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Abstract
Two key policy documents are having an impact on health visiting practice in
Scotland: Getting It Right for Every Child (GIRFEC) (2013), which seeks to
promote all children’s wellbeing, and The Healthcare Quality Strategy for NHS
Scotland (2010)which promotes person-centred care.
‘Shared decision making’ is integral to ‘person-centred care’; however no
research studies to date have linked shared decision making with health visitor
practice. This thesis reports on a descriptive, qualitative research study, which
was conducted in two health board areas in Scotland, in order to explore the
processes that support effective shared decision making in health visiting practice
within the context of implementing GIRFEC.
The design was in three phases and used Elwyn’s Framework, of ‘Choice,
Options and Decision Talk’ as a structure (1999b). Phase 1 consisted of audio
recordings of 2 x health visitor: parent encounters when decisions were being
made; Phase 2 consisted of semi-structured interviews with9 x health visitors and
9 x parents who had made decisions within the last 6 months; Phase 3 involved 3
x focus groups reviewing the findings to date and reflecting on current issues
when implementing GIRFEC. The framework method was used for analysis and
two additional themes were identified: ‘Issues’ and ‘Relationships’.
The health visitors demonstrated that they built up trusting relationships with
parents; however there was lack of understanding and application of decision
making theory which supports analysis, and an outcome focused approach to
person-centred planning. This thesis identifies areas for health visitor practice
development.
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Chapter 1 – The Introduction
This thesis reports on a research study which took place in 2013-14 as part of a
Clinical Doctorate programme. It focuses on the application of ‘shared decision
making’ within health visiting practice.
As a registered health visitor, working as a practice development nurse, with
responsibility for supporting teams of health visitors with practice improvement,
this created opportunities for me to keep up to date with the context within which
health visitors were working. It also created understanding around the ways in
which political drivers were having an impact on practice during a time of
significant change in health visiting, due to Scottish Government legislation and
the implementation of the Getting It Right For Every Child (GIRFEC) Policy
Framework (2013).
For over 150 years health visitors have had key public health roles within
societies across the United Kingdom, with a particular responsibility for
supporting the health and development of babies and pre-school children within
communities or caseloads. The health visitor’s role has continually needed to
evolve, in order to be consistent with policies and cultures. At the time of the
study the roles and responsibilities of health visitors were being redefined within
Scotland, with some aspects of the role being subject to legislation within the
Children and Young People (Scotland) Act (2014) (from this point referred to as
The Act 2014).
1.1 Two key policies
Two key drivers were dominant for all those working in children’s services for
NHS Scotland at the time of the study, and these were Getting It Right For Every
Child (GIRFEC) (2013) and the Healthcare Quality Strategy for NHS Scotland
(2010). Both are described in greater detail within the next chapter, as they have
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both influenced the development of the research question; however they are
summarised briefly here.
Getting It Right For Every Child (GIRFEC) (2013) is a Scottish government policy
framework which has evolved since its initial development in 2004. It is based on
sharing principles and values across agencies and the importance of health, local
authorities (predominantly education, social work and housing), police, the third
sector and voluntary agencies working in collaboration. A key focus is to build
services around babies, children, young people, their families and communities
and to offer appropriate, proportionate and timely support and advice as required.
Health visitors have key roles and responsibilities within GIRFEC, which had not
yet been enacted at the time of the study. These responsibilities included being
the Named Person for every baby and child on their caseload. The
responsibilities of the Named Person include supporting, promoting and
safeguarding the wellbeing of babies and children through using the National
Practice Model as a support to assessment, analysis, decision-making, planning
and reviewing. The concept of parents and health visitors working together to
ensure the best possible outcomes for babies and children is fundamental to the
GIRFEC framework, which identifies that health visitors need to encourage
parents to participate in gathering information, decision making, planning, and
progressing and reviewing the plan, if additional help is required - but only if the
baby’s or child’s safety is not at risk by involving the parents in this way.
The Healthcare Quality Strategy for NHS Scotland (2010) was written taking
cognisance of views from a number of representatives from the population in
Scotland indicating what they wanted from a health service, and their
expectations were in agreement with the six dimensions of healthcare described
by the Institute of Medicine (2014). According to the Institute, and other
internationally renowned organisations, for healthcare to be high quality it needs
8

to be person centred, safe, effective, efficient, equitable and timely. The Scottish
Government’s quality ambitions, which are to deliver care which is safe, effective
and person-centred, encompass these dimensions.
On the basis that, when implementing GIRFEC, health visitors will be expected to
encourage parents to participate in decision-making (in relation to the wellbeing
of their baby or child) a brief overview of literature was undertaken to find if there
were any documented links between ‘person centred care’ and ‘decision-making’.
According to The Health Foundation(2014) ‘person centred care’ in practice is
demonstrated by the use of ‘shared decision making’; where ‘person centred
care’ is described as ‘treating patients as partners’ and ‘providing a personalised
service’(The Department of Health 2000), and ‘shared decision making’ is
described in its simplest form by Elwyn et al.(1999a) as ‘choice, option and
decision talk’.
On further review there was evidence that shared decision making has been
highly regarded as an approach within clinical practice since Charles et al.
applied shared decision making theory to health professionals’ practice in
1999(Charles et al 1999). The high level of respect it has had since may have
been because the concept of shared decision making is congruent with The
Human Rights Act (1998)and consequently underpins government guidance and
policies and the Patients’ Rights (Scotland) Act (2011)or it may be because it
creates structure to encounters (Siminoff and Step 2005). However, advocates
of using this structured approach in practice have claimed that they did so not
only because of directives, and the structure it creates, but also because they
believe that patients who had been involved in making decisions, which directly
affect them, are more likely to comply with the planned interventions than those
where decisions are made by professionals without involving the patients’ views
in a meaningful way (Edwards and Elwyn 2009). Although, to date, there has
9

been very little clear evidence that shared decision making directly improves
health outcomes for patients, the approaches used within shared decision
making, such as ‘person centredness’, have been closely linked to theories of
self-efficacy which do provide evidence of improvements in patient experience,
the achievement of personal goals, and consequently provide evidence of the
delivery of person centred care(Adams and Grieder 2014). Of particular
significance, at this time, was the lack of any evidence of research literature
being available which made direct links between shared decision making and
health visiting practice.
A more detailed literature review was subsequently carried out, which focused on
shared decision making and this is described in Chapter 3 along with the search
strategy used. This review confirmed that although there was evidence of a
recent growth in the quantity and quality of published literature there were no
published research studies which specifically looked at shared decision making
within the context of health visitor practice. This gap in literature, the policy
context and evidence that health visitor practice will be changing, and the lack of
clarity around what education and support health visitors will need in the short to
medium term, was the background to the development of the research question.
Further exploration took place along with discussions with research supervisors,
and consequently the research question, which has been addressed within this
thesis is:
What processes will support effective shared decision making when health
visitors and parents are planning to improve the wellbeing of babies and children
within the context of the Getting It Right For Every Child Policy Framework in
Scotland?
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The study used a qualitative, descriptive approach which was informed by shared
decision making theory, in particular Elwyn’s Shared Decision Making Framework
which was used to provide structure to the inquiry (Elwyn et al 2013).

1.2 An overview of the research design
In order to address the research question it was important initially to determine
what was currently happening within health visitor/parent encounters where
planning was taking place. This was approached by addressing the following
three objectives:


Objective 1 - What is currently happening within health visitor/parent
encounters when decision-making is taking place?



Objective 2 - What are the perspectives of the health visitors and the
parents after their encounters – in terms of their perceptions of the
process and satisfaction with the final decision?



Objective 3 - What evidence is there that decision-making is shared
between the parents and the health visitors?

1.3 Study setting
The study took place within two Health Board areas in Scotland, both with mixed
demographics but one predominantly rural and the other predominantly urban,
where GIRFEC principles were starting to be implemented into health visiting
practice along with aspects of the Children and Young People Act
(Scotland)(2014).Once ethical approval had been granted by the various
authorities (identified in more detail in Chapter 6) data was gathered from
participants (health visitors and parents) within health centres, clinics, community
centres and within parents’ homes. Details of the methodology, chosen methods
for data gathering and data analysis are presented in Chapter 4.
The study was divided into three Phases. Phase 1 addressed Objectives 1 and 2.
Data was gathered by recording two health visitor: parent dyads as they planned
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interventions for a child, and then perceptions of the encounter were collected
individually. Phase 2 addressed Objective 3. This consisted of recording
individual semi-structured interviews with nine health visitors and then nine
parents all of whom had been involved in making decisions about a child's
wellbeing within the last six months (not necessarily connected with each other).
Phase 3 created the opportunity for the eleven health visitors to participate in one
of three Focus Groups - where data generated from Phases 1 and 2 were
discussed and debated before the health visitors participated in facilitated
discussions addressing the principal research question.

1.4 Structure of the Thesis
As previously indicated, Chapter 2 provides an overview of two key political
drivers facing health visiting at the time of the study and provides further
justification for this investigation and Chapter 3 provides a review of literature in
relation to shared decision making.
Chapter 4 describes the choice of design, methods and the approach taken for
analysing the data with explanations around the decisions. Chapter 5identifies
what measures were put in place for quality assurance. Chapter 6 reflects on the
ethical considerations and the processes which were required to access the field.
Chapter 7 describes the process of gathering the data on the two sites and the
data analysis. Chapter 8 presents the key study findings from Phases 1 and 2
and Chapter 9 presents key findings from Phase 3. Chapter 10 reflects on the
findings through discussion whilst Chapter 11 addresses the research question.
The Appendices which follow include a paper ready to be submitted to a peer
reviewed journal for publication.

12

Chapter 2 – Overview of two key policies
This chapter provides an overview of two key policy drivers which were having a
direct impact on health visitor practice at the time of the study and were
mentioned briefly in the last chapter. It provides the background as to why it is
important for health visitors to work in collaboration with parents when making
decisions and planning in order to improve the wellbeing of babies and children in
the context of implementing GIRFEC.
The two key policies are:
•

Getting It Right for Every Child (GIRFEC) (2013)and

•

The Healthcare Quality Strategy for NHS Scotland (2010)

2.1 Getting it Right For Every Child
The Scottish Government is ambitious in wanting Scotland to be 'the best place
to grow up' and is implementing a range of initiatives to support this aspiration,
for example the Early Years Collaborative(Scottish Government 2013) in order to
support practice through using the Model for Improvement(Langley et al 2009);
the Early Years Framework (Scottish Government and COSLA 2008); and the
Family Nurse Partnership (Scottish Government 2013).
Getting It Right for Every Child (GIRFEC) is a significant overarching cross-party
policy framework designed to provide a national approach to the delivery of
services for all babies, children and young people. It was founded on the United
Nations Convention on the Rights of the Child (1990) (UNCRC) an international
human rights treaty that grants all children and young people (less than 18 years)
a comprehensive set of rights in addition to their human rights. GIRFEC’s
principles are in alignment with the UNCRC’s fifty-four articles and include an
understanding that anyone working with babies, children, young people and their
families should give priority to their ‘wellbeing’ in order to ensure that each one
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reaches their full potential. Within GIRFEC, Indicators of Wellbeing include
being Safe, Healthy, Achieving, Nurtured, Active, Respected, Responsible and
Included (SHANARRI) - and they are identified within Part 18 of The Act (2014).
As aspects of GIRFEC were still to be incorporated into legislation, this meant
that, once The Act(2014) was enacted, any professionals, agencies, and carers
who worked with children and families (or worked with adult services where
clients had responsibility for children or young people) and were employed by
health boards or local authorities (or were subcontracted by these public
services) would be required to abide by specific rules, particularly in relation to
the provision and functions of a Named Person Service, information sharing,
planning and the provision of targeted interventions(Scottish Parliament 2014).
Prior to enactment of the Act (2014) there was still a recognition that the time was
approaching where these same organisations would be responsible for building
support services around children and their families in a co-ordinated way. It was
anticipated that working in a different way might challenge existing cultures,
systems and practices within services, because providing a seamless service
across agencies was not the way professionals had traditionally worked; although
this approach of partnership working across services is in alignment with the
Commission on the Future Delivery of Public Services (Scottish Government
2011)which identifies that it is only by increasing partnership working that public
services can hope to meet the growing needs of the populations that they serve.
2.1.1

The Named Person Service

A key development within GIRFEC has been the creation of the Named Person
Service, where health boards have a responsibility for providing a Named Person
Service for babies and children who are under school age, whilst local authorities
and private education establishments have responsibility for providing a Named
Person Service for school aged children and young people, including those up to
14

18 years who are not attending school. At the time of writing, the expectation was
that, in most cases, the Named Person for babies and preschool children would
be the baby’s or child’s health visitor; and for school aged children it would be a
senior member of teaching staff within the school where the child attended.
It was acknowledged that the application of GIRFEC would have a direct impact
on all health professionals' practice, including those who were delivering adult
services, but particularly on health visitors’ practice. Although it could be argued
that the roles and responsibilities of a health visitor, as the Named Person, were
to be very similar to any previous role, it was recognised that there were some
differences including the structures and tools available for them to use for
assessment, analysis and planning. Getting to know families and building
relationships with them in order that health visitors can safeguard, support and
promote the wellbeing of all babies and children in their caseload was very similar
to their current and previous roles; however the assessment and analysis
process was to be more structured, through observation and discussion with
parents and carers and the application of the GIRFEC National Practice Model as
a framework – which was a new development(Scottish Government 2013).
2.1.2

The GIRFEC National Practice Model

The GIRFEC National Practice Model has a number of components which make
up the model:


The 8 Wellbeing Indicators –can be used initially as a check list on which
to base observation and discussion and can then be used to judge if a full
assessment is required; whether to progress to using My World Triangle,
and perhaps other assessment tools, or not.
Then, if a full assessment is required, no matter how many other people
are involved in the process, the wellbeing indicators can be used again to
support planning processes (Scottish Government 2014).



My World Triangle – is an ecological model which places the child at the
centre of their own world and can be used as an assessment tool. It is
15

recognised that all the interactions that children have with those who
support them and their environment is dynamic, which is in a state of flux
as they grow and develop. It has been developed from the theoretical
framework designed by Brofenbrenner cited in Cleaver et al’s publication
(2011).


The Resilience Matrix is based on resilience theory, and designed by
Daniel, Wassell and Gilligan (2010) to support professionals to assess the
impact of a range of factors on a child’s life through balancing the
strengths and pressures. It can also be used as a tool to support
prioritising and planning.

In its totality, and together with other tools such as the National Risk Framework
(The Scottish Government 2012), the whole of the GIRFEC National Practice
Model can be used as a common assessment tool by every agency. Its use has
the advantages of generating a common language across agencies and
professionals. It can be used to capture routine information which health visitors
and others collect about families and a baby or child’s situation, and it can also
be used to record changes over time in the baby’s, child’s, or young person’s life.
In most cases where additional help is required to support a baby or a preschool
child it will be the health visitor, as Named Person, who will co-ordinate the
decision making and planning processes; unless a baby or child’s safety is at risk
or their health needs are complex – in which case a social worker, with statutory
responsibilities around Child Protection, or a paediatrician could be leading the
multi-agency or multi-disciplinary planning processes. In either of these
examples, the health visitor would still to be the Named Person and be involved
in supporting the planning and review processes.
As the Healthcare Quality Strategy for NHS Scotland (Scottish Government
2010) indicates that all health service delivery should be person-centred, decision
making and planning at every level of these processes would be expected to be
in collaboration with parents - if it is safe for the baby or child to do so and where
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it is clear that the parents have the capacity and capability to give the baby or
child’s interests priority in their lives.

2.2 The Healthcare Quality Strategy for NHS Scotland (2010)
The Healthcare Quality Strategy for NHS Scotland (2010) (The Quality Strategy)
is based on six dimensions of healthcare quality (Institute of Medicine 2014) with
a particular focus on three quality ambitions (safe, effective and person-centred).
The Quality Strategy (2010) identifies that delivery of a health service should be
based on ‘mutuality and partnerships’ with patients in relation to planning
treatments (including shared decision making), and also ‘improved partnership
working’ with social care and the voluntary sector. The next section will focus on
what else is identified about person centred care within the publication – as this is
a ‘quality ambition’ which has most significance to the research question.
2.2.1

Person-centred care

The Quality Strategy (2010) is clear that there will only be consistency in the
delivery of person-centred care if the environment supports a compassionate
approach to every patient every time. It claims that this can only really be
achieved if compassionate care is the cultural norm within an organisation, if
services always respond to patients’ needs, and if the quality of the service never
disadvantages anyone, particularly those with protected characteristics identified
in the Equality Act (2010). McCormack and McCance’s (2006)literature review
also identifies the important contribution that the environment and organisational
culture makes to this ambition. According to The Quality Strategy (2010),
consistency in person centred care with patients requires ‘ambitious leadership,
strong professional values and robust and effective governance’.
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The Quality Strategy (2010) indicates that there is a need for robust research
evidence into what factors support person centred care, and that there are
mechanisms in place to measure patients’ experience and outcomes. It claims
that there should be a particular focus on acquiring feedback about experiences
of services from those who have complex health and social issues or long-term
conditions. This has been the focus of researchers such as Dewar (Dewar and
Mackay 2010; Dewar and Nolan 2013) who has focused on the care of elderly
patients and involved them in the research process, and also by Law and
McCann (2011) who identified, through feedback from health professionals,
challenges associated with providing family centred care to families who were
caring for a child with complex health needs.
The use of tools to measure the extent that person centred care has been
delivered can provide useful feedback in relation to performance and can enable
improvement measures to be put in place. The Health Foundation have published
Helping Measure Person-centred Care (2014) which provides a range of tools
that can be implemented in this way in addition to the Caring Dimensions
Inventory.
NHS Scotland’s commitment to the delivery of person centred care is evidenced
through the development of the Health Improvement Scotland Person Centred
Health and Care Collaborative (Health Improvement Scotland 2014)which, over
the last year, has supported improvements in practice through training
representatives from across Scotland in how to use the Model for Improvement
(Langley et al 2009).These participants were encouraged to network and use
technology and social media to share what they have learnt in their workplace
when implementing changes. The Health Improvement Scotland Person Centred
Health and Care Collaborative website links to a range of improvements which
have taken place across health services, and health and social care partnerships.
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Further examples are evident within a number of articles in journals which have
focused on supporting improvement in the quality of interpersonal relationships
and how to approach activities such as creating person centred care plans
through reflecting on the use of language within the plan(Butterworth 2012).

