a crucial resource in helping many HVs formulate their difficult

casces.
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Many participants identified a need for further formal training in the understanding of
parent-child relationships. Areas of potential value might include the assessment of
attachment behaviours and classification of parenting styles. Such training would, in
addition to improving practice with families, help to avoid dysfunctional communications

with other agencies such as social work services (SNAP Research Group 2006).

Internationally, there have been many initiatives designed to help HVs provide support to
families with difficulties in parent-child relationships (for example Barlow et al. 2007;
Collins & Reinke 1997; Emond et al. 2002; Hewitt & Crawford 1988; McIntosh & Shute
2007; Olds 2002; Sanders et al. 2003). There are however far fewer reports of how best
to target the delivery of these interventions effectively towards those families who could
gain most from them, and most of these have been based on simple demographics — for
example Olds’ seminal work on intensive home visitation was aimed at a target group of
mothers who were in their teens, unmarried or living in deprived areas (Olds et al.
1998b). Guidelines, such as those developed for children who may require statutory
child protection measures, appear to offer a slightly more sophisticated approach - but
they may have limited value in practice (Appleton et al. 2004; Appleton 1994b). It is,
moreover, unlikely that simple guidelines could ever form the sole basis of complex
judgements about families who may benefit from more subtle types of intervention.
There have been a few reported attempts to improve assessment through supporting the
professional judgements of HVs. For example Solihull in the English Midlands (Milford,

et al. 2006) but such initiatives certainly appear to be in the minority.

Continuity of care appears to play a crucial role in health visitors’ ability to formulate

problems in families. It may be even more important in engagement with families and in

28



therapeutic interventions than in assessment (paper in preparation). The Hall 4 Report
“Health For All Children” (Hall & Elliman 2003) recommends that universal child health
surveillance should be more effectively targeted. The implementation of these

recommendations should pay regard to the value of continuity.

Ethics, Funding, Conflict of Interest.

The study was approved by the Greater Glasgow Primary Care Trust Research Ethics

Committee in August 2003.

The project was funded through Philip Wilson’s Primary Care Research Career Award,

provided by the Scottish Executive Health Department’s Chief Scientist Office.

The authors declare no conflicts of interest.

References

Appleton, J. V. 1994a, "The concept of vulnerability in relation to child protection: health

visitors' perceptions", Journal of Advanced Nursing, vol. 20, no. 6, pp. 1132-1140.

Appleton, J. V. 1994b, "The role of the health visitor in identifying and working with
vulnerable families in relation to child protection: a review of the literature.", Journal of

Advanced Nursing, vol. 20, no. 1, pp. 167-175.

Appleton, J. V., & Cowley, S. 2004, "The guideline contradiction: health visitors' use of
formal guidelines for identifying and assessing families in need", International Journal of

Nursing Studies, vol. 41, no. 7, pp. 785-797.

29



Aurelius, G. & Nordberg, L. 1994, "Home visiting to families with a newborn child",

Scandinavian Journal of Primary Health Care, vol. 12, no. 2, pp. 106-113.

Bailey, D. B. J., Bruer, J. T., Symons, F. J., & Lichtman, J. W. (eds) 2001, Critical

thinking about critical periods. Paul H Brookes Publishing Co., Baltimore, Maryland.

Barlow, J., Davis, H., McIntosh, E., Jarrett, P., Mockford, C., & Stewart-Brown, S. 2007,
"Role of home visiting in improving parenting and health in families at risk of abuse and
neglect: results of a multicentre randomised controlled trial and economic evaluation",

Archives of Disease in Childhood, vol. 92, no. 3, pp. 229-233.

Briggs, C. & Briggs, C. 2006, "Nursing practice in community child health: developing

the nurse-client relationship", Contemporary Nurse, vol. 23, no. 2, pp. 303-311.

Butler, S. 2007, "child protection or professional self-preservation by the baby nurses?
Public health nurses and child protection in Ireland", Soc.Sci.Med., vol. 43, no. 3, pp.

303-314.

Byrne, C. 1994, "Devising a model health visitor supervision process", Health Visitor,

vol. 67, no. 6, pp. 195-198.

Chakrabarti, S. & Fombonne, E. 2005, "Pervasive developmental disorders in preschool
children: confirmation of high prevalence", American Journal of Psychiatry, vol. 162, no.

6, pp. 1133-1141.

30



Collins, A. M. & Reinke, E. 1997, "Use of a family caregiving model to articulate the
role of the public health nurse in infant mental health promotion", Issues in

Comprehensive Pediatric Nursing, vol. 20, no. 4, pp. 207-216.

Council on Child and Adolescent Health 1998, "The Role of Home-Visitation Programs
in Improving Health Outcomes for Children and Families", Pediatrics, vol. 101, no. 3,

pp. 486-489.

Drummond, J. E., Weir, A. E., & Kysela, G. M. 2002, "Home visitation practice: models,

documentation, and evaluation", Public Health Nursing, vol. 19, no. 1, pp. 21-29.

Duncan, S. M. 1992, "Ethical challenge in community health nursing", Journal of

Advanced Nursing, vol. 17, no. 9, pp. 1035-1041.

Ellefsen, B. 2001, "Health visiting in Scotland and Norway: commonalties and

differences", Public Health Nursing, vol. 18, no. 5, pp. 318-326.

Emond, A., Pollock, J., Deave, T., Bonnell, S., Peters, T. J., & Harvey, 1. 2002, "An
evaluation of the First Parent Health Visitor Scheme", Archives of Disease in Childhood,

vol. 86, no. 3, pp. 150-157.

Godfrey, J. M. 1995, "Pathways to a child mental health service", Child: Care, Health &

Development, vol. 21, no. 4, pp. 223-232.

Goldberg, S. 2000, Attachment and Development Arnold, London.

31



Hakulinen, T., Laippala, P., Paunonen, M., & Pelkonen, M. 1999, "Relationships between
family dynamics of Finnish child-rearing families, factors causing strain and received

support", Journal of Advanced Nursing, vol. 29, pp. 407-415.

Hall, D. M. B. & Elliman, D. 2003, Health for all children Fourth Edition OUP, Oxford.

Hewitt, K. & Crawford, W. 1988, "Resolving behaviour problems in preschool children:
evaluation of a workshop for health visitors", Child: Care, Health & Development, vol.

14, no. 1, pp. 1-9.

Hewitt, K., Powell, 1., & Tait, V. 1989, "The behaviour of nine-month and two-year-olds

as assessed by health visitors and parents.", Health Visitor, vol. 62, no. 4, pp. 52-55.

Kamerman, S. B. & Kahn, A. J. 1993, "Home health visiting in Europe", The Future of

Children, vol. 3, no. 3, pp. 39-52.

King, L., & Appleton, J. V. 1997, "Intuition: a critical review of the research and

rhetoric.", Journal of Advanced Nursing, vol. 26, no. 1, pp. 194-202.

Kitzinger, J. & Barbour, R. 1999, "Introduction: the promise and challenge of focus

groups.," in , R. S. Barbour & J. Kitzinger, eds., Sage, London.

Korfmacher, J., O'Brien, R., Hiatt, S., & Olds, D. 1999, "Differences in program
implementation between nurses and paraprofessionals providing home visits during
pregnancy and infancy: a randomized trial", American Journal of Public Health, vol. 89,

no. 12, pp. 1847-1851.

32



Kuzel, A.J. 1992, "Sampling in Qualitative Inquiry.," in Doing Qualitative Research., B.

F. Crabtree & W. L. Miller, eds., Sage: Newbury Park, pp. 31-34.

Larsson, J. O., Aurelius, G., Nordberg, L., Rydelius, P. A., & Zetterstrom, R. 1996,
"Home visiting the newborn baby as a basis for developmental surveillance at child

welfare centres", Acta Paediatrica, vol. 85, no. 12, pp. 1450-1455.

Ling, M. S., & Luker, K. A. 2000, "Protecting children: intuition and awareness in the

work of health visitors", Journal of Advanced Nursing, vol. 32, no. 3, pp. 572-579.

Mclntosh, J. & Shute, J. 2007, "The process of health visiting and its contribution to
parental support in the Starting Well demonstration project”, Health & Social Care in the

Community, vol. 15, no. 1, pp. 77-85.

Milford, R., Kleve, L., Lea, J., & Greenwood, R. 2006, "A pilot evaluation study of the

Solihull Approach", Community Practitioner, vol. 79, no. 11, pp. 358-362.

Minnis, H., Marwick, H., Arthur, J., & McLaughlin, A. 2006, "Reactive Attachment
Disorder - a theoretical model beyond attachment.", European Child and Adolescent

Psychiatry, vol. 15, pp. 336-342.