2.3 Summary
It is clear, if information from both of these documents is taken together, that
health visitors are expected to work in partnership with parents and in a mutual
way when making decisions in order to improve the wellbeing of babies and
children in the context of implementing GIRFEC. However, as already indicated,
very little is known and understood about this area of health visiting practice,
which is required if improvements in practice are to take place. Chapter 3 is an
account of a review of literature which took place in an effort to understand this
context and in order to support the development of a research question.
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Chapter 3 – Review of the Literature
To get a wider perspective of the range of literature available, time was spent
scoping how mutuality and partnership, as identified in The Quality Strategy
(2010), were reported in current literature. A scoping approach, as identified by
Arksey and O’Malley (2005), was implemented because it is described as a type
of rapid review, which can be useful for mapping when the range of accessible
literature is unknown, which was the case in this situation.
As understanding grew scoping was broadened to include the terms relationship,
collaboration, participation, involvement, empowerment, person-centred care,
and patient centred care. This process generated a wealth of literature from
across a range of health, social care and education disciplines; however due to
the requirement that the study focused on health visiting practice a decision was
made to start by only mapping literature from within nursing, children (specifically
paediatric care), and health visiting in order to establish what was available.
Although this was not a systematic review it was still apparent that cross cutting
themes arose in the literature, relevant to health visiting practice. For instance the
construct self-efficacy is referred to frequently across nursing literature when
focusing on vulnerable groups (Swanson et al 2012; Hamilton 2004) and is also
one of the key theories used within the Family Nurse Partnership Programme
(Scottish Government 2013), a programme repeatedly arising under searches
related to ‘partnership’. Reciprocal relationships was identified within the concept
of psychodynamic nursing (McNaughton 2005; D'Antonio et al 2014)and linked
with other literature identifying the emotional labour required by nurses when
managing interpersonal relationships with patients (Mann 2005). Health visiting
literature generated studies focusing on the value of the development of
interpersonal relationships – including the concept of ‘partnership’ when working
with parents as featured in Bidmead & Cowley’s work (2005).
20

It was also noted within this scoping exercise that there were many references to
shared decision making providing evidence of effective practice when working in
partnership during decision making (Siminoff and Step 2005; Montori et al 2006).
However shared decision making, as a specific approach, was not described in
any health visiting literature; and as there was the potential that this approach
may have something to offer health visiting practice, and inform a research
question, a review of literature, specifically examining ‘shared decision making’,
was therefore undertaken.
3.1

Search strategy

In order to determine ways in which ‘shared decision making’ has been used in
health literature a search was conducted using the term ‘shared decision making’
in titles and key words of articles. Databases included the OVID databases
Medline and PubMed; EMBASE databases including CINAHL and the Nursing
Reference Centre; and the Cochrane Library. This process generated 138
articles, of which 51 were direct accounts of research studies where some
element of ‘shared decision making’ had been tested within the health service
either by asking for patients’ views, clinicians’ views post training or decision
making tools were being tested. Within the research studies it was noticeable
how the frequency of publications has increased over the last 2 - 3 years from 1
or 2 research articles each year in the early 2000s to 7 – 8 articles each year in
the last 3 years. Of the 51 studies 26 used a qualitative approach, 23 used a
quantitative approach and 2 used a mixed methods approach. 24 were generated
from within the hospital setting, 24 were generated from within primary care or
the community setting and the remaining 3 were generated through a
government department or university sources. The care groups who were
investigated included patients attending breast oncology clinics (7 studies),
paediatric clinics (4 studies), child mental health clinics (2 studies), adult mental
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health clinics (6 studies), GP clinics for chronic medical conditions (11 studies),
asthma clinics (2 studies) and from a community nursing setting (1 study). The
remainder were a selection of students, GPs and surgeons testing out ‘shared
decision making’ tools, processes or models (18 studies). As a result of
scrutinising these research studies, by reviewing other relevant literature,
including Edwards’ and Elwyn’s publication Shared Decision Making in Health
Care (2009),by reading historical publications such as Maples’ Shared Decision
Making(1977), and then with the support of the software NVivo 10 (which was
used as a data management system to support analysis of the literature) nine
themes emerged which were discussed and debated throughout the literature.
These were:


An historical reference to shared decision making



How shared decision making has been defined



The politics, ethics and values associated with shared decision making



The links between relationships, communication and shared decision
making



Information transfer and the role of decision aids



Training in using a shared decision making approach



Facilitators and barriers to shared decision making



The experiences of using shared decision making



Ways in which shared decision making has been used within children’s
and young people’s services

3.2

Historical reference to Shared Decision Making

Many of the papers provided a brief overview of how the concept of shared
decision making (SDM) has developed and is linked it to the cultural context of
the time. In the 1970s decision-making within organisations was generally the
sole responsibility of those in senior management positions, and within these
hierarchies the norm was not to ask lower ranked staff for their opinions. In fact
within the context of organisations, such as within a prison, the suggestion of the
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officer in charge 'sharing decision making' with other prison officers, was viewed
as a risk to the integrity of the service (Murton 1976). For school teachers to have
a voice within the running of schools at this time was also unusual (Weiss 1993).
According to Maple’s (1977) work ‘shared decision making’ was defined as a
process which incorporated a structured encounter where one person (the
helper) supports another person (the help seeker) to identify a goal, identify the
path which leads to the goal, and then to create a plan of action which will meet
the goal. At the time of writing Maple worked as a social worker, and the
examples used within the publication were in the context of children and families,
where the ‘helping relationships’ took place predominantly with parents and
teachers (but never the children). At this time in history 'paternalism' was the
norm within professional encounters and within the health service the doctor's
role was to diagnose the patient's condition, to decide what treatment the patient
required, to fit them into a treatment plan and then to inform the patient of what
they needed to do.
At the same time, optimum decision making was viewed in the main as a linear
rational process (Siminoff and Step 2005). This normative approach assumed
that the behaviour of consumers of services was aspiring to be purposive, logical,
and goal directed. Probability techniques were used, including Bayesian or
conjoint analysis. Although this approach is still recognised as being important to
decision-making around diagnosis of medical conditions, and is valuable to a
range of evidence based practice and scientific research, there is now recognition
that this is not the only way that decisions are made within peoples’ everyday
lives. The behavioural decision-making theory, which was explained by
Kahneman and Tversky (1981) and cited in Siminoff and Step (2005), identified
that decision-makers do not always use normative models. This is due to
variations in the context within which decisions take place, and variations in the
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values that different people place on the choices and their outcomes. There are
also imperfections in the understanding that different people have about the
options available, which often take into consideration past experience and
cognitive bias. Progress has continued to develop in this area of knowledge.
Over the last 20-30 years the culture within organisations and society in the
United Kingdom has become less hierarchical and deferential, and human rights
legislation has had an impact on employment law and how people are expected
to treat each other at work(1998) This change in culture has also had an impact
on local and national government legislation and policies, and how individuals
expect to be treated within a democratic society, which in turn has had an impact
on the services that individuals and communities expect from the health service
and then within it how health professionals relate to patients. At a personal level,
relationships have also changed and the expectation from society is that within
partnerships and marriages each person has an equal right to expect dignity and
respect from the other with neither partner having power over the other. This is
supported by The Equality Act (2010).The nature of relationships has also
changed within settings such as in schools, where children are now encouraged
to have a voice through Pupil Councils, and in prisons, where all prison officers
are expected to assess and manage risks. Within the health service there is an
ambition towards a culture of shared governance within the workforce
(Golanowski et al 2007)and ‘shared decision making’ with patients in relation to
planned treatments and interventions (Edwards and Elwyn 2009).
3.3

How Shared Decision Making is defined

Initially, when the term ‘shared decision making’ came into common usage, there
was a degree of clarity around how it was defined. However as the amount of
discussion increased, debates around how to describe ‘shared decision making’
became more focused on the process of sharing decisions rather than on an
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objective description (Charles et al 1997; Charavel et al 2001). Rather than
concentrating on finding the words to define ‘shared decision making’, in order to
create a shared understanding, there was a focus on viewing it as a philosophy
with corresponding conceptual frameworks (The Lancet 2011). Consequently a
number of models were created which could support the implementation of these
processes into practice. This was also the point at which the term ‘shared
decision making’ became predominantly used within the field of health,
particularly within medicine; and until recently appears to have been dropped
from current usage in other fields of practice where it had been used previously.
In its simplest form, Charles describes her concept of ‘shared decision making’ as
a model which falls between two extremes (Charles et al 1997): between
‘paternalism’ (physician-directed) on the one hand – where the professional
traditionally takes the lead and recommends the treatment - and ‘consumerism’
(patient-directed) on the other hand – where the physician is used as a resource
for information to enable the patient to make their decision about which treatment
they would prefer without necessarily considering the physician's views. Charles
described the four characteristics that she would expect to be in place as a
minimum in a ‘shared decision making’ encounter (Charles et al 1999):


both the physician and patient are involved in the treatment decisionmaking process



both the physician and patient share information with each other



both the physician and patient take steps to participate in the decisionmaking process by expressing treatment preferences



a treatment decision is made and both the physician and patient agree on
the treatment to implement

Montori et al (2006) suggested that this model has its place within the hospital
context where major choices are required 'here and now' but has made some
recommendations about other factors which should also be considered when
applying the model within community or primary care settings and particularly
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where a patient has a chronic medical condition. These factors include
considering the long term relationship of the patient not only with the doctor but
with the whole primary care team, and also considering that there are often
opportunities to revisit decisions and amend care plans to suit the changing
context.
Elwyn et al. (2012) also proposed a three point model for ‘shared decision
making’ based on 'choice, option and decision talk'. The model has three steps:


introducing choice



describing options - often by integrating the use of patient decision
support



helping patients explore preferences and make decisions

According to Elwyn et al. this model rests on supporting a process of deliberation,
and on understanding that decisions should be influenced by exploring and
respecting ‘what matters most’ to patients as individuals, and that this exploration
in turn depends on the patient developing informed preferences.
As there was a general move from a descriptive definition of ‘shared decision
making’ to a more deliberative conceptual model within the literature it also
appeared to become more aspirational (Montori et al 2006). A number of
criticisms were voiced about how ‘shared decision making’ was being portrayed,
based on an unrealistic premise where patients require the ability to fully
understand the technical information about the choices available and an ability to
apply it to the context of their lives. There was a perception that for ‘shared
decision making’ to be achieved both patients and physicians would need to have
the ability to be partners in the process and to be able to participate in all phases,
including information exchange, deliberation, and decision making, in an
exceptional way.
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Gafni et al. (1998) was aware of this aspirational viewpoint and chose to describe
‘shared decision making’ as taking place across a spectrum of reality. Gafni et al.
identified that the optimum situation is when the physician is the ‘perfect agent’
and the consumer is ‘truly informed’. Gafni et al. claimed that in fact physicians
can only act as ‘perfect agents’ if they are fully aware of the patient’s values,
preferences, opinions and goals and can combine these with sufficient clinical
knowledge. The consumer can then only make a ‘truly informed’ choice if they
have sufficient clinical knowledge and the ability to combine this with their values,
preferences and goals; the implication is that no individuals are able to be in a
position where they hold the experience of the other, but rather that they are both
having to partially contribute to a decision with partial knowledge. In other words,
perfect ‘shared decision making’ is a theoretical construct. It was within this
context that Legere et al (2010) embarked on a Cochrane review in relation to
identifying interventions which improve the adoption of ‘shared decision making’
by healthcare professionals. Within the report they express their experience of
being faced with the challenge of no clear definition of ‘shared decision making’,
and frameworks being open to different interpretations, which created challenges
when determining which studies to include within their review.
A new situation has arisen over the last few years which has the potential to add
to the debate around a definition of ‘shared decision making’ and this has arisen
because health services across the world are being scrutinised by populations
and politicians against the six quality ambitions, or standards, as mentioned in
Chapter 2 (Institute of Medicine 2014). Although these standards were initially
aligned to medical services, they are now being expected from all health care
delivery, and these standards are being included within national government
policies across the world including in Scotland (Scottish Government 2010). As
human rights legislation focuses on the rights of people’s voices to be heard, the
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concept of ‘shared decision making’ is viewed as an integral part of delivering
patient (or person) centred care.
As politicians' and people's aspirations become focused on ideals and an
ambition to change cultural norms within society, definitions of ‘shared decision
making’ are starting to emerge on websites and in policy documents; and
professionals, service users and politicians are adopting the language of ‘shared
decision making’ alongside other ambitions for high quality health care. ‘Shared
decision making’ is now being discussed within health professional practice and
related to patient-centred care rather than only being discussed as a theoretical
construct within the academic world (Coulter and Collins 2011). However, even
with this change in culture taking place there is still a lack of consistency in how
‘shared decision making’ is currently perceived, and this lack of clarity is blamed
for its low implementation in practice. Da Silva et al (2012) describe this as a
‘mismatch between policy rhetoric and practice’ and as an example of basic
misunderstanding quotes health professionals defining ‘shared decision making’
as ‘allowing patients to comment on the decisions that the clinician is making’.
Whether this confusion has occurred because the cultural norm is still for health
professionals to take the lead in clinical decision-making is not clear, but the
suggestion that it is due to professionals not having the skills to involve patients
as equal partners in care is also expressed. Perhaps this misunderstanding is
due to organisational systems not supporting ‘shared decision-making’
processes, or politicians being selective around which aspect of ‘shared decision
making’ they focus on?
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Some of these thoughts will be addressed within the next sections but in the
meantime a useful working definition of ‘shared decision making’, which takes a
pragmatic view, is:
‘'a collaborative process based on patients and providers
considering options using the best available evidence and
arriving at a choice which aligns with the patient’s needs,
preferences and values around social and cultural norms'.
(Hain and Sandy 2013).
3.4

Politics, ethics and values related to Shared Decision Making

One of the criticisms of the Department of Health’s publication ‘Liberating the
NHS: No decision about me, without me’ is that it is focussed on 'choice' rather
than the new kind of partnership which is needed between professionals and
patients in order to create a culture of ‘shared decision making’ (NHS
Commissioning Policy 2012). Patients making choices without professional
discussion and debate is 'consumerism' according to Charles et al (1999)and will
not deliver good health outcomes for patients. Another criticism of how ‘shared
decision making’ is being conveyed by governments is when it is described as a
cost cutting measure (Hain and Sandy 2013). Two quotations from Renz et al’s
(2013) research study identify how some members of Medical Boards assume
that ‘shared decision making’ will cost less:
‘Our board has set a strategic goal of lowering total cost of care
compared to market. Some [of the savings] will come from
shared decision making'
and
‘Shared decision making is consistent with our values of
providing lower cost care and better quality care - it's the right
thing to do for patients’
In order to accurately establish the impact of implementing ‘shared decision
making’ into practice, the Health Foundation(2014),an independent charity, is
sponsoring several projects which aim to make 'self-management support' the
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norm for people with long term conditions. It is exploring how ‘shared decision
making’ can be embedded into mainstream clinical practice.
Despite the challenges that are being faced currently around ways in which
‘shared decision making’ has been interpreted by politicians, one of the reasons
why it is such an appealing concept to many is that it creates consistency with the
language which is used when aspiring to provide high quality service delivery. It
appears to be the most ethical and moral way to deliver high quality care. Saba et
al (2006) promote ‘shared decision making’ as an ideal and ethical model for
patient-physician communication and Dolan (2008) claims that it is fundamental
to providing truly patient-centred care. All who met at the Salzburg Global
Seminar (2011) agreed that ‘shared decision making’ is still a philosophy as well
as a ‘way of doing things’ and central to this philosophy is the belief that patients
have a vital role in decision making processes, and that their values and selfdetermination should be considered equal alongside scientific knowledge.
Although, to go back to Gafni et al (1998) cited in Charavel (2001), they pointed
out that even if transfer of information from physician to the patient is feasible,
transfer of the patient's preferences and values to the physician is more
complicated and, even if possible, has the potential to be very time consuming.
Challenges which are identified within the literature, which also have the potential
of creating a negative impact on ‘shared decision making’ in practice, are the
forces at play in relation to clinical practice guidelines, which frequently need to
be applied, coupled with quality audits of processes and outcomes which also
need to be completed to meet government targets (Montori et al 2006). The
challenge is that practitioners may be torn between meeting the needs of the
patient or the desires of the system.
There are also other ethical and moral challenges related to patients making
decisions about their treatments which have been identified in literature; for
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example patients deciding not to take antipsychotic medication, or deciding not to
take treatment for an infectious disease, both of which could have a negative
impact on the health of others around them. Many would say that a crucial part of
implementing ‘shared decision making’, and in so doing circumventing some of
these challenges, is by focusing on the establishment of partnerships between
the patient and the professional. The importance of establishing partnerships is
reinforced within current literature within the next section.
3.5

Communication and relationships within Shared Decision Making

encounters
Siminoff et al (2005)consider relationship building as a crucial part of the decision
making process as, in their experience, patients are all different and it is the only
way to be able to engage with the patient and to provide a service which suits
them; particularly within the current context where there are more and more
choices being generated for patients. They describe relationship building as the
'vehicle required for decision making' and a fundamental way of improving the
patient's experience. Siminoff et al's (2005) work, within the context of cancer
treatment, describes the doctor-patient relationship as a socio-communicative
process which involves entering into a relationship, exchanging information,
establishing preferences, and then choosing a course of action. With this in mind,
they developed a Communication Model of Shared Decision Making (CMSDM)
which is based on four assumptions from health communication theory:


that the interaction is transactional between at least two people



that people send both verbal and non-verbal messages to each other



that the physician is the person who sets the communication climate



that the patient is able to express how they feel and put their views
forward

According to Simonoff et al (2005)the three factors of the Communication Model
of Shared Decision Making are:
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Patient-physician antecedents



Communication climate



Decision processes

Patient-physician antecedents - or the pre-existing factors which have the
potential to influence the communication - are described as:


Socio-demographic characteristics – such as social strata, ethnicity, age,
and gender



Personality traits – such as introvert/extrovert; past experience; capacity
to engage



Communication competence–such as an ability to understand and
express their views

Siminoff et al (2005) claim that patients’ preferences for participation in decisionmaking processes vary widely but that there is some knowledge around
tendencies, with those with more disease severity, older patients, less well
educated and male patients being more inclined to take a passive role - although
this is in no way absolute.
When Montori et al (2006) discuss the Charles et al (1999)model and identify
ways in which it needs to be modified, in the context of managing chronic medical
conditions, they identify that one of the advantages of supporting patients in
primary care is that there is the opportunity to build a relationship which can
become stronger over time as patient, doctor and the team work together.
Hain and Sandy (2013), from within a community setting, also identify that
collaboration amongst patients, families, and healthcare professionals is key to
implementing ‘shared decision making’ and Truglio- Londrigan (2013) reinforce
this experience - as within her research study, which took place within the field of
community nursing, the ‘shared decision making’ approach often involved interdisciplinary and intra-professional workers work alongside voluntary and third
sector agencies to ensure patient-centred care.
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A number of authors refer specifically to the need for 'partnerships' in order to
establish ‘shared decision making’ - as opposed to just good relationships - but
with the quality of the relationships being a pre-requisite to establishing
partnerships.
According to Chan and Mak (2012) partnership provides the framework for open
negotiation and discussion about decision options and preferences. According to
Siminoff (2005), partnership creates the freedom for each party to contribute
information and preferences in order to arrive at the best possible outcome for
that particular patient and it accepts deviation from 'rational' decision making and
the multiple roles and behaviours which are likely in these interactions. According
to Montori et al (2006) partnership also supports clinicians being able to express
their values and preferences explicitly to the patient, and why they hold these
views, which enables the patient to make sense of what is relevant to their
situation. One way of clinicians communicating openly to patients about their
views, according to Brody (2007), is to assume the habit of thinking out loud
about the diagnosis, the options, what option is recommended and why, and
inviting the patient to engage in the conversation. Brody describes this as the
Transparency Model.
Hain and Sandy (2013) argue that the ability to engage in partnership requires
mentoring opportunities for the professional in order that they develop insight and
interpersonal skills in order to increase their skills and confidence in caring for
patients who are fully engaged participants. According to Hook (2006), cited in
Hain and Sandy, an environment where individuals engage in a trusting, honest,
and open dialogue relies on the encouragement of reciprocity and empathy which
in turn relies on the professional’s ability to self-reflect and self-regulate.
Containment, reciprocity-in-action and empathy can improve patients’ feelings of
self-efficacy - which will increase the likelihood of them being able to express
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their views where decisions are indicated - this is particularly true where children
are involved in discussions which will have an impact on their care.
Hain and Sandy (2013) identify that for partnerships to be effective,
professionals, patients and families need to clearly understand their roles, what
this means to them, and how to become active contributors. Siminoff and Step
(2005) also identify that a key area of practice, which each participant needs to
understand, relates to information sharing. In their study, within the field of breast
oncology, how information sharing was managed right at the beginning of the
development of the relationship determined the degree of partnership which
developed over the time of the care. The use of decision aids and information
exchange were key themes to supporting relationships within these research
studies and are explored within the next section.
3.6

Information transfer and the use of decision aids in the Shared

Decision Making encounter
Transfer of information, values and preferences between patients and health
professionals is challenging. A consistent theme in the 51 research studies is that
some patients want more information than they get, whereas some are happy
with what they get already.
Deirckx et al (2013)consider it important that the health professional identifies not
only whether patients want more information but the medium of information,
whether literature, websites, DVDs, audio recordings or a spoken explanation.
Loh et al (2007) identify that lack of information from health professionals, when
sought by patients, is the reason that many patients are reluctant to engage
consistently in their treatment. In Loh et al’s work s ome specific groups of
patients identified that they wanted more information; for instance, depressed
patients had a greater interest in treatment decisions. According to Da Silva
(2012) finding out the needs of patients in terms of their desire to be informed will
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take a shift in the thinking of many current health professionals who still expect to
be the holders of knowledge.
Of the 51 research studies examined, seven specifically mentioned the use of
decision aids as a means for facilitating information transfer and supporting
decision making. Although decision aids are not available to support decision
making in relation to every condition which may present within the UK health
service, it is of significance that the most common areas of practice where they
are available for use are reflected in the conditions within the research studies.
This is most likely to be because specialist areas, which are showing an interest
in implementing ‘shared decision making’, are also creating suitable decision aids
to support practice. Drake et al's (2010) experience of attending the Center for
Shared Decision Making in New Hampshire USA, where decision aids are offered
to all patients, is acknowledged as being exceptional according to King and
Moulton (2006); however they claim that creating decision aids for every part of
the American healthcare system would be a ‘gargantuan task' .
According to Simmons et al (2010) decision aids demonstrated an ability to
increase patients’ knowledge, reduce decisional conﬂict, and reduce the
proportion of patients who were passive in the decision-making process or
remained undecided within psychiatric services. Coyne et al’s (2013)review
identified that from within 25 new studies there was indication that decision aids
improved knowledge and created realistic expectations, enhanced active
participation in decision-making, lowered decisional conﬂict, decreased the
proportion of people remaining undecided, and improved agreement between
values and choices.
Despite clear evidence in favour of their use in Davis’ (2003) study, the GPs did
not always use the decision aids that were available in practice. Elwyn et al
(2013)suggest that the reason may be more than a reluctance to use the decision
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aids and more likely to be a resistance to engage in ‘shared decision making’.
They identify that research studies demonstrate that innovations are more likely
to be adopted if they create an advantage to the clinician and, from Elwyn’s
research experience, trying to fit ‘shared decision-making’ into existing workflows
is a challenge (even if they don't conflict with existing priorities, targets and
incentives) because asking clinicians to portray options, to support patients to
weigh pros and cons and engage their families in a decision making process is
more demanding than making a positive recommendation for treatment.
Consequently, it is her view that failure to use the resources is more about the
challenge of implementing ‘shared decision making’ than using decision aids.
This is consistent with other research which identifies that if there is a
commitment to using a ‘shared decision making’ approach in the first instance,
decision aids are seen as supporting to the process – a resource which enhances
the partnership approach and supplements the exchange of information.
However, if there is not an initial commitment to the approach, decision aids are
highly likely to be ignored or used reluctantly (Hain and Sandy 2013).
This information on the use of decision aids has significance for implementing
‘shared decision making’ in practice and is consistent with the belief that
specialist training is required to enable ‘shared decision making’ to be
implemented in practice in a way which is congruent with the philosophy and
creates a partnership approach for the benefit of the patient (Hain and Sandy
2013).
3.7

Training in Shared Decision Making for health professionals

Da Silva (2012) states that the only way to increase the amount of ‘shared
decision making’ in practice is to increase the amount of training opportunities
that there are for health professionals.
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According to Matthias et al (2013), as ‘shared decision making’ always takes
place within a context, the focus of any training programme should be on
teaching skills in fostering open, trusting relationships and challenging
professionals’ attitudes where they don’t accept that patients and professionals
should have a more equal role in decisions about care. This is consistent with
Hain and Sandy‘s (2013) work who propose that the skills required range from
technical communication and interpersonal skills to more fundamental changes in
attitudes about the relative roles and expertise of patients and professionals.
Matthias recommends teaching ‘The Four Habits Approach to Effective Clinical
Communication’ to support training in ‘shared decision making’, and they are
identified in Table 1.
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TABLE 1THE FOUR HABITS APPROACH TO EFFECTIVE CLINICAL COMMUNICATION
Habit

Habit
1:

Behaviours

Invest in the beginning
Communication behaviours
Create rapport quickly
Elicit full spectrum of patient concerns
Plan the visit with the patient

Habit

Elicit the patient’s perspective

2:
Habit
3:

Demonstrate empathy
Assess patient attribution
Identify patient requests
Explore impact of symptoms on patient’s life
Respond to patients’ emotions
Discern empathic opportunities
Express empathy verbally and nonverbally

Habit
4:

Invest in the end
Deliver diagnostic information
Provide education
Engage in shared decision-making
Close the visit (ask for additional questions, conﬁrm next steps, end on
a personal note)
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Kassam et al (2006) identify eight competencies along similar lines, and Col et al
(2011) propose five areas of knowledge and skills which are essential for ‘shared
decision making’ to be successful within inter-professional teams, which are:


understanding the concept of ‘shared decision making’



acquiring relevant communication skills to facilitate ‘shared decision
making’



understanding inter-professional sensitivities



understanding the roles of diﬀerent professions within the relevant
primary care group and



acquiring relevant skills to implement ‘shared decision making’

According to Allaire et al (2012) the approach to training should always use
principles from adult learning, which is interactive and accessible, and includes
teaching in the use of decision support tools.
In 2005 Elwyn created the OPTIONS tool to quantitatively measure the extent to
which shared decision making had taken place within an encounter, after the
event, in order to be able to support teaching, learning and improvements in
practice (Weiss and Peters 2008).
3.8

Facilitators and Barriers to Shared Decision Making

Research studies identify that there are a number of key facilitators to
implementing ‘shared decision making’ in practice. Many of these have been
identified previously, such as partnership building enhanced through effective
communication, professional insight (Hamann et al 2012), a positive approach to
the clinical process and a positive approach to patient outcomes (Col et al 2011).
Training in ‘shared decision making’ plays a significant role in impacting on
practice (Charles et al 2004). Multimedia programmes, brochures, question
prompt lists and decision aids, visual aids, and patient information booklets were
all seen as facilitators in Upton’s research study (Upton et al 2011).
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Some research studies identify the supportive roles that nurses create in
preparing patients for decision making discussions with doctors through building
relationships with them (Frank 2009). On the one hand this is evidence of the
valuable role that the team may be able to make in supporting decision making
processes; whereas on the other hand it may be pursuing a traditional
hierarchical view of roles in practice.
Despite the range of factors which support ‘shared decision making’ in practice,
there are a number of key barriers to implementing ‘shared decision making’ in
practice which are identified within the research studies. They are differentiated
here into barriers in relation to the system, the health professional (frequently
identified as the physician within the original publications) and the patient or
client.
‘System barriers’ include ‘time pressures’ according to a number of authors
(Bélanger et al 2011; Renz et al 2013; Upton et al 2011); however in Duncan et
al’s (2010) review of two research study interventions to increase ‘shared
decision making’ in mental health care there was no increase in consultation
times noted and it was also suggested within Upton’s (2011) work that time was
not a barrier to ‘shared decision making’ as in general practice patients can be
easily invited to attend another appointment. There is evidence from Renz et al’s
(2013) study that competing priorities created barriers to ‘shared decision
making’, and this included the introduction of the quality outcome framework
(QOF) into primary care practice - which provides ﬁnancial incentives to general
practitioners for the performance of key tasks. The need to delay decisions to
follow default patterns of care has been identified by Belanger et al (2011); and
lack of evidence that ‘shared decision making’ translates into improved patient
outcomes is seen as a barrier to implementation by health professionals
according to Upton et al (2011).
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‘Health professional barriers’ include lack of training (Towle et al 2006), different
understandings around what ‘shared decision making’ is, and lack of self-efficacy
and familiarity with ‘shared decision making’ (Upton et al 2011). Also health
professionals having insufﬁcient information to make a decision about treatment
at the ﬁrst consultation, cultural differences between the patient and the health
professional and difﬁculty knowing how to frame the treatment options for the
patient in a way that they understand were all identified as barriers (Towle et al
2006; Bélanger et al 2011).
‘Patient/client barriers’ to implementing ‘shared decision making’ in Charles et al’s
(2004) research includes the patient/ client having received conﬂicting
recommendations from various specialists, having misconceptions about the
disease or treatment, being too anxious to listen to what the health professional
has to say, not understanding the information which is provided, having difﬁculty
accepting the diagnosis, having other health problems alongside the current
diagnosis, bringing too much information to discuss in the consultation, wanting
to make a decision before receiving all the information, requesting a treatment
not known to be beneﬁcial and refusing a treatment that may beneﬁt them.
Belanger et al (2011) have also identified challenges associated with patients
wanting to participate more in deciding on their treatment than the physician
would like them to and patients’ families overriding the decision-making process
and having unrealistic expectations.
3.9

How health professionals and patients experience Shared Decision

Making
Truglio-Londrigan (2013) identifies that few studies describe the experiences of
‘shared decision making’ from a nurses perspective; however what seems to be
clear from scrutinising current literature is that very few studies have identified
any health professional or patient/client experiences of ‘shared decision making’
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and according to Saba et al (2006) the literature which exists reveals inconsistent
ﬁndings.
In Bainbridge et al’s (2006) study, which focused on patients receiving care from
physiotherapists, they felt ’listened to’. In Beiber et al’s study (2006), where
fibromyalgia syndrome patients were randomly divided into two groups, the ones
provided with ‘shared decision making’ interventions showed more satisfaction
with decisions than the comparison group patients who were provided with
information only.
Although there is knowledge that patients who actively participate in end of life
decisions often have positive experiences through the latter stages of their life,
there is no clarity about whether following some of the models of ‘shared decision
making’ (compared to building up close relationships with those providing care)
created any advantage (Frank 2009).
In Towle et al’s (2006) study, all the physicians valued the Informed Shared
Decision Making model and thought that they (and other physicians) had put it
into practice; however, the evidence from the transcripts indicated that their
practice in ‘shared decision making’ was limited.
The ﬁndings in Thorne et al’s (2013)’s study focuses on the diverse ways that
cancer patients experience ’shared decision-making’; which was on a range.
Charles et al. cited in Peek et al (2008) has acknowledged the potential for
different patient perceptions about ‘shared decision making’ and has called for
research exploring the sociocultural and illness contexts in which patients
understand and experience ‘shared decision-making’. Caldon et al (2011)
identified how concerned health professionals were about patients being
overwhelmed by the content in a specific Decision Aid which was being tested –
but apart from these examples the research evidence is very limited at present
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both in relation to health professionals’ and to patient/client’s experiences of
‘shared decision making’ in practice.
3.10

The use of Shared Decision Making within paediatric practice

Within this review of the literature, six studies were identified where shared
decision making was related to paediatric practice. It was evident that there are a
number of paediatricians and child psychiatrists who are supportive of using
shared decision making in practice on the basis of their findings in research
studies. Butz et al (2007)is an example of a paediatrician who sees this approach
as a positive experience for children and their parents when addressing asthma,
as according to their study it enhances theself-confidence of the child, it supports
parents to encourage the child to manage their own condition and promotes
paediatricians to display positive role model behaviours.
Fiks et al, within the field of child psychiatry, promotes this approach with parents,
children and young people as they claim it increases partnership working within
an area of practice where historically there has been a degree of mistrust of the
psychiatrist by the parent; Fiks et al have completed a number of research
studies using qualitative approaches (Fiks and Noonan 2013; Fiks et al 2012;
Fiks et al 2011a; Fiks et al 2011b)
In one study 30 clinicians were interviewed using semi structured interviews to
gather their views about using ‘shared decision making’ in practice with parents
of children with Attention Deficit Hyperactivity Disorder (ADHD), before then
interviewing 60 parents of children between the ages of 6 and 12 years with
ADHD. The data analysis from the transcriptions used a modified grounded
theory approach. Themes identified included 1) parents and clinicians
conceptualising ADHD differently from each other 2) barriers to ‘shared decision
making’ from the clinician’s perspective, which included lack of available
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evidence based options 3) ‘shared decision making’ extending beyond the
parent/clinician dyad to include others within the parents’ social group.
The findings indicated that some clinicians saw ‘shared decision making’ as a
means of encouraging parents to accept what they wanted them to do, whereas
the parents indicated that they mistrusted clinicians whom they perceived as
biased.
Recommendations in this study included the need to improve the practice of the
professionals through training, increased support within organisational policy, and
accessible evidence treatments to be provided as options.
Fiks et al (2011a) reported on another study which used a ‘free-listing’ approach,
in which parents and clinicians wrote down what came to mind when thinking
about ADHD. The findings identified differences in perceptions of the impact of
ADHD on the lives of those affected. Parents talked most about the impact of
ADHD on family life, whilst clinicians were under the impression that the biggest
impact would be on the child’s learning, education and time at school. This was
an example of differences in understanding which Fik et al argue could lead to
differences in understanding and priorities when making decisions about
treatments.
Merenstein et al (2005)conducted a quantitative study, which was interesting
despite its complex design. The study sample was parents of children with acute
otitis media who were randomly divided into three groups. The aim was to identify
whether providing these parents with a vignette, where a 2 ½ year old child had
an acute ear infection, but where the fictitious parents were treated differently, at
the same time that their child was unwell, would have an impact on each parent’s
view as to whether antibiotics should be prescribed for their child. One group of
parents were given a scenario where the fictitious parents received a paternalistic
approach, the other two received scenarios which described various degrees of
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‘shared decision making’. The findings were that those in the most paternalistic
groups were significantly more likely to expect antibiotics for their child (4.9%
more) than those in the ‘shared decision making’ groups; and those who were
provided with a description of an encounter where shared decision making was
practiced predicted that they would be significantly more satisfied with the
encounter.
An assumption of this study is that the parents’ beliefs would remain the same
whether applied to their own child or the one in the vignette.
The final study by Golnik et al(2012)describes a quantitative study with parents of
children with autism who were surveyed. Indications were that there was higher
satisfaction with care and treatment choices offered where a ‘shared decision
making’ approach was adopted, although there was no evidence of
improvements in outcomes.
3.11

Summary

In summary, it is evident within the literature that shared decision making has
developed over time and has been understood in different ways, ranging from a
philosophical ideal, to a much more pragmatic model which can be used in
practice. Academics working closely with those in practice (predominantly
medical doctors) have created practical frameworks, check lists and decision aids
to support using this approach in practice. Although currently there is limited
evidence of improvements in health outcomes from using this approach, there is
evidence that when shared decision making processes are used, the patients’
experiences are more positive, and the approach used and the aspirations from
the decision making are congruent with person centred care. Both shared
decision making and person centred care rely on the development of a trusting
relationship between the practitioner and the patient, with both parties having the
ability to express their views on the issue, and the ability for the patient to be able
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to identify what matters to them. For shared decision making to be effective it
relies on the practitioner participating in appropriate training and strong
supportive leadership within the organisation.
It was because there was a clear steer towards using a person centred approach
when delivering care in health visitor practice, and an expectation that when
implementing GIRFEC that health visitors will need to be able to demonstrate
evidence of working in partnership with parents when planning, that literature
around shared decision making was reviewed; however there was no evidence of
shared decision making frameworks being used in health visitor practice and as a
consequence the research question was developed.
What processes will support effective shared decision making when health
visitors and parents are planning to improve the wellbeing of babies and children
– within the context of implementing the Getting It Right For Every Child
(GIRFEC) Policy Framework?
The next chapter outlines the aim and the objectives of the study, the
methodological approach and the proposed research design.
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Chapter 4 – Methodology, Research Design, and Methods
As indicated in Chapter 3 the term ‘shared decision making ‘is understood in
literature both as a philosophy as well as a process and it is also used to describe
behaviours in practice, particularly amongst health professionals. Although
shared decision making is promoted in Scottish Government guidance, there are
no published research studies which focus on shared decision making within
health visitor practice.
This chapter presents the aim and research objectives of this thesis and the
research design which was created to generate understanding about the links
between shared decision making and health visiting practice. It includes
justification for the methodology and methods chosen to fulfil this ambition.
4.1

Aim

The overall aim of this study was to address the question:
What processes will support effective shared decision making when health
visitors and parents are planning to improve the wellbeing of babies and children
– within the context of implementing the Getting It Right For Every Child
(GIRFEC) Policy Framework?
4.1.1

Research Objectives

To explore:
1.

What is currently happening within health visitor/parent encounters when

decision-making is taking place?
2.

What are the perspectives of the health visitors and the parents after their

encounters – in terms of their perceptions of the process and satisfaction with the
final decision?
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3.

What evidence is there that decision-making is shared between the

parents and the health visitors?
4.2

Research methodology

4.2.1

Background

This study started from a position where there was little published evidence
available in relation to health visitors sharing decision making when planning
interventions with parents, and there was also a lack of understanding about
social structures, behaviours and cultures within this area of practice. According
to Ritchie et al (2014) a lack of knowledge base lends itself to taking a qualitative
approach as this approach can develop a basis to further understanding.
4.2.2

A qualitative approach

Seale (2012) provides a definition of a qualitative approach as being one which
tries to use first hand familiarity with the topic to create hypotheses. Historically
authors have defined a qualitative approach by what is expected from the study;
identifying that an inductive, interpretivist, data driven study which captures the
participants’ perspectives defines a qualitative approach as opposed to a
positivist approach which is more objective (Koch 1995; Morse and Field 1996;
Thorne 1991).However more recent authors such as Silverman (2005), Ritchie et
al (2014) and Seale (2012) focus more on the methods used and processes
applied, and define a qualitative approach by features such as the nature of the
relationship between the researcher and the participant, the nature of the social
context and the extent of collaboration with participants. Silverman (2005) argues
that determining whether or not a qualitative approach is used is related to how
the issue has been framed and what methods are required to address the
research question, rather than a philosophical standpoint, where a leaning
towards unstructured or semi-structured interviews and focus groups is indicative
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of a qualitative approach. There are many different qualitative approaches based
on different world views; however within this study an exploratory, descriptive
approach was taken, due to the lack of existing knowledge and understanding. It
was also an inductive as opposed to a deductive approach, in which the purpose
of the research study revolves around testing or confirming hypotheses when a
substantial amount is known about the topic already.
4.2.3

An exploratory approach

Robson (2007) identifies three main approaches within qualitative studies: they
are exploratory, explanatory or emancipatory. This study took an exploratory
approach on the basis of the lack of pre-existing research evidence. Exploratory
research has also been described as formulative research, and it is ideal for use
as an approach where the problem is not clearly defined (Ritchie et al 2014).
There are warnings about the need for caution around drawing definitive
conclusions using this approach; however it can be useful for determining
whether an issue actually exists or not (Seale et al 2007). Exploratory research
may not provide enough information to allow decision making to take place but it
does provide enough insight into a situation to allow understanding around
possible next steps. Data gathered using this approach can generate
understanding about the meanings that people give to their situations and it can
uncover what issues people are concerned about. The analysis process can
support the creation of conceptual frameworks
4.2.4

A descriptive approach

Seale (2012) describes qualitative research studies as either ‘naturalistic’ –
where the focus is on what is happening when little is known and where the
outputs tend to be descriptive – or one of ‘realism’ which looks at how reality is
constructed once evidence is available. These are terms which are frequently
used within the discipline of psychology. This approach is also traditionally based
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within the school of phenomenology which is the study of experience and
consciousness (Flood 2010). This study is descriptive and there will be no
assumptions regarding cause and effect. Nevertheless, according to Flick
(2014)it is possible to make suggestions of conditions that may be having an
impact from within descriptive work, which can then be tested at a later date.
The next part of this chapter focuses on the research design and the methods
chosen to address the questions.
4.3

Research design

The study was conducted in three phases as follows:
4.3.1

Phase 1

Phase 1 was designed to address Objectives 1 and 2. As within the literature
review no research evidence was identified which determined whether ‘shared
decision making’ encounters are taking place or not when health visitors are
planning with parents, a decision was made that the research design for this
study would include audio recording health visitor/parent encounters during
planning without the researcher being present.
4.3.1.1 Audio-recordings of decision-making encounters
This method of recording encounters is commonly used in decision making
research where the natural interaction between participants is likely to be affected
or changed by the intrusion of the researcher. The plan was to audio-record,
transcribe and analyse the data to explore the interactions and decision-making
processes used.
Before embarking on this part of Phase 1 it was acknowledged that this method
has limitations. One of these is the documented impact of the Hawthorne effect
where behaviours of participants are directly affected by being part of the study
(Seale 2012). In order to minimise this risk the plan included ensuring that the
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health visitor and parent knew each other well, the venue was familiar, as it would
be for ‘usual care’, and that the digital recorder was small and, as much as
possible, unobtrusive.
4.3.1.2 Questionnaire
Following the encounters each parent and health visitor involved in the planning
meetings were to be asked to individually complete a standardised questionnaire,
designed to identify their perceptions about the extent to which shared decision
making had taken place. Elwyn’s OPTIONS questionnaires were used (Elwyn et
al 2013)– the one validated for use with clinicians (dyad OPTION clinician) was
issued to each health visitor and the one validated for use with patients (dyad
OPTION

patient) was issued to each parent. (Appendices 10 and 11).