Morrell, J. & Murray, L. 2003, "Parenting and the development of conduct disorder and
hyperactive symptoms in childhood: a prospective longitudinal study from 2 months to 8
years.", Journal of Child Psychology & Psychiatry & Allied Disciplines., vol. 44, no. 4,

pp. 489-508.

33



Murray, L. & Cooper, P. J. 1997, "Postpartum depression and child development.",

Psychological Medicine, vol. 27, no. 2, pp. 253-260.

O'Luanaigh, P. O. 2002, "Views held by service users and colleagues of health visitor

provision,", Community Practitioner, vol. 75, no. 4, pp. 139-141.

Olds, D., Henderson, C. R., Jr., Cole, R., Eckenrode, J., Kitzman, H., Luckey, D., Pettitt,
L., Sidora, K., Morris, P., & Powers, J. 1998, "Long-term effects of nurse home visitation
on children's criminal and antisocial behavior: 15-year follow-up of a randomized

controlled trial.", JAMA, vol. 280, pp. 1238-1244.

Olds, D. L. 2002, "Prenatal and infancy home visiting by nurses: from randomized trials

to community replication", Prevention Science, vol. 3, no. 3, pp. 153-172.

Olds, D. L., Robinson, J., O'Brien, R., Luckey, D. W., Pettitt, L. M., Henderson, C. R.,
Jr., Ng, R. K., Sheff, K. L., Korfmacher, J., Hiatt, S., & Talmi, A. 2002, "Home visiting
by paraprofessionals and by nurses: a randomized, controlled trial", Pediatrics, vol. 110,

no. 3, pp. 486-496.

Paavilainen, E. & Tarkka, M. 2003, "Definition and identification of child abuse by

Finnish public health nurses", Public Health Nursing, vol. 20, no. 1, pp. 49-55.

Powell, D. R. 1993, "Inside Home Visiting Programs", The Future of Children, vol. 3,

no. 3, pp. 23-38.

34



Rushton, A. 2005, "Negative parental treatment of the singled-out child: responses to the
problem by health visitors, social services departments and child and adolescent mental

health services,", Clinical Child Psychology and Psychiatry, vol. 10, no. 3, pp. 413-428.

Ruston, A., Clayton, J., Calnan, M., & Green, J. 1998, "Patients' action during their
cardiac event: qualitative study exploring differences and modifiable factors.

Commentary: Grounded theory and the constant comparative method", BMJ, vol. 316,

no. 7137, pp. 1060-1065.

Sanders, M. R., Markie-Dadds, C., & Turner, K. Theoretical, Scientific and Clinical
Foundations of the Triple-P - Positive Parenting Program: A Population Approach to the
Promotion of Parenting Competence. [1], 1-21. 2003. Brisbane, Australian Academic

Press. Parenting Research and Practice Monographs.

Scaramella, L. & Leve, L. 2004, "Clarifying parent-child reciprocities during early
childhood: the early childhood coercion model", Clinical Child & Family Psychology

Review, vol. 7, no. 2, pp. 89-107.

Schore, A. N. 1997, "Early organization of the nonlinear right brain and development of a
predisposition to psychiatric disorders", Development & Psychopathology, vol. 9, no. 4,

pp- 595-631.

Skovgaard, A. M., Olsen, E. M., Houmann, T., Christiansen, E., Samberg, V.,
Lichtenberg, A., & Jorgensen, T. 2005, "The Copenhagen County child cohort: design of
a longitudinal study of child mental health", Scandinavian Journal of Public Health, vol.

33, no. 3, pp. 197-202.

35



SNAP Research Group 2006, Only connect: addressing the emotional needs of Scotland's
children and young people: A report on the SNAP Child and Adolescent Mental Health

Phase Two survey. http.//www.headsupscotland.co.uk/snap.html NHS Health Scotland,

Edinburgh.

Taylor, S. & Tilley, N. 1989, "Health visitors and child protection: conflict,

contradictions and ethical dilemmas", Health Visitor, vol. 62, pp. 273-275.

Trevarthen, C. 2001, "Infant intersubjectivity: Research, theory, and clinical
applications", Journal of Child Psychology & Psychiatry & Allied Disciplines, vol. 42,

no. 1, pp. 3-48.

Vehvilainen-Julkunen, K. 1994, "The function of home visits in maternal and child
welfare as evaluated by service providers and users", Joumal of Advanced Nursing, vol.

20, pp. 672-676.

Wendt, C. 1999, Health services for children in Denmark, Germany, Austria and Great

Britain (http://www.mzes.uni-mannheim.de), Zentrum fiir Européische Sozialforschung,

Mannheim, 4.

Wilson, H. V. 2001, "Power and partnership: a critical analysis of the surveillance
discourses of child health nurses", Journal of Advanced Nursing, vol. 36, no. 2, pp. 294-

301.

Zwaigenbaum, L., Bryson, S., Rogers, T., Roberts, W., Brian, J., & Szatmari, P. 2005,
"Behavioral manifestations of autism in the first year of life", International Journal of

Developmental Neuroscience, vol. 23, no. 2-3, pp. 143-152.

36


http://www.headsupscotland.co.uk/snap.html
http://www.mzes.uni-mannheim.de),/

37



* Response to Reviewers

There is duplication of the authors in many of the references - please check
carefully.
Apologies. We have corrected the relevant references.

Reviewer #1:

1. It appears to be logical, coherent and readable, but may benefit from being
written in the 3rd person (ignore).

We prefer the use of the first person in this type of paper — we believe it implies
responsibility for the findings

2. The international audience may not be familiar with the term 'health visitor’,
therefore an explanation would be helpful. Alternatively they could be referred to as
Community Public Health Nurses.

We have added explanatory text to the Abstract, the “What is known” section and the
second paragraph of the Introduction.

3. Although the sampling method has been described as purposive, it is not explicit
in describing how participants were recruited and how the particular settings were
selected. E.g. - were all Health visitors within a particular area/ borough invited to
take part? Or was it just health visitors from a few settings within the borough that
were approached? There was also no justification for the sample size, however the
sample characteristics were well described.
We thought we had made the sampling strategy fairly clear in the text. The two HV
members of the research team either:
e knew all the members of the HV teams in each defined geographical area
(each containing 10-20 HVs) who were thus eligible to take part in the study
e or where there was no personal contact the HV research team members were
able to identify potential participants from discussion with colleagues working
in the areas in question.
They then invited participation from individuals with a range of characteristics as
described in the text. The only exception to this was the male HV group. All the
male HVs in the city were invited and two declined participation. To clarify this
approach further we have stated in the paragraph about sampling that: “Apart from the
male HV group, which was recruited city-wide, our samples were drawn from the
HVs working in small geographical areas of the city.”

Sample size was determined by the capacity for comparison. We were able to recruit
health visitors with varying experience both in terms of length of time in professional
practice and involvement in providing services in areas with differing levels of
deprivation. Thus the diversity encompassed by a relatively small number of focus
groups allowed us to make meaningful and systematic comparisons with respect to a
number of criteria/characteristics. We have inserted text to clarify this (Methods,
paragraph 3).

4. It is not clear as to how the research tool (topic guide) was developed and what
source of information it was based on.

We have inserted the following text: “The topic guide was developed before the
project began through extensive discussion within the research team which comprised
two HVs, one general practitioner, a child psychiatrist, a child psychologist and a
medical sociologist.”



5. There was not enough detail about the research team - how many were they?
Who were they?

We presume that the reviewers did not see the title page of the paper. The research
team comprises the authors of the paper. See also our response to item 4 above.

6. Would benefit from stating ""2 members of the research team' rather than the
use of initials (PW and RB) on pg-6. (ignore)
We also prefer to ignore this point.

7. Quotation numbers and sources stated but if there were only 6 focus group
interviews carried out in total, how can the quotations be labelled focus group 7, 11
etc?

Apologies. This resulted from a quirk in our analytical software which ‘skips’
numbers when documents were not loaded successfully. We had actually started to
fix the problem in an earlier draft but did not finish the process. We have now
renamed the groups 1-6, and wish to thank the reviewer for pointing out this
important error in the manuscript.

8. Some reference made to further work. However, the strengths/ weaknesses could
be made more explicit.

We were not quite clear what the reviewer was referring to here. We have greatly
expanded our literature review, as described below. If the reviewer had something
else in mind, we should be grateful for clarification.

Reviewer #2:

Previous literature of this area is lacking. I know that research of this area has
been done (ed: we felt that the reviewer was perhaps unhelpful in not pointing out
any of the work but we would like you to respond to this point if even if you refute
it)

We have now incorporated a much fuller discussion of the literature into the
Introduction and Discussion.