Although the questionnaire is validated as a measurement tool designed to
generate quantitative data, in this case it was to be used to compare and contrast
the findings from the analysis of each of the encounters from a stance of
exploration and interpretation rather than to make judgements about whether
shared decision making had been achieved or not (Weiss and Peters 2008).
Before embarking on this part of Phase 1 it was acknowledged that there are also
limitations associated with questionnaires. In this context it could include
participants wanting to create a different perception by, for instance, making the
encounter look more meaningful than it really had been or by making it appear in
a different light (either worse or better). The plan to mitigate this risk included
ensuring that each participant did not see the other person’s completed form, and
that all individual responses would be aggregated and made anonymous.
4.3.2

Phase 2

Phase 2 was designed to address Objective 3. Semi structured interviews were
conducted with health visitors and parents who had participated in planning
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meetings where decisions had been made within the last 6 months, though not
necessarily in relation to the same child. Semi-structured interviews were used in
order to explore participants’ experiences and perceptions of the processes and
to identify the extent of shared decision making within the encounter, the degree
of satisfaction with the final decisions, and what happened next. Development of
the interview schedule was based on Elwyn’s work on shared decision-making
(Elwyn et al 2013) (Appendices 8 and 9).
4.3.2.1 Semi-structured interviews
The interviews in Phase 2 were designed to complement the Phase 1 encounters
through parents and health visitors being asked to recall their experiences of
decision –making events which had taken place within the last 6 months.
Doody and Slevin (2013) describe the process of interviewing in detail and
explain the various purposes of unstructured, semi structured and structured
schedules. They identify the importance of using a less structured schedule and
incorporating open ended questions, which participants can answer easily and
can respond to in their own words, when the researcher is interested in
participant’s lives and their experiences. A semi structured approach to
interviewing was chosen for this study in order to incorporate questions which
would inform if and how Elwyn’s theoretical framework had been implemented balanced with other questions which would provide insight into the experiences of
the participant being interviewed.
Flick (2014) supports using a responsive interview style as a way of increasing its
effectiveness, as this encourages the interviewer to build a relationship with the
participant within the process, ensuring reciprocity within the interview, and
discouraging confrontation in order to generate more of a willingness on the part
of participants to express their views. Flick also describes the concept of ‘talk as
data’ which is characterised by an open approach where participants are
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encouraged to ‘tell their story’ or create narratives. In this context, narratives are
defined as the informant telling ‘how everything started’, ‘how things developed’
and ‘what became’. Flick identifies that it is possible for narratives to be
incorporated into semi structured interviews, and this approach was therefore
taken within this study when interviewing the parents in Phase 2.
According to McCann and Clark (2005), in addition to the data from the dialogue,
interviews can also contribute to understanding the context as there is the
opportunity for the researcher to view the person’s body language when
explaining a situation, and through being able to probe ideas it is also possible to
get clarification if there is uncertainty.
McCann and Clark (2005) identify that interviews can be expensive, can be
intrusive, and according to Seale (2007) some claim that interviews can be
susceptible to bias with the participant saying what they feel the researcher wants
to hear and the researcher not wanting to ask questions which may undermine
the participant’s confidence or self-esteem.
Al Yateem’s (2012) study outlines ways in which the quality of audio recorded
interviews can be improved with appropriate planning; for instance the
importance of the questions, predominantly open with no leading questions and,
as indicated for Phase 1, the use of a small recorder which can be unobtrusive,
preparing interviewees and the room in advance and the interviewer knowing the
interview schedule thoroughly before the event in order to create the feeling of a
conversation. Building a relationship beforehand encourages honest responses,
and aggregating data from a number of interviews and identifying common
themes (rather than singling out any particular perspective) also improves quality.
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4.3.3

Phase 3

Phase 3 was designed to address the principal research question. Once all data
from Phase 1 and 2 had been anonymised and analysed, three health visitor
focus groups were convened in order to review the findings. The aim was to
generate ideas of ways in which practice could be improved when health visitors
and parents are sharing decision-making in the specific context of planning for
improving a baby or child’s wellbeing when implementing GIRFEC.
4.3.3.1 Focus Groups
When designing the study and choosing the methods, focus groups were viewed
as particularly valuable for this phase because, according to Hyde et al (2005a),
participants are able to give each other ideas which can lead to a deeper
understanding of what is being discussed. Within this context participants were
being expected to project forward and consider the impact on practice of the
implementation of GIRFEC - following enactment of the Children and Young
People (Scotland) Act (2014) - therefore a collaborative approach was
considered appropriate.
Although McLafferty (2004) claims that focus groups are not as strong at
providing robust evidence as observation or interviews, it is still acknowledged
that they can provide a rich understanding of each participant’s knowledge and,
according to Hyde et al (2005b),focus groups can also provide insight into the
culture and evidence of how participants relate to each other. Focus groups are
also recognised as being particularly valuable if used within a range of different
methods focussing on the same research question. Other positive aspects of this
method include claims that focus groups can be helpful at recruiting participants
who may not feel confident about being interviewed on their own (Flick 2014).
Ritchie et al (2014) identify that groups can self-regulate in terms of ensuring that
extremes of views are likely to be challenged by other participants and that there
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is the advantage of being able to cross check data from another source. Focus
groups can create understanding around different perspectives on one question
and how the differences of opinion interact, whether aligning or in direct
opposition.
Various authors recommend a range of ideal numbers of participants within focus
groups: this varies, with some recommending six to eight and some eight to
twelve. Whilemost advise not less than 4, McLafferty (2004) highlights the benefit
of small numbers, stating that the smaller the number the deeper the
conversation, that small groups are more manageable, and that if participants
know each other they need less moderating.
Before embarking on Phase 3 it was acknowledged that there are limitations
associated with conducting focus groups which could include dissonance
between the researcher’s ideals and reality in practice (McLafferty 2004). Also, as
it is a time consuming process, only a small number of topics would be able to be
covered. It was also acknowledged that facilitation requires expertise, conflicts of
opinions can occur within the group, and there can be issues with confidentiality.
Hyde et al (2005b) identify that interactions, and the impressions that participants
want to give to each other, can have an impact on outputs, with dominant views
quashing other views. McLafferty (2004) suggests that it is often difficult to come
to a consensus within the time available and it is more likely for there to be
divergence of opinion rather than complete agreement. In order to reduce the risk
of an unrealistic number of topics needing to be discussed, the plan in the
research design was that the findings from Phase 1 and 2 would be discussed
first, and then a discussion would be facilitated in relation to what this would
mean for the future. Comfortable and accessible venues were identified, groups
where colleagues knew each other were created, they were informed beforehand
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of the format and who would be within their group and ground rules around
confidentiality were discussed at the beginning of each group.
4.3.4

Triangulation

Although there are differences in opinion of the definition and purpose of
triangulation, it is generally viewed as being an approach which can enhance the
quality of the research study by using number of different methods to address the
same research question (Flick 2014). Although Silverman (2005) considers it to
be a valuable theoretical perspective, he warns that in practice findings from
different methods are not always congruent. Some authors such as Denzin, cited
in Flick (2014), identify the challenges associated with using multiple methods
when there are fundamental differences in time, space, and people. However
within the examples given within the text, the description seems to be one of
using different methodological perspectives, which is more akin to taking a mixed
methods approach as described by Cresswell and Clark (2011). Within the
current study, if Silverman’s (2005) simple definition of ‘different ways of looking’
is applied, but within the same methodological approach, then triangulation took
place.
4.4

Study setting

The setting for the study was originally to be one health board in Scotland. This
health board was chosen as it included both urban and rural areas, and with
mixed demographics in both areas, where GIRFEC principles were starting to be
implemented into health visiting practice along with aspects of the Children and
Young People Act (Scotland) (2014).
4.5

Sampling

Despite a variety of views in the literature around what constitutes an acceptable
sample of a research study – largely dependent on the philosophical viewpoint

56

taken in the study – there is agreement that whatever the approach, the quality of
the sample has a direct impact on the quality of the study. Flick et al (2014)
define a sample as a selection of cases from a larger population; the selection in
quantitative studies being driven by representativeness but within qualitative
studies being selected by applying inclusion/exclusion criteria which are directly
related to the aim of the study. Whereas probability sampling is most likely within
quantitative studies (as a hypothesis is often being tested), within qualitative
studies non-probability methods are predominantly used to select a sample, as
attention is focussed on the characteristics of the population.
There are a range of different approaches to sampling within qualitative studies
but they share two key aims - the first is to ensure that all the constituents (which
are the focus of the study) are covered and the second aim is to ensure that there
is enough diversity to allow for exploration. A number of authors describe the
nature of ‘purposive sampling’, where participants are selected on the basis of
criteria informed by the principal aims of the study and the gaps in knowledge
(the research question) (Seale 2012; Ritchie et al 2014; Robson 2007; Cresswell
and Clark 2011). Within purposive sampling a number of selection strategies are
identified and the decision about which strategy to use is based on the
opportunities which are created, whether it is representativeness or diversity
which is required – in other words whether it is the depth or breadth of
information which, on balance, is sought (Flick 2014). The different strategies for
selection include:


Extreme or deviant cases – to support understanding across the whole
field (breadth)



Typical cases – to support a consensus of opinion (depth)



Maximal variation in the sample – to create a range of opinions (breadth)



Intensity of interesting features – (depth)
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Critical cases - asking others who should be interviewed (breadth and
depth)

In addition it is also possible to select:


Sensitive cases – in order to present positive findings – but this would
create bias



Convenience cases – the easiest to access in the circumstances –
(where there might be difficulty with access and recruitment)

This study was to include two groups of participants – health visitors and parents
– who were currently engaged in active decision making in relation to the
wellbeing of a baby, infant or pre-school child.
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4.5.1

Inclusion Criteria

A purposive sampling approach was used with the aim of recruiting health visitors
with maximal variation in relation to caseloads: urban and rural, deprived and
affluent. Convenience sampling was used for parent participants who were to be
recruited through their health visitors. The inclusion criteria for each phase of the
study are identified in Table 2.
Health Visitor

Parent

Health visitors will need to:

Parents will need to:








be registered as a Public Health
Nurse/Health Visitor
be currently practicing as a Health
Visitor
not be working as a Health Visitor in the
same health board area as the
researcher is currently employed




have the capacity to be able to provide
consent
be the birth parent or adoptive parent
and a primary care giver of the child
be over 16 years of age

In addition – to participate in Phase 1 - the
health visitor will need to be able to recruit
a parent in a situation where they are in the
process of making a decision in relation to
the wellbeing of a baby or child on their
caseload

In addition – to participate in Phase 1 - the
parent will need to be in a situation where
they are in the process of making a
decision in relation to the wellbeing of their
baby or child

In addition – to participate in Phase 2 – the
health visitor will need to have supported a
parent to make a decision in relation to their
baby or child’s wellbeing within the last six
months

In addition – to participate in Phase 2 – the
parent will need to have made a decision
in relation to their baby or child’s wellbeing
within the last six months

In order to participate in Phase 3 the health
visitor will have participated in Phase 1 or 2

Not Applicable

TABLE 2 INCLUSION CRITERIA FOR PARTICIPANTS

4.5.2

Sample size

Ritchie (2014) states that the sample size within qualitative studies can be
relatively small because the findings are not intended to be generalizable and
there will be no need to provide information which is statistically significant.
However the sample does need to be big enough to provide enough data in order
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to address the research question. Silverman (2005) also agrees that applying a
formula to sample size in qualitative research is inappropriate but states that
thoughtful consideration is required in order to recruit adequate participant
numbers as too few may not provide adequate depth or breadth, but too many
may produce superﬁcial or unwieldy volumes of data.
Seale et al (2012) identify that, if the criteria are clear, then even if the number is
small it is still possible to get all the information that is required. They describe
how some methodologies have clear guidance around sample sizes (for instance
in grounded theory data is collected until there is ‘saturation’) however they
suggest that this approach can also be applied to other types of qualitative
studies as often there is a point of ‘analytical redundancy’ where no new
information is being generated.
Hopkins and Irvine (2012) identify the value of recruiting for focus groups from
within another arm of the study as very often this highlights those who are
already interested in the work.
4.5.3

Proposed sample size for this study

Based on these views and taking into consideration the time available to
undertake the study, Table 3 identifies the sampling size for each phase of the
study.
Phase

Method

1

Audio recording of Health
Visitor /parent encounters

Health Visitor

Parent

5 x dyads

Questionnaires
2

Semi- structured
interviews

3

Focus groups

10

10

2 – 3 groups with
between 4 and 6
participants in each

Not Applicable

TABLE 3 PROPOSED SAMPLE SIZE
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4.6

Data analysis

Roulston cited in Flick (2014) describes data analysis as being a sequential
process of 1) data reduction 2) data reorganisation and 3) data representation –
whatever the methodological approach. However Seale et al(2007) prefers to
define levels of analysis, and describes a process of developing models from the
data which influences the creation of concepts (defined as an idea from a
situation), which then enables the generation of theory and ultimately the
possibility of hypotheses – which may in time be appropriate to test.
Within quantitative studies data is collected in direct response to proving or
disproving a hypothesis where there already exists a substantial evidence base.
Large numbers are used in order to ensure statistical significance, and theory is
generated on this basis. Methods tend to be objective and focus on large scale
recruitment such as surveys and testing, in order to create clarity in relation to
cause and effect. Qualitative studies can complement this approach by being
used to investigate contexts where little is already known, or where a deeper
understanding around phenomenon is required, or where the interpretation from
the perspective of those directly affected is important. Data used in qualitative
approaches is generally audio recordings, interview transcripts, observations,
field notes, and can be from social media. Flick (2014) identifies the choice of
data analysis methods that are available to researchers with this form of data and
which are appropriate to use - ranging from content analysis, to conversational
analysis, to grounded theory coding. The key message, particularly evident
amongst recent publications, is that the method of analysis must be appropriate
for the data that needs to be analysed and the output required, whether
generated from a qualitative or a quantitative perspective.
Within the current study the plan was that data generated would be
predominantly transcripts from health visitor/parent encounters, completed
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questionnaires, transcripts of health visitor interviews, parent interviews and
focus groups. To provide structure, Elwyn’s Shared Decision Making Framework
(Elwyn et al 2013) was evident within each of the Phases, but as the initial
knowledge base was so sparse, there was scope at every stage to explore
developing themes.
Following from the recommendation that the approach to analysis should be
reflected by the data gathered, and anticipating that a large quantity of data
would need analysed, the development of a coded system of themes from each
of the cases in this study was justified, where Elwyn’s Framework was to be used
and built upon. The quantity of data to be generated also warranted the use of
computer software – and within the research design NVivo 10 was accessed.
Flick (2014) discusses the advantages and challenges associated with choosing
between theme based analysis and case based analysis and the merits, despite
the complexity, of combining them. Framework analysis is such a method that
combines both and as it is possible, with training in the use of NVivo 10, to
generate a matrix after coding each case in relation to each theme. This was the
method chosen for this study, as the matrix can be interrogated in a structured
way, which is of value to an area of study where relationships between themes
have not been explored in this way before. Silverman (2005)states that the
combination of using verbatim transcripts and software in analysis contributes
rigour and Flick (2014)states that it increases transparency, therefore improving
quality. Robson (2007) also reinforces the importance of research studies being
approached systematically, sceptically and ethically in order to stand up to
scrutiny. Chapter 5 focuses on how this study’s design planned to ensure a high
standard of research quality and Chapter 6 reviews ethical issues and how they
were managed.
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Chapter 5 – Quality Assurance
This chapter provides an overview of how this study was designed in order to
address issues of quality.
Ensuring a high standard of quality, or rigour, within a research study is crucial if
it is going to be credible and useable. There are a number of ways that rigour can
be achieved in a study, for instance by ensuring validity and reliability (Ritchie et
al 2014), where validity is defined as the extent to which a study actually

achieves what it sets out to achieve (Robson 2007) and where reliability
refers to the accuracy of the process (Flick 2014).
Each of these three terms (rigour, validity, and reliability) will be explored
within this chapter and will be used as justification for the range of quality
assurance measures which were planned for this qualitative descriptive
explorative study.
5.1

Rigour

‘Rigour’ within the Oxford English Dictionary is defined as the ‘quality of being
extremely thorough and careful’ which is consistent with Ritchie et al’s (2014)
description of a rigorous study as being one which is ‘well-designed and well
conducted……….well founded and provides trustworthy evidence’.
Within literature there seems to be differing views around where responsibility lies
for making the judgement as to whether rigour has been achieved in a study, or
not, with some authors laying the responsibility on the researcher to ensure
evidence of rigour in their study (Ritchie et al 2014) whilst others clearly place the
responsibility on the reader to accept or dismiss the findings according to how
rigorously they feel the study has been conducted (Rolfe 2006). Although the
majority of authors take the view that it is a shared responsibility, it is clear that
there should be a spirit of ‘openness’ on the part of the researcher to allow
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readers to scrutinise the study; however there are clearly limitations on what the
researcher can achieve in this respect due to their obligation to maintain
confidentiality and anonymity within many research studies, both in order to
protect the participants and also to gain approval from ethics committees to allow
the study to progress. Consequently this often prevents researchers from ever
being able to provide raw data to those who may want to scrutinise the study in
depth. Also, for practical reasons, only a limited quantity of information can ever
be included within publications and, as this is where the majority of readers
acquire most of their information about research studies, this reduces
opportunities for the studies to be able to be scrutinised at a deep level. In reality
it seems that ensuring and assessing rigour needs to be a shared responsibility
between the researcher and the reader, as there are practical limitations on both
sides which means that there needs to be a level of trust, on the part of the
reader, around most researchers’ work and their studies’ authenticity.
Despite these challenges there are a number of actions, highlighted in literature,
which researchers can take to improve rigour. Breen (2007)claims that rigour is
increased when researchers only undertake research outside their own
organisation. Other examples of rigour being enhanced are at least two
researchers reviewing transcripts (as opposed to just one) (Hopkins and Irvine
2012), a clear explanation of how the themes developed within the record of the
study (Flick 2014), and evidence of the researcher using critical reflection to
review processes within the study (Mealer and Jones 2014).
In the context of focus groups, Goodwin and Happell (2009) claim that strong
opinions in focus groups can reduce rigour, but state that this can be prevented
by an experienced moderator; whilst McLafferty (2004), also referring to the
quality of focus groups, claims that if the moderator is directly involved in the
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study, and is sensitive to the issues which are being discussed, this will also
enhance the rigour of the study.
From the perspective of the reader assessing rigour - a number of authors
discuss the advantages and disadvantages of using checklists. Barbour (2001)
claims that there is a real risk associated with quantitative-style measure
checklists being applied to qualitative research inappropriately; although there
are a number of tools such as the Critical Appraisal Skills Programme (CASP)
(Vallido et al 2010) which are specifically designed to assess qualitative studies.
Even so Porter (2007) is still not satisfied that a small number of qualitative tools
are appropriate for all qualitative studies due to the range of different
methodologies to which they may be applied. Porter is more inclined to
recommend that each reader should make an individual judgement about the
research they are reviewing based on whether the relationship between the
knowledge and practice is feasible and whether they are confident from the
description that the issues identified are accurate.
Based on this evidence, and in order to ensure rigour within this particular
research study, the proposal included:


a decision that the researcher would not recruit from a geographical area
that she currently worked within (Breen 2007)



the researcher agreeing to employ an interpreter if a parent, whose first
language was not English, wanted to participate in Phase 2 (Fryer et al
2012)



measures being put in place to support any prospective parents who
wanted to participate, but whose ability to read or write was limited; for
instance including the possibility of a verbal explanation of the information
leaflet through support from another person, who was independent from
the study, and also supporting the completion of the consent form if
required



measures being put in place to ensure that focus groups were managed
and that they comprised of small groups of people who knew each other
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well and that the principal researcher moderated the focus groups;
meaning that she knew the research topic and the study well


the research supervisors would take an active role in independently
analysing a small number of the transcripts and would engage in
discussion with the researcher around the themes in order to enable
consistency



the use of a reflective diary to provide evidence of critical reflection in
order to support the learning of the researcher (Mealer and Jones 2014)

5.2

Validity

The Oxford English Dictionary defines ‘validity’ as ‘logically or factually sound’.
Ritchie et al (2014) refers to validity when assessing the correctness or the
precision of a research study and divides them into three types
1. Measurement validity – where the tool measures what it set out to
measure
2. Internal validity – the extent to which links made between statements and
conclusions can be substantiated
3. External validity – the extent to which the study’s findings can be applied
to other settings
Cresswell and Clark (2011) are satisfied to use the term validity in relation to a
quantitative or a qualitative study, however with a different meaning associated
with each context. In a quantitative study they view validity as meaning that
scores received using a tool are meaningful and accurate, whereas within
qualitative studies they refer to the data collection processes being accurate.
Maxwell (cited in Flick 2014) divides the different types of validity further where:
1. ‘descriptive validity’ relates to factual accuracy
2. ‘interpretive validity’ refers to the meanings relating to the statements from
the participants being accurate
3. ‘theoretical validity’ relates to concepts being accurate and valid
4. ‘generalizable validity’ relates to the way the concepts can be transferred
to other contexts and
5. ‘evaluative validity’ relates to the framework being used for analysis being
adequate
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Flick (2014) prefers to take a simpler view, judging the validity of a study by
whether the researcher could actually see what they claim to see. According to
Flick there tend to be three common errors amongst researchers, which are:
1. Identifying relationships where there are none – or identifying them
incorrectly
2. Rejecting relationships when they actually exist
3. Asking the wrong questions
Whilst some authors take an overview that validity relates to the correctness or
the precision of the study, other qualitative researchers have either accepted the
terminology literally or amended criteria in order to create a ‘fit’. A number of
qualitative researchers have chosen to reject the term completely and have
looked for different criteria and different language to describe the concept of
validity such as ‘truthfulness’ or ‘authenticity’ (Ritchie et al 2014).
Porter (2007) and Seale (2012) state that in both qualitative and quantitative
studies there do need to be different words to describe whether the account
accurately represents the findings. Porter (2007) and Robson (2007) identify
researchers who prefer to use the term ‘trustworthiness’.
The Oxford English Dictionary defines ‘trustworthiness’ as a firm belief in the
reliability, truth or ability of someone or something – which applied in this context
could be the researcher and their study. Guba and Lincoln (1989) judge the
concept of trustworthiness against three criteria: namely credibility, transferability
and dependability, where credibility refers to others recognising the experience
as close to their own, transferability as to the findings from the study fitting other
social contexts and dependability as referring to a situation where the research
study is written in a way which allows the reader the opportunity to make a
judgement about the quality of the work.
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Whichever term is preferred; there are a range of ways identified by authors to
enhance the validity or trustworthiness of a research study.


Ritchie et al (2014)claims that validity or trustworthiness are enhanced
through triangulation



Hyde and Howlett (2005a) consider that giving participants the opportunity
in focus groups to cross-check the discussion with practice increases the
trustworthiness of the data whilst



Whiting and Sines (2012) presented information from findings, in the form
of mind-maps, back to participants in order to confirm that meanings were
plausible - this is sometimes described as ‘member-checking’



Silverman (2005) claims that one way of increasing
validity/trustworthiness is to provide evidence that the findings were based
on all of the relevant data collected rather than a few well-chosen
examples



Jessiman (2013) claims that trustworthiness can be related to the
recruitment process and suggests that researchers should be honest
about the strategies they use



Fryer et al (2012) reinforce that validity is something which must be
considered and acted upon all the way through the study and not just
thought about at the end

Within this study the plan from the beginning was that validity or trustworthiness
would be enhanced through:


triangulation – acquiring knowledge about shared planning using different
methods



agreeing on codes with researcher supervisors



not only describing data clearly but also creating clarity around meanings
and how they got there based on responses from participants



checking out for plausibility with participants at different stages



ensuring truthfulness was evident throughout the study



using the computer software package NVivo 10 to manage all the data –
creating an ability to ensure that all data was considered



ensuring that a range of different views from participants were expressed
within the thesis and publication



creating trusting relationships between the researcher and the participants
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giving due attention to sampling and recruitment processes

The next part of this chapter will focus on the importance of ensuring reliability
within a research study.
5.3

Reliability

The Oxford English Dictionary defines reliability as being ‘consistently good in
quality or performance; able to be trusted’
Flick (2014) identifies that, in relation to quantitative studies, reliability refers to
whether a repeat of the test with the same variables will produce the same
results, whilst acknowledging, if it is a qualitative study, there clearly needs to be
a different interpretation. Ritchie et al (2014) argue that this application of the
term reliability cannot be applied to a qualitative study, particularly if a
constructivist viewpoint is taken. This challenges whether a single reality can ever
be captured in the first place. Certainly for those who believe that qualitative
research is, by its very nature, dynamic, they argue that any event is never going
to be able to be repeated. Seale et al (2007), however, do not dwell on these
philosophical standpoints and instead describe a very pragmatic way of
increasing reliability in a qualitative study. They consider that the researcher can
record and transcribe verbatim, before analysis, as opposed to the researcher
taking notes during the interview or focus group and then trying to make sense of
what was said. Reliability in this context, it is claimed, can also be increased by
the degree of consistency with which instances are assigned to the same
category by different analysers. The terms ‘confirmability’ and ‘dependability’ are
sometimes preferred in this context.
Another way of ensuring reliability, according to Robson (2007), is by using the
same researcher interviewing the participants throughout. Seale et al (2012),
when referring to reliability, remind their readers that postmodernists dispute the
possibility of uncovering ‘facts’, ‘realities’ or ‘truths’ behind speech and
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consequently think it is inappropriate to attempt to make judgements about the
‘accuracy’, ‘reliability’ or ‘validity’ of interviews. From the theoretical perspective
that what people say should not be taken literally – but instead used as evidence
of their experiences in speech which they have packaged as their experiences –
this draws attention to a view that experience is always embedded in a social
web of interpretation and re-interpretation. From a researcher’s point of view, this
perspective of not necessarily taking participants’ views literally but instead
comparing what was said across a number of accounts (particularly comparing
similar experiences), creating an interpretation, and taking the interpretation back
to the participants for ‘checking’ before generating concepts and theory, can all
add to reliability. Within this approach of interpretation and the creation of
meaning it is important to also reflect on the context of the interviews and
discussions.
According to literature there are a number of ways to enhance reliability in
studies; consequently within this study the proposal included:


recording soft utterances in transcriptions – such as ‘uhuh’ and ‘mmm’
consistently – as these indicate responses and add quality to the
interaction



using a computer software package (such as NVivo 10) to ensure that
patterns reported actually do exist



having research supervisors code data (blind) and then comparing notes



if describing what happened having data to back it up



using field notes to back up reliability



showing the readers the procedures used to ensure that methods were
reliable, and conclusions were valid

70

5.4

Summary in relation to assuring research quality

As a warning Tong et al (2007) state that:
‘Poorly designed studies and inadequate reporting can lead to
inappropriate application of qualitative research in decisionmaking, health care, health policy and future research’
In order to ensure that this research study was going to be of a high standard,
that outcomes were going to be credible, and that the findings were going to be
able to positively influence health visitor practice, it was imperative that this
research study was rigorous, valid, reliable, and trustworthy. This chapter has
outlined how these various components were addressed within the research
design; however another key area of research practice, which is crucial when
providing evidence of a high standard of quality, relates to how ethical issues are
addressed within the research design. Identifying the ethical issues for this study
and how they were addressed in the research design are the focus of the next
chapter of this thesis.
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Chapter 6 – Ethical considerations
According to Seale (2012) and Flick (2014) four principles of research are:


Non maleficence - researchers should avoid harming participants



Beneficence - research on humans should produce some positive benefit



Autonomy or self-determination - the values and decisions of participants
should be respected



Justice - everyone should be treated equally

Before any contact was made with prospective participants, it was essential to
gain ethical approval from various authorities due to clear directives, based on
laws, which relate to accessing patients and staff in the health service for the
purpose of research studies. These directives comply with the Data Protection
Act (Data Protection Act 1998) and the Declaration of Helsinki (World Medical
Association 2014) and as part of the research process the researcher agreed to
abide by them. Favourable ethical opinions were gained before data gathering
started, and a description is given at the end of this chapter of what occurred in
relation to this part of the research study process.
There are a number of areas which raise ethical issues within research studies,
and how these risks were managed within this study are outlined in the following
section of this chapter.
6.1

The recruitment process

Recruitment has the potential to create ethical risks - for instance there is the risk
of coercion, or the risk of treating people unfairly, and without dignity or respect
(Silverman 2005). For these reasons it is important that prospective participants
are given enough time to consider and to make an informed choice as to whether
to participate or not. It is important, according to Seale et al (2007), that
prospective participants know why they have been approached, what
participation will involve, the purpose of the study, what will happen to their
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information, and what will happen if they change their mind. In this study all of
this information was provided in the information sheets, which were separate for
the Health Visitors (Appendix 1); for Phase 1 Parents (Appendix 3) and for Phase
2 Parents (Appendix 4). The plan was that the researcher would meet with the
health visitors in their teams, provide them with information about the study,
answer any questions, and distribute the ‘indication of interest’ form. The health
visitors were also asked to consider recruiting one of the parents on their
caseloads, and to give them either Phase 1 information leaflet (if they, as the
health visitor were also willing to participate in Phase 1) or Phase 2 information
leaflet – both of which had information about how to contact the researcher if the
leaflet generated interest.

6.2

The consent form and the consent process

Robson (2007) describes the consent process as ‘sacrosanct’ because of the
ethical risks associated with a participant not knowing what they are committing
to and as a consequence the consent process is a very important part in any
research study. For this reason the consent forms were easy to understand,
included an acknowledgement that the participant had read and understood the
information sheet, and also indicated that there had been the opportunity to ask
questions. The consent forms which were used in the study are attached as
Appendix 2 (for Health Visitor Participation); Appendix 5 (for Parent Participation
for Phase 1); and Appendix 6 (for Parent Participation for Phase 2). Copies of
each of the completed consent forms were available for the participants to retain.
The plan was that there would be at least one week between recruitment and
consent to allow time for consideration, and that the consent process would take
place immediately before the recordings of the encounters in Phase 1 or the
interviews in Phase 2.
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6.3

Inclusivity and fairness

Seale (2012) identifies the importance of using language which is easily
understood by participants throughout a study, and identifies that it is unethical
not to open research out to those with communication difficulties or where
English is not the first language. The plan was that if a prospective parent
participant required an interpreter to explain the information sheet, to support the
consent process, and to support the interview process and they had also
indicated interest in Phase 1 (with the health visitor’s support) then as the
encounter was with the health visitor and part of routine care it would be
expected that an interpreter would be funded by the Health Board; however if a
parent wanted to participate in Phase 2 and an interpreter was required to
support these activities then the researcher would fund the service.

6.4

Researcher’s role

A decision was made from the beginning of the study that the researcher would
not recruit from the area that she worked in at the time due to the potential for
confusion over roles and the risk of ambiguity between the role of a researcher
and a health visitor manager. McDermid et al (2014)identifies the issues which
can be generated by undertaking a research study amongst colleagues. Robson
(2007) refers to this as being an ‘insider researcher’, and Seale et al (2007)
emphasise the importance of the researcher and participants being able to build
a trusting relationship – which may be difficult when there is a manager:
employee relationship already in existence.

6.5

Sensitive subjects

It was anticipated that health visitors might choose to discuss topics which were
of a sensitive nature, such as cases where there were child protection issues,
examples of domestic abuse, a child with a disability or with a life threatening
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condition. Silverman (2005) emphasises the importance of understanding the
research experience from the participant’s perspective, and the importance of the
participant being able to maintain dignity throughout the process. In order to
reduce the risk of unnecessary emotional upset, and the potential for loss of
dignity, the researcher would stay focused on the interview schedule as much as
possible so as to reduce the risks of participants using the interview inadvertently
as a therapeutic encounter. It was recognised that the health visitors may have
emotional reactions to relationships which they had developed with parents, or
may choose to focus on examples which they, in hindsight, felt could have been
handled better by themselves or others. As the researcher had extensive
experience of interviewing clients and staff and knew the importance of
supporting dignity it was anticipated that this would be achieved by offering the
opportunity to take time out in the interview and to stop the interview prematurely
if necessary. The contact details and support systems in the workplace, and for
the parents, were to be known before starting data gathering.

6.6

Confidentiality and anonymity

Robson (2007) outlines that because qualitative research involves people it
follows that it will also affect people. Seale et al (2007) point out that participants
have a right to confidentiality which includes their identity, and the places and
location of the research; and then expands in a later text by identifying that
maintaining confidentiality can be really challenging in small studies where there
are only a few participants. In these cases the ethical risk of inadvertently
breaking confidence is great and could create distress and an unwillingness of a
group of people to participate in research in the future (Seale 2012).
A number of strategies were to be used to minimise the risk of breaking
confidence; for instance in relation to protecting identity within the interview
recordings there was a plan that the only people listening to them would be those
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who were directly involved in the study in the University. Names and other
identifying features would be removed at transcription. For health visitors, they
were assured that no information would be shared (except in exceptional
circumstances where someone was being put at risk) with colleagues or their
manager; and that any published findings would be aggregated and any
quotations anonymised (Appendix 1). A similar assurance was given to parents in
relation to any personal identifying features, aggregation of the findings and
anonymity of the quotes, and they were also informed that the content of the
questionnaire from Phase 1 would not be shared with their health visitor, and that
information generated from the Phase 2 interview would not be passed to their
health visitor unless they personally told them what they had said (Appendices 3
and 4). These points were also outlined within the consent forms (Appendices 2,
5 and 6).

6.7

Impact of participating

It was recognised in the proposal that as this was a student study there was not
the means to reimburse health visitor participants for their time. Although
permission was to be sought from their employer to participate during work time
there would not be an ability to secure ‘backfill’ to help them with their workload.
Within the Information Leaflet (Appendix 1) it was outlined, however, that there
was the potential for professional learning and development.
The parents were also told within their information leaflet that it is common for
participants to feel satisfied when participating in a research study, such as this,
which will help support improvements in health visitor practice (Appendices 3 and
4).
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6.8

Evidence of poor health visitor practice

Given the nature of the questions, and the ways in which they were to be asked,
it was perceived as unlikely that evidence of poor professional practice would be
identified during the research process; however the agreement was that the
researcher would discuss any concerns with the respective health visitor
manager should this occur – and this information was included in the Information
Sheets (Appendices 1, 3 and 4).

6.9

Issues around the safety of adults or children

In order to ensure that all prospective participants were aware that there were
some exceptions to the promise of complete confidentiality, all of the information
leaflets outlined that if the safety of a child or an adult was at risk or there was
evidence of poor health visitor practice, action would be taken (Appendices 1, 3
and 4).
6.10

Storage and protection of data

The Health Visitor’s Information Sheet indicated that data would be anonymised
and any identifying features would be removed by the researcher before analysis
so that no ideas could be attributed to one individual. All the information would be
treated in the strictest confidence and signed consent forms stored in a locked
cabinet in a locked office in the Health Centre where the researcher works, or on
a computer which is password protected or kept secure on a password protected
device, and that the final thesis held by Stirling University and any publications
would include a combination of different participants’ views.
6.11

Safe transfer of data to other devices and systems

All data, which was held on recording equipment, would be transported between
sites as safely as possible using a locked briefcase. The protocol and the
NHSREC application indicated that when audio recording devices were to be
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used the recordings would be transferred to a file on a computer, which is
password protected, as soon as physically possible - and cleared from the
recording device at this stage. The ‘back up system’ would also be password
protected.
6.12

Safe destruction

Once the research study was complete, the final report written, the thesis
completed and the academic award granted the field notes and transcripts would
be preserved in a locked filing cabinet in a locked room for 10 years and then
destroyed.
6.13

Personal safety

Robson (2007) identifies that it is important that researchers are protected from
abuse, trauma or compromising positions and consequently within the proposal it
was outlined that to reduce any risk to the researcher’s personal safety when
conducting the interviews with parents the researcher would write to the parent’s
health visitor and explain her intention before undertaking a parent interview in
the home (Appendix 7). This was to establish if the health visitor was aware of
any risks associated with the venue (e.g. violence or aggression in the family,
aggressive animals in the home, or known criminal activity amongst any family
members which could put the researcher’s safety at risk). If there was no
response to the initial letter and the parent showed a preference for conducting
the interview in the home an email or telephone call would take place in order to
establish that, in the health visitor’s opinion, the setting was safe. The researcher
also acquired the Lone Worker Policy for the health board she was gathering
data within and complied with it as much as possible. An indication that the
researcher would be approaching the parent’s health visitor was included in the
Parent’s Information Sheet for Phase 2 (Appendix 4) and a request for

78

permission to inform their health visitor about the study was included within the
Parent’s Consent Form (Appendix 6).

6.14

Dissemination of findings

As already outlined Seale et al (2007) stress the importance of confidentiality
within research studies and assurance was given within the information leaflets
that any information in publications would be anonymised and aggregated with
the views of other participants. However, it could be argued that not
disseminating the findings after the contribution that participants had kindly made
was also unethical. Within the information sheet to the health visitors it was
outlined that there may be the possibility in the future for them to join the
researcher in disseminating the findings to colleagues in order to learn from them
and to positively influence health visitor practice.

6.15

Obtaining favourable ethical opinions to allow data to be gathered

Based on the proposal NHS IRAS application forms were completed and these
were submitted to the School of Nursing, Midwifery and Health Research Ethics
Committee, University of Stirling, who gave approval for the study to progress on
21st May 2013 (Appendix 12).
The IRAS process was then followed which involved securing Indemnity
Insurance and a Sponsor (Appendices 13 and 14).
As part of the process application was made to the East of Scotland Research
Ethics Committee 1 (EoSREC 1) and following a meeting, at whichthe researcher
attended, and after a small number of amendments to the Participant Information
Leaflets, a favourable response was received on 24th October 2013 (Appendix
15 Favourable Opinion Met 24th October 2013).
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Following this NHSREC process, application was then made to a Health Board
Area for Management Approval to recruit health visitors from their staff and
parents from the health visitors' caseloads.
Research and Development Management Approval was granted on 4th
November 2013 based on all the information about the study which was identified
in the IRAS Application process.
The reason for all of this preparation was to ensure that the quality of the study
would be high, that patients, NHS staff and the researcher would be safe, and
that the study would be conducted ethically.
The next chapter will describe what took place in detail during recruitment and
data gathering; however it is important to note at this stage that, due to logistical
problems associated with recruitment in the first health board area, application
was required to NHSRES to enable this single site study to become a multi-site
study and this was approved. Management approval for data gathering in a
second health board area was granted on 27th May 2014 (Appendix 16)
End of study paperwork was submitted to EoSREC 1 on 17th November 2014
(Appendix 17).