Analysis method and description of analysis process needs major work. According
to my opinion, analysis is poor and almost totally missing. The authors do not
describe, how analysis has proceeded - because of poor analysis, the findings are
just description of data and presenting parts of raw data (ed: we feel that the
perhaps overstates the case but some more detail should be given)

We have inserted the following text: “The research team met on several occasions and
developed a consensus coding frame, paying particular attention to differences in our
interpretations, which often stemmed from our varying disciplinary backgrounds
(Barbour, in press). Transcripts were coded using this frame and were subsequently
cross-checked by at least one other team member to ensure that definitions of coding
categories were being consistently applied. The data were systematically interrogated
in order to identify patterns and any exceptions or contradictions were closely
examined (Barbour, 2001). This ensured that the data were fully mined and that
alternative explanations were routinely considered.”

Reviewer #3:



1.The introduction is rather brief in relation to other sections. The potential value
of attachment behaviour and parenting styles is mentioned in the conclusion and
should be referenced and expanded in the introduction section. ( ed: ignore - we
feel that the previous reviewers comment about previous research on the topic is
more important and we would like to see this referred to if it exists. In principle we
are supportive of your brevity!)

We have expanded the introduction with a fuller discussion of the literature on the
health visiting role in relation to difficulties in the parent-child relationship but not the
section on attachment and parenting styles.

2. In what way does the use of the word 'attachment' rather than 'bonding' imply
formal professional training? (Findings, page 19).

The point we were trying to get across is that most academic discourse on the security
of the parent-child relationship uses the term ‘attachment’ — a pattern of behaviours
which, when secure, allows the child to separate as well as seek proximity — rather
than ‘bonding’ which perhaps implies only the latter. We agree that we did not get
this point across adequately and have expanded the sentence accordingly.

We think that more understanding of the meaning of 'attachment' could be very useful
in helping health visitors understand parent-infant relationship and might not require
much formal training. This point is made in the penultimate paragraph of the
Conclusion

3. You have identified training programmes in one area of the UK that help HV's
work with parent-child relationships (Discussion, page 22). How does this compare
with training internationally? Some reference to international relevance is
required.

We have expanded this section with a discussion of some of the international
literature.

4.'In many countries, HVs provide a universal community-based service '(page 4)
references needed. (ed: this is an important area to expand upon since we on the
committee were rather surprised by it! Please give examples of countries where
there is such a universal service and consider the extent to which your findings
might apply to them in your discussion - clearly you cannot generalise but I think
that you could legitimately raise questions on their behalf)

We agree that we some expansion of this issue is important and have introduced a
substantial amount of text both in the Introduction and Discussion.

5. You have said (page 4) that HV's have ongoing supportive contact with almost all
mothers and young children, but on page 5 'one of the deprived area has a
substantial ethnic minority population but most of the participant's clients are
white'. Are you saying that the ethnic families are not supported, hard to reach?
This is important because the implication is that health visitors were only focussing
on assessment of parent/child relationships in white families. There may be cultural
difference not only internationally but also within the UK. A further consideration
might be cultural differences between HV's in the criteria they use to make
assessments.

Black and ethnic minority people constitute about 4.5% of Glasgow’s population, and
in the small area described in our study the figure is nearer 25%. Our statement that



most clients were white, but that there was a substantial ethnic minority population, is
correct. In the draft we submitted to Archives of Disease in Childhood we made no
mention of ethnicity but included the statement in light of comments from one of the
reviewers (which we sent to you). We did actually raise the issue of ethnicity in all
the groups (and it was in the topic guide) but relatively little discussion emerged in
the groups. We have added a sentence to clarify this matter.

We have also expanded the section in the Conclusions where we discussed culturally
sensitive practice.

6.1In the methods you say that inter-and intra-group differences were explored. -
what differences did you find? This is not discussed.

Although focus groups were convened to reflect similarities between participants,
they spanned a range of characteristics. Groups were convened with individuals
working in the same geographical area, with newly qualified HVs and with male HVs.
Within the area-based groups there were HV's with varying lengths of experience and
within the other two groups there were individuals working in different types of areas.
Some individuals taking part in focus groups had experience of working in both
affluent and deprived localities. This, therefore, afforded the possibility of making
both inter- and intra-group comparisons (Barbour, 2007). We have alluded to this at
the end of Methods, paragraph 3.

We are a little perplexed by the reviewer’s statement that we did not report
differences. There are several explicit statements throughout the Findings section
where we compare both practice in affluent and deprived areas and practice among
experienced and inexperienced health visitors.
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