80

Chapter 7- Gathering and managing the data
Data gathering took place in two stages. Following health board research and
development management approval from the first health board area the
researcher made contact with the health visitor line manager, whom she had
spoken with previously about the study, to discover that the line manager was
just about to take an extended amount of time off work for personal reasons;
however contact details of the four team leaders for the four health visiting teams
within the area were provided and the researcher contacted each one by phone
in order to arrange to attend team meetings to recruit participants to the study.
7.1

Recruitment

Reception from health visitors at the three meetings the researcher was invited
to, and attended, was very positive – however recruitment to the study was
disappointing. There were potentially a few reasons for this. Firstly the line
manager was absent from work and this would have been the person who would
have been the contact person; but also the Care Inspectorate announced their
programme of scrutiny of children’s services in the area at the same time as
meeting with the teams.
In total three health visitors volunteered along with one parent. This amounted to
one health visitor: parent dyad for Phase 1 and two health visitors for Phase 2,
and then there were a few weeks when nothing was heard – despite phone calls
and emails to the team leaders as a gentle reminder. There was, however,
appreciation of how challenging the working environment was at the time.
Discussion took place with research supervisors, and the decision was made to
approach another health board area. There was then the discovery that to
progress it was needed to convert the original application to the NHS Research
Ethics Committee from a single-site study to a multi-site study through NHS
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Research Ethics Service. This service was approached and all the information
from the original IRAS Application process was made available to them
electronically; however there were difficulties at this stage due to staff absence
within their office – which was only discovered when there was no response to
the original request and telephone calls of inquiry revealed the difficulties. This
prompted phone calls from both health board research and development leads,
but to no avail; however it was the telephone calls from the research supervisors
which prompted a positive response, and permission was given to the second
health board area to progress with their management system research
permission process.
Technically health boards have 30 days from the start of the application process
to respond to the request, and so it was another month before authorisation to
collect data in the second area was granted.
The researcher made immediate contact with the Manager in one of the CHPs in
the second health board area who gave support locally. Contact was then made
with the two line managers who also gave support, and a series of recruitment
sessions were conducted with the researcher when health visitor teams were
meeting already.
There were some challenges around these meetings in that the researcher was
working full time in another health board area and had commitments as part of
her role and responsibilities there; however one week paid leave was kindly
granted by the researcher’s line manager to collect data, and very quickly health
visitors in the second health board area started to come forward as participants
and to recruit willing parents.

82

7.2

Gathering data

One further dyad was recorded as part of Phase 1 – but no further offers for this
Phase were received. However, very quickly a further nine health visitors
volunteered to participate in Phase 2 and a larger pool of health visitors recruited
nine suitable parents – as some of the health visitors did not have the capacity to
be interviewed themselves but were willing to discuss with and recruit one of the
parents on their caseloads. Informal discussions indicated that there was interest
in the study from health visitors due to the study’s relevance to practice.
There was a great deal of interest in meeting for the focus groups in Phase 3 –
which involved meeting three times with small numbers - involving eight of the
health visitors again.
In summary, challenges to the process of data gathering included:


The Ethical Approval Process taking many months in order to complete
the extensive number of forms and to wait until a Research Ethics
Committee could accommodate the application



The contact line manager in the first health board area becoming
unavailable at the same time as management approval was granted



Not being known by the team leaders or health visitors in the first area



The lack of capacity and unwillingness of the health visiting staff to
participate once scrutiny by the Care Inspectorate was underway



Difficulty with communication with NHSRES due to them being so short
staffed - in order to give permission to approach a second health board
area



The time it then took to await a response from the second health board
area



Logistical issues around health visitor participants and the researcher
being able to meet up to conduct the interviews – due to other demands
on all their time



Last minute changes of dates and times when meeting with parents – due
to unexpected occurrences such as an ill child and other demands around
their other responsibilities and commitments (it was felt appropriate to
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always give the impression to parents that the researcher was more
flexible in terms of her available time than in reality was the case, due to
an appreciation of them giving of their time to this study)
What went well


Unstinting research supervisors’ support throughout the difficulties with
the ethics processes



Positive reception from health visitors and their managers in both areas –
and particularly the number who participated from within the second area



Support from the researcher’s line manager – not only in terms of the one
week given to collect data but also the flexibility that that time was able to
be taken to fit round the availability of participants



Funding from NHS Education Scotland, via a bursary, which created an
ability to finance professional transcription services and printing costs for
the parents’ information leaflets



Training in NVivo 10 from the University of Stirling – which then supported
the researcher to be analysing the data as it was transcribed and
supported the ability to be able to feedback key findings to participants at
Phase 3

In summary, data gathering was a challenging process. Lessons learned have
been to never underestimate the time needed for recruitment and data gathering
processes. As the second health board area was an area where the researcher
had worked in the past, and therefore the health visitors were known, it was
appreciated that this probably contributed to the positive responses.
7.3

Data analysis

Following consideration of approaches to data analysis identified in Section 4.6, a
decision was made to adopt the analysis process used by the National Centre for
Social Research, and NVivo 10 was used as a data management tool to apply
this framework method. Gale (2013) and Srivastava (2009) describe in detail the
advantages of using this approach which is increasingly being used in applied
health research, and a visual version of what is described in Ritchie et al (2014)
is presented in Figure 1.
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FIGURE 1 DATA ANALYSIS USING THE FRAMEWORK METHOD (RITCHIE ET AL 2014)

Data collection
using Elwyn's
Framework for
structure

Transcriptions of
recordings

Labelling, Sorting,
Identification of
Themes

Creation of
Framework
Matrices for
each Theme

Abstraction and
Interpretation
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As Elwyn’s Framework had been used to help create the data gathering tools it
was anticipated, during the design process, that the data analysis would be
straightforward because links between the data and the themes would be clear;
however this was not the case, as additional themes emerged relating to topics
which did not fit neatly into the existing themes.
Once all of the transcripts from each of Phases 1, 2 & 3 had been coded (in
NVivo they were referred to as Nodes) 267 different codes emerged from the
data which were sorted into sub themes. The sub-themes predominantly fitted
into one of nine themes; three from Elwyn’s Framework and six new themes. One
of the additional themes, identifying the Issue, appeared to relate to a crucial part
of the shared decision making process. And a second additional theme
Relationships was like a thread which ran through every one of the other themes.
There were, in addition, other themes, which were collections of additional sub
themes and codes. These sub themes and codes predominantly focused on
aspects of health visitor practice; some of the codes described processes which
are intrinsic to health visiting practice and within health visitors’ control such as
patterns of working, whilst other codes related to extrinsic factors such as
financial constraints, policies, information technology systems, and processes
which influenced practice but which health visitors had very little power or
influence over. Although these themes were of interest, in terms of understanding
the context within which health visitors were working, due to the time constraints
of the study it was decided to put this information to one side and focus on
Elwyn’s original three themes, along with the two additional themes of Identifying
the Issue and Relationships as they had the potential to make the biggest
contribution to directly answering the research question. The specific findings,
and how they relate to the research question, are described in more detail in the
next chapter.
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Chapter 8 – Findings from Phases 1 and 2
This chapter presents the findings from the analysis of recordings of two
encounters and four questionnaires from Phase 1, and eighteen semi-structured
interviews from Phase 2.
As indicated in the last chapter, the analysis process involved systematically
reviewing all transcripts, coding them, and finally identifying areas from the
transcripts which related to themes from Elwyn’s Framework; these were Choice;
Options: and Decision Talk. During this process NVivo 10 was used to manage
the data and to create matrices which linked each theme with each of the cases
and supported the analysis process (Figure 1). The transcripts were then
analysed for any additional themes.
It became evident from the data that, for health visitors and parents to make
shared decisions, it was important that there was a shared understanding around
the nature of the issue under review, what needed to be discussed and what
required a decision. Wood (2013), working within the Information Services
Division of the Scottish Government, encourages all health visitors and school
nurses to record ‘issues’ as part of the National Child Health Programme when
they assess and review babies, children and young people at routine
assessments and reviews. Wood defines an issue, in this context, as anything
which relates to ‘a baby’s, child’s or young person’s health, development or
wellbeing’.
Wood’s broad definition of an issue was used as a starting point when analysing
the data from Phases 1 and 2. Within the data it became evident that the level of
concern about an issue was sometimes different for the parents than it was for
the health visitors. Issue was consequently identified as an additional theme, in
order to create the opportunity to explore what was happening in practice.
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It also became evident that the theme of Relationships was cross cutting every
interview and encounter, as is understandable, as the quality of relationships is
fundamental to both health visitor practice and each stage of the shared decision
making process (Chapter 3 Section 3.5).
What follows in this chapter are interpretations of the information from the
transcripts and the questionnaires from Phases 1 and 2 in relation to the five
themes of Issue, Choice, Options, Decision Talk, and Relationships. This is then
followed by links between these interpretations and how they address Objectives
1 –3, first identified in Chapter 1, which relate to what processes currently support
shared decision making in health visitor practice.
8.1

An Issue was identified

The two recorded encounters in Phase 1, and the eighteen recorded semistructured interviews in Phase 2, provided evidence of discussions about
complex situations in which multiple layers of communication occurred. It was
however noted, across both Phases, that the level of concern about the issues
which were addressed varied between the health visitors and the parents, and
that issues relating directly to the baby or child’s wellbeing were not always the
issues which were the focus of decision-making.
Phase 1
In each of the two cases the health visitors and parents made an initial choice
about what they wanted to make a decision about – the issue (in both cases they
were linked to bureaucratic processes). However, decisions about other issues,
which linked directly to the children’s wellbeing, although not the initial focus,
were given equal if not more time and attention.
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In Phase 2 accounts were recalled where:


both health visitors and parents shared understanding around the nature
of the issue in relation to the baby or child, and agreed that this was their
focus of concern



parents required support in their decision-making as to when to request
assistance from another service (in relation to an issue affecting their
baby or child) to enable the service to offer support in the medium to long
term. In these cases the health visitors’ main focus was on the process,
and their concern around its impact on the parents. For the parents, who
did share some concern about the process of requesting assistance, it
was not felt to the same extent



a parent articulated clearly that they didn’t believe that there was an issue
in relation to their child’s speech; however the health visitor maintained
that there was and the child’s speech development remained the focus of
the health visitor’s concern



parents did not participate in services which were designed to address the
issue but neither did they express their opinion about the issue; the health
visitors did have concerns about the issues whereas there was lack of
clarity around the parents’ level of concern



the health visitor identified a new issue affecting a child whose name was
on the child protection register; although the parent and child attended the
service for support and advice, it was very difficult under the
circumstances to determine the parent’s level of concern about the issue
and whether attendance would continue after deregistration

8.1.1

Decisions about a child’s wellbeing received more attention than

decisions about processes
Although in both encounters in Phase 1 the initial focus of attention was to be on
decision making associated with completing forms or health service processes, in
practice there were a number of decisions related directly to children’s wellbeing,
which were addressed during the discussions, and received at least the same
time and more attention from the parent.
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In the first encounter the intention was to make decisions about what should be
included within some forms….
HV ...So I've done it for both, obviously a lot of the things are the same but I've
tried to individualise it a wee bitty when it comes down to their health
needs because they're slightly different that way…….
…..which developed, during the encounter, into conversations about the child’s
sleep pattern….
Parent….Cause last weekend was horrendous. Even (Child)’s sleeping went
backwards….
Phase 1 HV & Parent 1
And in the second recorded encounter the intention was to make a decision in
relation to whether the health visitor would continue to support the parent and
child, or transfer over to the school nursing service
HV……

So what we kind of are going to look at today is we've got a couple of
options from the health side, from the health visiting, sort of our view
…..children at this stage can be transferred onto the school nurse

…..which developed during the conversation into concern about the child’s fluid
consumption….
Parent…See there's just no rhyme or reason for her drinking anyway, I mean, it's
not necessarily because her blood sugar's high or because she's been
running or... there's nothing, I mean, sometimes she'll sit there and
finish a bottle and other times she'll have a sip…..
Phase 1 HV & Parent 2
8.1.2

Parents and health visitors shared concerns about the same Issue

It was evident from the interviews in Phase 2 that the one time when parents
always believed that there was an issue was when they were the ones who
approached the health visitor with their concern. This related to a number of
cases and a number of behaviour issues such as tantrums in public places, poor
sleeping patterns, and poor eating habits, or issues with speech development. In
each example the health visitor took the concern seriously and acted upon it until
there was a satisfactory resolution.
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It was really hard cause everybody was watching me in the
place and at the same time I'd already had a kid and I knew
kids do things but (Child) was just uncontrollable, and I got to
the stage where I thought I need help here. I knew I needed
help. ……..so that day I broke down in the room and they sent
me in to see (GP) and he says to me 'd'you want to speak to
your health visitor?' and I says 'yes please', ………..and that's
when (HV) came on board.
(Phase 2 Parent 1)
It was apparent within the interviews that many of these parents had gained
insight into their child’s behaviour or development by observing children of a
similar age to their own child, and this was mentioned when justifying their
personal concern to the health visitor.
…so that was a kind of highlight, then the thing that triggered it
was well from mum's point of view, when she went along to
(Playgroup) in (Town) and she compared him to other children
of the same age
(Phase 2 HV 4)
In some cases parents recalled that the issue had been identified when the
health visitor was undertaking a routine review. In these cases the health visitor
was known to the parent and appeared to be trusted by the parent and there was
no hesitation in accepting the findings from the review and any support which
was available.
He had some delayed speech and we'd been keeping an eye
on it and had a bit of a chat about it and decided so initially he
was referred for speech and language and that seemed to be
going okay
(Phase 2 Parent 2)
It was evident from health visitor interviews how helpful being able to use an
evidence-based assessment or screening tool to support the stage of the child’s
development was in practice, as this supported discussion about the issue with
the parents in a structured way, and could also be used as a focus when
reviewing the child a number of weeks later in order to identify any change.
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What I think as well... because what I did again was I did
another SOGS development assessment with them again six
months later and I said 'let's look at where he's gone now' so I
could look and say, 'let's emphasise the things that he's moved
on on, that he's doing well, and then let's focus... you know, but
if you look he's still slightly below here so, you know, how about
we get him along for this speech and language appointment?'
(Phase 2 HV 2)
8.1.3

Parents needed to request assistance from another service

Within the interviews three health visitors spoke about the challenges associated
with supporting parents to work through ‘request for assistance’ processes to
other services, which would be available to offer support to the child in the future.
Some of the difficulties they experienced were not necessarily related to the fact
that the parents did not recognise that there were issues with their baby’s or
child’s health, development or wellbeing, but that the service required an
application process which the health visitor and parents needed to work through
together, and this was very often at a time when there were other decisions
needing to be made around the current direct care of the baby or child. Health
visitors also spoke about the need to be sensitive with these parents and
cautious when completing the forms, as their experience of completing this
process in the past and of reflecting on the needs of the baby or child was likely
to raise emotions for the parents. This is because the processes often reinforced
that their baby had multiple complex issues and would never be a ‘normal’ child
as he or she grew older.
I phoned the pre-five education team – I told the parents 'I
understand you're not ready for referral' because of course they
have to fill in a form with their perceptions of their problems that
accompanies mine, so if they're not ready to do that the referral
can't be made, but I'm also aware from the pre-five education
side they need to be making, you know, plans for where this
child will go……..so it was a very softly, softly saying 'I
understand as much as I can where you are but we have to
make the phone call…..
(Phase 2 HV 3)
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One health visitor spoke about the difficult situation that she experienced where a
mother was finally convinced to make the application to the Pre 5 Education
service, which the health visitor had suggested, on the basis that the child had a
congenital disability and would require support from this service in the future. The
health visitor and mother completed the application together but the request for
assistance was ‘rejected’ on the basis that things weren’t ‘bad’ enough. The
health visitor had made a conscious effort to provide a strength based
perspective, so as not to upset the parents, as it was assumed that the diagnosis
would provide the necessary insight into the need for the service; however after a
phone call to the service, and some amendments, the request was accepted on
resubmission as it was clear that the application process had been entirely
appropriate for the child’s condition.
You know, you've identified a need and you know what you
think needs to be done, and even sometimes if you know there
is a service there that exists, these services don't always take
you on, and sometimes the patients agreed to the referral or the
request for assistance and you've worked closely with them
because it's hard because you're saying that they need that
wee bit extra support or help and sometimes it takes a while for
us both to get to the place where they're comfortable with that,
and you make the decision and they agree to it and then the
service doesn't take them on because they're not sure that that
meets their criteria...
(Phase 2 HV8)
8.1.4

Parents were clear that they did not believe there was an Issue

In one case the parents were clear with the health visitor that they didn’t believe
that there was an issue with their child’s speech; there was, however, also a
suspicion that the mother had an undiagnosed learning disability herself.
They didn't really agree with what I was saying.....they said they
didn't really think that there was much problem with the speech
and that they could understand the child's speech what was
there
(Phase 2 HV2)
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8.1.5

Parents did not attend services designed to address the Issue

In cases where parents did not attend appointments it was also apparent within
the interviews that there were other issues affecting the family, such as poverty,
housing concerns, substance misuse, mental health problems, social isolation
and domestic abuse – which raises many other issues around a family’s ability to
prioritise and access services. In these cases, although there were ‘failures to
attend’ it was not possible to assume that the parents had no concerns about the
issues. These challenging situations which the health visitors identified, and
some families were experiencing, are explored within the Discussions chapter.
A child in the family was identified as needing a speech and
language assessment and was discharged oh, two if not three
times for non-attendance
(Phase 2 HV1)
Of note there was one case reported where a mother had agreed with her health
visitor that her twins may have some developmental delay and had signed a
consent form indicating her agreement that her children should be assessed by
the multi-agency Pre 5 Assessment Team. The meeting with the Team took
place, however the father was also present at the meeting and was very
aggressive towards the professionals and particularly to the health visitor,
claiming that there was ‘nothing wrong’ with his twins. The mother also claimed at
that point that she had been pressurised into giving consent and the couple
withdrew their children from the system.
From the health visitor’s perspective this event had a negative impact on the
relationship between the mother and the health visitor in that for many months
the conversations were brief and the mother wasn’t as open as she had been
previously – however it did resolve some time later when the mother required
help in relation to another younger child’s behaviour; the contact had been
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prompted following a police report which was sent to the health visitor following a
domestic abuse incident.
their speech was delayed, their eye contact – there was
concerns about their development. We at that point referred
these children to Pre 5 Assessment Team and mum agreed
with the referral, but when we went to the referral meeting, dad
arrived and at that point mum told everybody at the meeting
that she hadn't consented to the referral and that she'd felt quite
pressured into it. And I was left feeling dreadful but she'd done
that because the dad was angry that we were there, and she'd
turned to him and went 'well this wasn’t explained to me, this
just happened'.
(Phase 2 HV8)
8.1.6

A child’s name was on the Child Protection Register and a new Issue

emerged
In a case, which was described by one of the health visitors, the names of a
family of children were on the Child Protection Register at the same time that the
health visitor was supporting the mother to decide whether to request assistance
for her son from dietetics due to being a ‘fussy eater’. In this case the health
visitor found it very difficult to establish if the mother had the same level of
concern as herself because of the impact of having statutory involvement at the
time.
It was interesting to note that there was another perspective to the account as the
health visitor was concerned about potentially ‘setting the mother up to fail’ by
agreeing to go through the request for assistance process when there had been
a history of failing to attend other appointments in relation to speech and at a
time the parent’s care of her children was being scrutinized. ‘Fussy eating’ is an
issue which often has repercussions within the home, through the child’s
behaviour, but there could also have been risks to the child of malnutrition. From
all accounts progress was made once the parent started to attend appointments
with the dietician and put the recommended strategies into practice at home. The
health visitor, however, remained sceptical about whether engagement with the
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dietetics service and implementation of strategies would continue after
deregistration of the children.
I think now, you know, he’s been at nursery and having
lunches and things, you know, his packed lunch is limited, really
limited and she knows it is, especially when she compares it to
her younger children who eat anything, and I think it’s just now
that she feels that she’s in a place where she can address it.
Whether there's an element of feeling that she has to address it
because of the process she’s going through, and that it’s easier
to comply to get me off her back, there's possibly an element of
that, but I suppose time will tell. There has been some
improvements, so you know.
(Phase 2 HV1
Having explored the variety of perspectives which were evident in relation to
Issues the next section explores Choice, which is the first of three stages within
Elwyn’s Shared Decision Making Framework (Elwyn et al 2012).
8.2

There was Choice

According to Tiffen et al (2014) decision making within the clinical setting can be
defined as
‘a contextual, continuous, and evolving process, where data are
gathered, interpreted, and evaluated in order to select an
evidence-based choice of action’
‘Choice’ within Elwyn’s Framework refers to the stage where the clinician ‘steps
back’ in this process and acknowledges that it is possible to make a choice
between options in collaboration with the patient, by means of a rational process.
The encounters and interviews in this study were conducted on the basis that
parents and health visitors were making, or had made, conscious decisions,
following recognition that they could choose an intervention related to supporting
a baby’s or child’s health, development or wellbeing. It was evident throughout
the interviews and encounters that the extent to which choices were or were not
offered by health visitors varied; however what was offered focused every time on
achieving wellbeing for the baby or child in the short, medium or long term.
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In the data there were cases where health visitors and parents described
scenarios where they felt choices had been made, but it was difficult to see at
what point shared decision processes had been implemented. There were other
cases where it was possible to identify that decisions had been made together
whether to try out an intervention or not whilst waiting for a response from
another service. There were cases where there was a shared decision to delay a
request for assistance on the basis that interventions would be tried within the
family in the meantime to improve a child’s development; and there were cases
where families were complex and parents were given a choice as to which issue
to address first.
Within the shared decision making literature the reference to choice
predominantly relates to patients and health professionals making shared
decisions about which treatment option to select (Charles et al 2003); however in
the cases within this study there were no choices between services. Elwyn’s
Framework also refers to ‘doing nothing’ as an option (Elwyn et al 2012);
however in these contexts in relation to issues around a child’s wellbeing ‘doing
nothing’ was never presented to the parent as a choice.
There was one case where the health visitor felt that choice was removed due to
a lack of clarity around which health professional was taking the lead in the care
of the mother and baby, and the health visitor’s lack of understanding around
what the range of options were.
This was how Choice was reflected across all of the data:
Choice was not offered
Lack of choice was evident when parents approached health visitors in a
distressed state, either because they were struggling to cope with their baby, and
they were looking to the health visitor for solutions, or because of a toddler’s
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unsociable behaviour which was causing disruption within the family, and the
parents were becoming desperate.
We used to put her in her bed and then she would just get out
the bed and run right round it again thinking it was funny and
I'm saying (child’s name) it's not funny, mummy and daddy's got
to go to sleep, (brothers) got school, we need to get to sleep'
but she just would not sleep, and so we weren’t getting any
sleep, we were arguing, we were... were all crabbit, we were all
tired, I was like a walking zombie
(Phase 2 Parent 8)
In most of these cases the parent had made a decision to approach the health
visitor; however the health visitor rarely then offered choice to the parent or spent
time in shared decision-making. In each case, a solution was provided by the
health visitor and help was sought or a referral was made to another service.
In other situations, which were given as examples of decision making by
participants, but where parental choice again was not evident, each of the issues
related to clinical situations; for example a rash around a baby’s mouth, a baby
losing weight, a baby crying continuously. In these cases it was the health visitor
who clearly made any decision, instructed the parent what to do next, and the
instructions were followed.
Discussions about the appropriateness of this type of response from the health
visitor is discussed in the next chapter – however it is noted at this stage that in
these situations the health visitors and the parents believed that decisions had
been made in partnership.
8.2.1

A choice was provided to delay the request for assistance

Although choices were provided in some situations between requests for
assistance being delayed or not, this was always offered with the understanding
that the child’s best interest was a priority, that no harm would be caused due to
any delay, and a review appointment (through the national Child Health System
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Recall Process) would be made for an appropriate time to review the child’s
development or condition.
INT:

Have you ever had a situation after a 30 month review where you've
actually thought 'mmm, just keep an eye on that'?

HV2

Yes, yes I have, yes. Again that's been speech and language
again…..I think I ask them whether they think, you know, whether it's
something they're concerned about and I think it depends as well what
siblings, how their speech has developed as well, you know, and what
sort of the home situation is. And as you say, just by saying to the
parents, you know, speech is a bit delayed, what do you want to do,
but you know, we could just see how we go and review it at this point
in time and, you know,…. follow it up and see how they're coming on
then?

INT:

Yeah, yeah, and do you use the child health surveillance programme?

HV2:

Yes.
(Phase 2 HV 2)

It was however expressed that giving this option to parents has become more
difficult recently and health visitors were more reluctant to delay, even if their
professional judgement lead them to this decision and it was the parents’
preference. This was because, following the implementation of the national 27 –
30 month review, managers and other partner agencies had created pathways
which children and parents were expected to follow to ensure that the child was
ready and able to learn as soon as possible.
the push for children to be meeting their developmental milestones
has now put pressure on I think to where, if we’re doing a 27 months
check, if we’d identified a speech issue, maybe not a significant one
but a less significant one, you know, maybe historically we would’ve
kind of just monitored that, now I guess we’re referring much earlier.
(Phase 2 HV 1)
8.2.2

A choice was given as to which issue to prioritise first

There were a number of families who lived within very complex situations – either
because of one or more children with multiple issues, or because of many issues
spread across a number of people within the family, including adults. This
sometimes created the situation where there was a need to choose which issue
to address first.
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so I said 'right, we'll discuss them one at a time and we'll
see what one's the most important for you, so what one do you
think is most important for you at this moment in time?' and it
was the sleep thing
(Phase 2 HV 5)
One of the challenges that became clear within these complex situations was that
perhaps from day to day, and certainly from week to week, the priorities of the
family changed to keep up with changing life circumstances. These complex
situations meant that choices and options were only relevant at a given point in
time and the priorities around decision making changed very quickly.
their household was quite busy, so we had the two little
girls, one's three and one's one and a half, both running about
in the living room, and we had mum and dad – mum's quite
quiet and dad is quite... not vocal, but you know, he's quite
chatty. So we had a lot of noise, the television was on so it was
quite a kind of noisy visit, and we were trying to hone in, as you
said a minute ago, on any particular issue which was quite
difficult at the time because they were throwing a lot of issues at
me! So, you know, 'she's not sleeping all night and her
behaviour's terrible and she's not eating properly' and this and
that, so there was a lot of different things
(Phase 2 HV 5)
8.2.3

Other professionals were involved but lack of clarity interfered with choice

There was one example where a health visitor could not provide a mother with a
choice of what to do next or who to involve – as the health visitor was not able to
determine what the range of choices were. This was directly related to the
community midwives maintaining their contacts with the mother after two weeks
due to their concerns and no discussions around who would be taking the lead in
the mother and baby’s care. There was difficulty in communication between the
midwives and the health visitor as there was the added challenge of more than
one midwife from the Team being involved. In some respects, this situation
should have provided the mother with more choice due to a larger pool of
available people to support her. Instead, it led to professional frustration and a
confused mother due to lack of clarity around which professional was leading and
how to progress.
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INT:

Okay. Were there any other kind of options that you remember
discussing at that time?

HV

Not really, not initially because I wasn’t very sure actually what the
midwife's plan was…..didn't have the discharge paperwork from the
midwife, …….I didn't know actually the paediatrician was involved, it
was only through the mum that she had told me. So I didn't know
what the long term plan was………..I didn't have all the information.
(Phase 2 HV 7)
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8.3

There were Options

Discussion about Options is Stage 2 of Elwyn’s Shared Decision Making
Framework (Elwyn et al 2012).
8.3.1

Health Visitors needed to be aware and understand other services to

outline options
It became evident that the only way that health visitors could offer viable options
to parents was if they were aware of what services other organisations and
professionals were able to offer, and had a really good understanding about their
systems and processes. Health visitors also needed to understand the most up to
date criteria for support from a service in order to make appropriate requests for
assistance.
In addition, health visitors identified that they needed to know in what ways the
agency would communicate with the health visitor in order for the health visitor to
be able to offer continued support to the family
INT:

Mm hmm, the parenting programme, yes you don't hear...

HV:

No you don't hear back.

INT:

...back from them, so you've no idea whether the parent is actually
attending or not?

HV

No, we don't know, no and I had a child on the register and I didn't
know whether they were attending or not.
(Phase 2 HV7)

It was evident that some health visitors had worked in communities for many
years and had a wealth of local knowledge about organisations and their systems
and processes; however some health visitors found it challenging to gain
information from some services to give to parents to help with decision-making.
(HV)'s actually a very well versed health visitor, I can't
speak for all health visitors, but (HV) has a wealth of experience
and, I mean, she gave me everything that I needed, I was
comfortable with the process and I didn't feel at any point that I
was kind of getting led into the dark...
(Phase 2 Parent 7)
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Yeah. Some of the challenges sometimes is as health
visitors not absolutely 100% knowing what the service is able to
offer or how it's actually going to pan out
(Phase 2 HV 5)
Written or online information was considered helpful and was often readily
available from the Third Sector organisations although not always available from
health services.
I would say the only thing is it's a shame she didn't have any
kind of... it wasn’t until we actually got into the whole process of
it that (Organisation) sent through information about it in a
leaflet. It's a shame that the health visitors don't have some
kind of leaflet to give out, that would’ve been good because she
did tell me everything but you're so hyper with it all that you do
forget a lot of things
(Phase 2 Parent 2)
Some parents were already involved with other services and able to acquire
detailed information about additional services through this contact.
Yeah. I went back to see her and interestingly, not only did she
attend but at the end of it she was referred to another service
because they have a... there's a new service in (Town) which is
there to look at gaps… there's a pilot in (Town) and basically it's
got a year and so at the end of the (Parenting Programme) I
think it identified that she had still ongoing issues and there
wasn’t anywhere else and actually interestingly I got a phone
call off the worker down there to tell me that they had taken her
on and actually because there was court dates and things
coming, they were able to provide her with childcare and
support...
(Phase 2 HV 8)
Creating Teams around Children, or bringing together a Network of Support, was
identified as a productive way of informing parents directly what was on offer,
resolving any difficulties with communication, and was viewed as a very effective,
efficient way of collaborative planning for the baby or child.
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I think that processes have worked, you know, the liaison with
everybody that's involved, you know, we have a team around
the child, the parents can come to the meetings and so they've
seen all the professionals who deal with the child in the
community in the one place, and I think the message that that
gives the parents as well that nobody's taking decisions in a
vacuum, that everybody talks to one another and they can
come and talk to everybody at the one time …..It's a lot of work
but I think ultimately it does simplify the decision making
process when it can be done with a team approach as well.
(Phase 2 HV3)
8.3.2

There were limits on options

There were comments made by health visitors that fiscal constraints had meant
that there had been limitations in the options that health visitors were able to offer
to parents from within the community and how the criteria for requesting
assistance had changed as a consequence; although there was an example
where an organisation changed their criteria to meet a need:
So they actually had agreed to do a four to five group because
a few had phoned up with 'we got this, they don't meet it, what
can you do?' So I'd phoned up and said 'I have this four year
old, what can you do?' and they agreed to that.
(Phase 2 HV8)
And one health visitor spoke about her positive experience of having additional
staff within the Health Visiting Team who could support on-going work.
But you know, we’re a small team, there's only me here, but we
have good skill mix, you know, I have a staff nurse and I have a
nursery nurse which I know in other areas they don't have that
luxury so, you know, we’re quite well placed.
(Phase 2 HV1)
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8.4

Decision Talk took place

Decision Talk is Stage 3 of Elwyn’s Shared Decision Making Framework (Elwyn
et al 2012).
One health visitor and a parent were able to discuss the parent’s concern around
attending a parenting group; where the parent disclosed her fear of being judged
by other parents at the group if she attended.
I think yeah I think she was frightened of being judged,
you know……we spoke about everybody…….what I probably
explained to her as well that everybody is there because they
feel the need to be there and reassuring her that, you
know……cause she felt with this being the fourth... fifth child
rather, so why did she need now and that was her anxiety, and I
says... you know, we talked about different situations, different
children, you know, and really about gaining confidence that
she'd maybe lost a bit of confidence about parenting and this
was really just to give her confidence in her own skills again
(Phase 2 HV 8)
There were some indications of parents showing willingness to change their
behaviour as part of the process; however there were also admissions from
health visitors that they generally didnot explore what participation in the
intervention might mean logistically for the parents despite their awareness that
parents were often expected to make changes in their behaviour or learn new
skills.
INT:

I don't know if you ever had any discussion with this particular mum
around what she could expect from the dietician?

HV1:

No I don't think I have, no, and I guess actually she probably wouldn’t
know... if I can imagine that conversation, she probably wouldn’t
actually know what to expect either, cause I don't think it’s a service
that she’s used before.
(Phase 2 HV1)

Although the process of parents being actively involved during the request for
assistance process, and completing forms with the health visitor, was felt to
initiate a greater participation in the request system, and underlined that parents
were giving their consent in an informed way, some health visitors admitted
finding it challenging to be able to explain in simple language to parents what the
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various terms meant. Two health visitors volunteered that they found it
particularly difficult to translate what GIRFEC was, and the language around
wellbeing, into something understandable for parents and then apply it to this
particular baby or child.
And also the paperwork not being fit for the purpose of
that age of child, a SHANARRIs not a baby thing, it's not. It's
fine when they get to maybe about three, right okay fair enough,
four/five/six school age, absolutely, but it's not for babies and I
just don't...it's the parents you're talking about on a baby
SHANARRI really more than anything.
(Phase 2 HV 5)
Yeah, we were actually talking about writing up the
SHANARRI although to be honest I didn't actually explain the
term SHANARRI to mum, cause I felt it was too complicated.
(Phase 2 HV 6)
One health visitor pointed out that she was aware that there may be logistical
problems with attending appointments but that financial costs could be covered if
the parents were unemployed.
I do think as well on the same hand if you're aware then
there is, it's about trying to find a way round the transport issue,
especially living here I think as well, you know, if they're out of
work then we can access where they get the costs back,
(Phase 2 HV 2)
None of the health visitors were able to say that they specifically asked parents
what attending another service would mean to them, before the request for
assistance, and explore how they would get there, who would look after other
children, or whether they could afford the bus fare, instead expecting the parents
to bring these matters up if they were an issue, based on their past discussions.
One health visitor explained that she intermittently and routinely checks out
parents’ opinions by saying is that okay?
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INT:

D'you remember asking mum at all if she had any kind of worries
about this ….

HV5:

I think it comes out in general conversation rather than saying d'you
have any worries or concerns about that, I don't remember actually
saying those words, I might have I don't know, I do tend to say 'is that
okay?' 'Is everything okay with that, is there anything you want to ask
about that?' that's the way I would kind of do it.
(Phase 2 HV5)

The parents who were interviewed did not see this lack of direct questioning as a
problem as they felt that if they had wanted to ask questions about any aspect of
the service or process they knew the health visitors well enough to be able to ask
easily, and that they were a good source of information; however these were
parents who had volunteered to participate in the research study and clearly had
an established relationship with their health visitor who had approached them
initially.
So I'd say she just kind of kept everything straight, kept
things going, kept me updated and I feel like I can actually talk
to her and tell her things, that I do feel like we've got a good
relationship and that she's approachable and I don't ever have
to feel like if I was to ask her a question or say anything about
him, that she would be non-supportive…..
(Phase 2 Parent 2)
INT:

Who d'you tend to go to when you've got things that you want to kind
of ask about what happens next or...?

Parent1:

Well I'll phone (HV) or I'll look it up on Google [laugh]!
(Phase 2 Parent 1)

Some health visitors felt that the timing of approaching an issue, where a
decision was required, was really important and waited sometimes many weeks
for the right moment; however on further analysis this delay only happened in
relation to situations where health visitors were consciously supporting parents
with children with complex needs or disabilities and decisions were required in
relation to services which would support them in the future. Issues identified
within reviews were addressed immediately in some way – even if the health
visitor had to arrange to meet the parents again to provide them with information
about other services.
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So that was actually, it's not a big form, but it was actually a long
process, I left that form with them for three months before and of
course they lost it and I had to bring them, but it was just gently
always... I had to keep putting it in my own diary to remind me that
that was a topic that we had to keep addressing
(Phase 2 HV 3)

8.4.1

Decisions were made

Within the data from this study there was evidence that decisions were made in
relation to a range of topics such as participation in:


Sleep programmes



Parenting programmes



Toddler groups and nurseries



A family centre run by a Third Sector Group

There were also decisions to request assistance from


Dietetics



Speech and Language Therapy



Paediatrics



Pre 5 Assessment Team



Pre 5 Education Service



Multi-Agency Support Group



General Practitioner
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8.5

The Quality of Relationships was evident

When exploring the interactions within the encounters; and analysing the nature
of the relationships reported within the interviews, this reinforced how important
relationships were to health visiting practice and how the quality of relationships
was integral to shared decision-making processes.
The Solihull Approach is a framework (2014) which is used widely across health
visiting practice in the United Kingdom. It was devised by health visitors and
clinical psychologists based on well-established theories from psychology and
child psychotherapy. The framework takes into consideration three elements of
relationships which overlap in practice: containment, reciprocity and behaviour
management. How these components manifested themselves within the health
visitor and parent relationships has been used as a way of providing structure to
this section.
Containment was first described by Bion around 50 years ago (1959) and is
linked closely to theories around empathy. It is defined as:
‘When a person receives and understands the emotional
communication of another without being overwhelmed by it and
communicates this back to the other person. This process is known to
restore the ability to think in the other person’
Reciprocity was first described by Brazelton (Lewis and Rosenblum 1974) in the
context of adult: infant relationships; however it can be used to describe the
interaction which takes place in all relationships. Reciprocity, also known as the
‘dance of atunement’, describes the initiation, regulation, and termination of an
interaction where both parties are actively engaged in the process.
Behaviour management is based on learning theory and behaviourism described
by Pavlov in Skinner (Skinner 1988) and refers to the attention and reward
behaviours which one person can use to influence the behaviour of someone
else.
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The Solihull Approach Model (2014) advocates that all aspects of the model will
be evident within positive relationships; but that for behaviour management to be
effective this relies on evidence of containment and reciprocity being in place
first.
This next section explores the theme of Relationships, and uses the Solihull
Approach Model as a framework to structure the data, identified within:


Phase 1 - Health visitors and parents



Phase 2 - Health visitors and parents

There was evidence that other relationships also had an impact on shared
decision making processes – and these include:


Phases 1 and 2 - Parents and Others



Phases 1 and 2 - Health visitors and Others

8.5.1

Phase 1 - Health Visitors and Parents

8.5.1.1 Health visitor contains parent or evidence of empathy
It was evident in one of the cases that the health visitor did not want to give new
information to the parent too quickly and overwhelm her; the health visitor was
also listening attentively and responding appropriately and although a challenging
conversation for both of them there were indications that the health visitor was
not overwhelmed by the situation.
HV:

The other thing that we've spoken about in the past and I've never
really taken cause I just don't want to inundate you cause I feel as
though you've been inundated with different things is would you want
me to look at referring you for the incredible years? …..

Parent:

E thought that...

HV:

What were your thoughts on it?

Parent:

Solihull would be better for me, that's the one that she takes.
(Phase 1 HV/P1)

There was an example of a health visitor organising a befriending service which
was evidence of empathy, a level of understanding around the mother’s lived
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experience and there was also sensitivity to the impact of having many people all
involved in planning processes not only for the parents but also the child.
Parent:

So we've got that organised and apparently she is priority for
befriending which will start in September

HV:

Right, good, good.

Parent:

so September, sorted.

HV:

Good, so there's a plan ahead then.

Parent:

Yes.

HV:

That took a wee while but, you know, we got there in the end.
(Phase 1 HV/P2)

In both cases there was evidence of the health visitors showing their human side,
there was real concern about the family situation and acknowledgement about
how supports for the mother would impact positively on the children.
In both cases there was evidence of the parent trusting the health visitor.
8.5.1.2 Reciprocity between health visitor and parent
Something evident in both cases, and also identified by the research supervisors,
was the apparent informality and the turn taking which took place in the
conversations in both recorded encounters. In both cases these were well
established mature relationships, where each person knew each other well after
years of working together. There was evidence of equality in power, a level of
human honesty, and respect for each other.
One health visitor was honest enough to admit that she had forgotten some
paperwork back in the office and that she would return with it later in the day.
In both cases humour and laughter were used in a reciprocal way as the patterns
of initiation, regulation, and termination of the interaction – where both the health
visitor and the parent were actively engaged in the process – was evident.
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8.5.1.3 Behaviour management
In both recorded encounters there was evidence of the health visitors providing
behaviour management advice ranging from advice on attending a parenting
group, to sleep advice, to advice around persuading the child to drink a
suggested amount of fluid each day. In these examples each health visitor took
control of the conversation, giving relevant information and instruction, and the
parents became quieter, in agreement with what was suggested.
HV:

And she's drinking plenty during the day?

Parent:

She drinks when she wants, I mean, she has to be... you know, you
have to give her it, 'have a wee drink', 'no I'm fine', 'no have a wee
drink, I'm having a drink', 'oh right okay', so...

HV:

Cause we're looking at sort of about 1300/1400mls?

Parent:

I know, aye, I know you said that but I've no idea.

HV:

The reason for that is that we need to stretch her bladder during the
day because bladders that aren’t stretched they can be irritated quite
easily and it can cause bed wetting.

Parent:

Right.

HV:

So by pushing the fluid, she can hold a lot more during the day,
because her brain is kind of hooked into her bladder saying 'I can
cope with this and I can hold onto it', it's kind of training it to be able to
hold more.

Parent:

Aye.

HV:

So we want that capacity because if she isn't drinking enough her
bladder shrinks and it becomes irritated.
(Phase 1 HV/P2)

8.5.2

Phase 2 - Health visitors and Parents

8.5.2.1 Health visitor containment or evidence of empathy
Within Phase 2, individual interviews with health visitors and parents, there was
evidence of containment. One health visitor demonstrated that she understood
what life might be like for a parent with a large number of children in terms of
being organised and achieving goals.
I wanted to explore all the options with her because she’s got
enough appointments to keep and people to see because of the
process with child protection, so I didn't want to add to her,
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d'you know what I mean, a mum with four children, life’s hard
enough, you know
(Phase 2 HV1)
This health visitor was also aware that ‘containing’ parents is what is required of
the role when other professionals and agencies have discharged the child from
their service for failing to attend.
Yeah I know and it eventually just lands back with us who
then we've got to contain them or do something with them
which can be quite tricky yeah, definitely.
(Phase 2 HV 1)
There was evidence of another health visitor containing a parent as she worked
through her guilt of leaving her toddler with grandparents when her baby was
admitted to hospital.
he had dad and he had his maternal grandparents who he knew
very well, but it added huge amounts of stress to an already
stressful situation because she was feeling very guilty about
leaving the toddler and worried about the effects on him, and it
made it quite difficult actually afterwards because a lot of what
she'd be talking about would be everything that was going on
with the new baby and all the guilt that she was feeling over
leaving the toddler
(Phase 2 HV3)
There was evidence of empathy and effective listening as another health visitor
described her awareness of the impact of living with a new baby – and a baby
that was difficult to settle – on her own with adult support at a distance.
Interestingly this was a situation where the health visitor was frustrated because
of her inability to initiate support from other agencies and her self-awareness that
she had run out of ideas. However, when the mother visited the GP it was the
health visitor that she mentioned as being someone that she could talk to easily
after only two contacts.
I think yeah, and one of the GPs spoke to me to say that
obviously because she was quite teary and things like that, the
GP had came in to say that she had been in and she felt, the
mum had says to her that she felt that I was somebody that she
could speak to and she couldn’t speak to everybody
(Phase 2 HV7)
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Yeah I've got her mobile number and I've got her office
number and she's easy to approach, if you leave a message
she'll always answer back, but on that occasion I think I just
went up to the surgery and saw her, I remember sitting on the
bench at the surgery talking to her, so I think I just popped in to
see her and managed to get her that day I was off work.
(Phase 2 Parent 5)
8.5.2.2 Reciprocity
There was one example provided at interview with a health visitor which provided
evidence of listening and responding, listening and responding as they worked
through different concerns that the parent had. This was the first contact. Each
issue that the parent was concerned about was worked through and the health
visitor clearly took the issue seriously before the parent addressed the issue that
was really upsetting her: her 5 year old child’s encopresis. This was an example
of trust building through the conversation.
HV6:

And then the third one which just came up, partly through sort of going
through everything and, you know, 'is everything else okay?' was that
he's still soiling when he's not at home.
(Phase 2 HV6)

8.5.2.3 Behaviour management
Many examples of behaviour management techniques were described within the
interviews. One health visitor described how to use a controlled crying technique
with awareness of what impact controlled crying may have on the parent’s lives
and so personalising it. This was based on having established a trusting
relationship with this family – who had asked for her to be their health visitor
when they moved back into the area; there was evidence of containment and
reciprocity within this relationship.
So we discussed the controlled crying strategies and how they're
going to have to be really patient, can they manage that,…… how are
you going to feel,?'
(Phase 2 HV5)
Another health visitor encouraged a mother to attend a Parenting Group but
approached this in a very sensitive manner; having identified this mother’s low
114

self-esteem exacerbated by her experience of a sequence of abusive
relationships. This example provided evidence that it took a long time for a health
visitor to build up trust in a relationship where the parent has difficulties with
forming trusting relationships due to their past life experiences.
I have quite a historical contact with this mum because the children at
high school, mum arrived... it's been quite a tenuous relationship over
the years
(Phase 2 HV8)
8.5.2.4 Trust became a theme within Relationships
It became evident within the data that where containment and reciprocity existed
within a relationship, a level of trust was also evident. In trusting relationships the
mothers believed that the health visitor had a genuine interest in them at a
personal level. This was evident when the health visitor phoned up to find out
how things were when the parent was engaging with another agency and also
the level of on-going concern.
Yeah absolutely, yeah and I know it's good, I can phone her, I know
she'll phone me back and she'll sometimes phone me out the blue just
to see how we are and that's a nice... it's nice to have that.
(Phase 2 Parent 3)
However there was evidence that some parents found it easier to respond to trust
than others and for many it took time to build up trust – particularly if there was
current or historical adversity in their lives. There was one example of parents,
where one had been in the Care System and both had experienced poor
parenting, where it took time to trust this health visitor. Interestingly it then took
joint visits with the health visitor and another agency before parents trusted
people from the other agency and would attend on their own without the health
visitor.
INT:

Yeah……do they ever do joint visits?

HV5

.I've done a few joint visits with (Third Sector Organisation) to this
family
(Phase 2 HV5)
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There was an example from a parent who was socially isolated and feeling
depressed due to a series of disappointments in her life, where the health visitor
supported her to meet with parents in the same area.
we were a little bit worried about whether I was going to end up with
postnatal depression so she was very kind of... 'right, there's this
group and there's that group, do you want to do them, is there anyone
that'll take you?' and she would give me lots of information about
different things to do. So not even just for helping out with (Child), she
was great
(Phase 2 Parent 2)
Sometimes there are difficulties with building relationships and trust. One health
visitor spoke about the challenges which presented when a mother who had just
moved into the area failed to engage with her. Due to the level of concern this
initiated the need for social work input as there were concerns about the children’
safety; which led to child protection processes being implemented and the
children’s names being placed on the local Child Protection Register. However
when another new baby was born into the family the relationship had the
opportunity to develop and it was only then that the health visitor felt that a
trusting relationship was beginning to form.
HV:

And she had a new baby, so in a way it was good.

INT:

Right okay, so that was a way in.

HV:

Yeah it was, cause they could see that we were there to support them
and help them, not just to pick them up or how they may be perceived
that we were just there to, you know, pick fault with what they were
doing.
(Phase 2 HV 1)

One health visitor spoke about the work and effort involved in building up a
relationship with a couple with a new baby, where the mother’s older children had
been removed when in a previous relationship. Both parents were participating in
methadone programmes, both involved in the same accident when ‘under the
influence’ so both had physical needs, but building a relationship and building
trust in this situation took time despite the health visitor being very clear and
honest about her role and responsibilities and that it was the baby who was
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always going to be her focus and that she would always intervene if there were
concerns.
INT:

How long d'you really think that the kind of process of just getting...
building your relationship and actually getting her to kind of come on
board with you took?

HV:

A good few weeks.

INT:

Good few weeks, yeah I'm sure it would do actually.

HV:

Yeah a good few weeks, you know, it was just sort of bottom up
approach, just assessing them.
(Phase 2 HV 9)

8.5.3

Health visitors and Others

There was evidence that health visitors were not only building up relationships
with parents to work collaboratively, make shared decisions and work towards
improving outcomes for their babies and children, but to enable this to happen
they were also needing to build relationships with others.
8.5.3.1 Relationship with baby or child
A key focus of the role of a health visitor involves observing, weighing and
measuring; examining babies and children in relation to their growth and
development and assessing their interactions and communication with those
around them.
In the early days this focus is a way of building up a relationship with the baby
and child and can be particularly helpful if there are any concerns
So I went to her house and I sat with her and we talked all about the
behaviour and actually loads came out, you know, he was eating
sand, he paces up and down, he's got short attention span, ……and
as I say, his speech was quite delayed, a lot of this pacing, in his own
wee world, own agenda, all that kind of thing
(Phase 2 HV 4)
One health visitor was concerned about the child listening to her parents talking
about her in a negative way
HV5:

Sometimes you think when a child's a certain age they're actually
listening in to your conversation a little bit, and sometimes it's difficult
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to really get down to the nitty gritty of what the child's behaviour is in a
positive way, so the parents are maybe saying 'oh she's a this, that
and the next thing' and they're kind of sitting knowing that this child's
kind of still there, so I kind of try and say 'well, you know, she's here
and what do you think (Child’s name)?'
(Phase 2 HV 5)
But despite these occasional references to relationships with babies and children
there were indications in the data that there was much less interaction with the
baby or child than with the mother.
8.5.3.2 Relationships with other family members
There was evidence that interactions with other family members varies across
health visitors and across families.
One health visitor mentioned the child’s grandmother, and examples of health
visitors meeting the father was specifically mentioned in three cases – one with a
child with congenital abnormality, where the father came home from work early in
order to meet the health visitor and be part of any decisions
HV3:

and dad was there as well, and he would arrange to be home from
work when I was coming cause he would have questions he wanted to
ask because I'd been through all this, you know, through their last
baby with them
(Phase 2 HV3)

and another who had substance misuse issues who was possibly always at
home. There was a history of domestic abuse within this family and it is not
unusual for health visitors to be aware of the presence of controlling partners at
every visit; however a relationship developed with the health visitor in relation to
his own needs (as the health visitor became seen as an extension of the GP and
Addictions service)
HV9:

but I had also asked her permission to contact her (Addiction) worker
and also dad's (Addiction) worker; so we'd been having wee
conversations, you know, back and forward and about supports for
parents and so we kind of moved it forward from there.
(Phase 2 HV9)
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From the data it was unusual for the health visitor to meet with fathers and other
family members after the first visit.
Some health visitors asked about other family members and the parents’
experiences of being parented themselves – but again this was rarely reported
unless there were issues
HV5:

the dad's got a background in foster care, he's got a stigma with social
work, he just can't do it, he wants to be the best dad he can be to his
children but he probably has not had the background knowledge and
skills
(Phase 2 HV 5)

8.5.3.3 Relationships with other professionals and agencies
The data provided evidence that positive relationships with other agencies and
professionals, where there are the same level of concerns about children and
families, can create an environment in which professionals working together can
support families:
HV

I spoke to (another professional), that day I phoned you…… and she
was saying we're trying to get a Team Around the Child meeting,
cause I wanted to have another meeting to get the health side into
that Form
(Phase 1 HV & Parent 2)

On the other hand, if other agencies and professionals do not share the same
concern for the baby, child or family, or if communication is difficult, then this can
create increased stress and workload for the health visitor, and can also make
shared decision making with parents to request assistance from another agency
more difficult.
Section 8.4.1 identified the range of different agencies spoken about in this study
where decisions were made to request assistance.
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There were examples where professionals did not share the same concern.
According to health visitors, this was evidenced when professionals created
barriers to reappointing children if they have failed to attend their service.

I think the other barrier is the kind of, you know, two strikes and you're off,
which I find really frustrating, ….., the way that services don't always
appreciate the complexities of some of the families that we’re working
with, not that empathetic really, that can be difficult.
(Phase 2 HV 1)
There were a number of examples where health visitors knew people who
worked in other agencies well, understood their systems and processes, and
trusted them. This sense of trust was interpreted by the parents as efficiency:
It does work and it was fairly quick as well, it wasn’t very bureaucratic,
so there wasn’t months and months of waiting with nothing that you might
expect between multi-agencies; they were kind of seamless in their
approach
(Phase 2 Parent 7)
Teams around children and networks of support were found to be really
successful and supportive to health visitors as they actively contributed to
resolving issues with families.
I think that processes have worked, you know, the liaison with
everybody that's involved, you know, we have a team around the
child, the parents can come to the meetings and so they've seen all
the professionals who deal with the child in the community in the one
place, and I think the message that that gives the parents as well that
nobody's taking decisions in a vacuum, that everybody talks to one
another and they can come and talk to everybody at the one time
cause I think one of the big things for parents with a child with
complex multiple needs is there are so many people involved and
things can get lost in translation
(Phase 2 HV 3)
There were positive examples provided in relation to nurseries. One particular
parent always liked it when the health visitor was able to attend her child’s
nursery meetings as she found the health visitor’s contribution really supportive.
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One third sector agency were reported to meet every four to six weeks with all
local health visitors to discuss progress with families, which health visitors found
to be very supportive to their practice.
There was a positive example from dietetics where the parent was told about the
referral system by the health visitor, which involved:


health visitor emails dietetics with concern



dietician reads on the following Monday and phones the parent up as
soon as she can afterwards to review the history and the current situation



dietician then creates a plan and contacts the GP and the HV



the dietician may or may not see the baby/child - dependent on the plan



the dietician may or may not invite the parent to a group with other
parents with babies with the same symptoms or where there are the same
concerns

There were examples of GPs and health visitors having an effective working
relationship and its positive impact on the ability to support the mother.
I think she has a very good relationship with the GPs up there, yeah,
………always feel like if I go to her it'll get sorted or she'll know
somebody that I can go to
(Phase 2 Parent 5)
8.5.3.4 Relationships with peers
Some of the interviews outlined the positive support which had been received
from other professionals who were working with the same family; this was
through positive experience of meeting with the professionals and using a secure
email system to email each other back and forth with progress reports to avoid
‘over visiting’ the family.
Support from peers was valued in an example where a health visitor was really
upset, but as this was not child protection no other form of supervision was
available.
I remember being quite aghast by the situation and I got a lot of
support from my colleagues but I remember at the time being quite
significantly upset by what had happened
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(Phase 2 HV8)
8.5.4

Parents and Others

Within the encounters and interviews in Phases 1 and 2, there were examples
which indicated the nature of the relationships between parents and their
children. This section will return to the Solihull Approach Framework to identify
evidence of each of the components.
8.5.4.1 Containment
In both examples in Phase 1 the parents described how they contained their
children in relation to sleep issues, with the first staying in the room whilst the
children went to sleep, and the second getting up and supporting her daughter
back to bed when she gets out of bed during the night.
HV:

And did the sleeping thing all get sorted out, I mean, obviously other
than when you had the blip?

Parent:

I'm still in the room.

HV:

But you're gradually starting to get out?

Parent:

No
(Phase 1 HV/P1)

HV:

I mean, a good five out of seven she's up through the night, but she's
easy to go put back
(Phase 1 HV/P2)

In another example from Phase 2 the mother was trying to protect her baby from
being readmitted to hospital - whatever it took
I'm trying to say 'they're looking at him as a whole child not just in
relation to his weight gain', and she said 'I get that but he ended up in
hospital before because he didn't put weight on and if that happens
again ……I will be really angry because I'm flagging this up now
(Phase 2 HV 3)
8.5.4.2 Reciprocity
An example was given where a mother relayed a conversation that she had with
her child where she rationalised the change of name of the ‘night nappies’ to
‘pyjama pants’.
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Exactly, exactly so, I mean, I keep saying that to her because (Dad)’s
always saying to her 'you're five, you don't need nappies at bedtime'
and she always relays that back to me 'my daddy says I don't need
nappies' I said 'well that's good cause you're not in nappies, you're in
pyjama pants'.
(Phase 1 HV/P2)
8.5.4.3 Behaviour Management
There were a number of examples where parents were learning Makaton (a
visual sign language) in order to improve their child’s communication skills – and
then they were ensuring that their child was also learning it in order to
communicate – and it was possible to understand the nature of their relationship
by how they spoke about it.
INT:

Yes so it's like a game actually isn't it, when you do that?

RES:

Aye, so we're all doing it, like, after we have our dinner we sit here
and we'll say, like, your sister and they've got to guess what we're
saying, so it's been really good, really good.
(Phase 2 Parent 8)

8.5.4.4 Parents’ relationships with each other
There was some mention of the relationships which parents had with each other
and its impact on the children.
There is an example of a father questioning the need for his daughter to learn
Makaton.
My husband was a bit curious at times because he was like 'why does
she have to learn the words if she can say it?' and I says 'well it's
bringing her on and it's bringing her onto different words and she's
putting them into sentences now.
(Phase 2 Parent 8)

However most of the reference to parental relationships in the interviews related
to parents’ relationships breaking down or abusive relationships
my first son's father and I separated when he was one and it's never
been amicable, it's always been fraught
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(Phase 2 Parent 7)
I said that I'm a single parent and during the breakup of my husband
and I's marriage it was really... it still is really difficult, and his attitude
towards myself's not great and obviously that rubs off on the kids,
(Phase 2 Parent 5)
Parents’ relationships with other family members and friends were mentioned –
particularly in relation to the mother’s mother; but also in relation to in-laws and
the influence that they tried to have if they did not think there was anything
‘wrong’ with the child when parents were trying to pursue some follow up
because they had concerns.
Sam's gran and papa, you know, 'what's wrong with the kid?' you
know, this kind of attitude
(Phase 2 Parent 6)
8.5.4.5 Parents relationships with other agencies
In the interviews there were examples of parents finding it easy to build positive
relationships with some agencies, and coming back to the health visitor to say
how things had gone and were progressing.
So when she came back from her speech and language she done a
session, I think it's a three month block they do, so she must have
completed a block …….she either popped into the clinic or she phoned
me, I said 'how did you get on at speech and language?'
(Phase 2 HV4)
It was evident that the Pre-5 Education Service were committed to delivering a
stepped approach to parents – by providing a baby and parent group for parents
of babies with additional support needs to attend before referral to their service.
The only issue was that it was not well advertised.
INT:

did you get information, did you get written information about the
mother and baby group from pre-five education?

HV3:

They sent me out, it's in their information leaflet that they send out, but
of course there's so much information in that, that as a parent with all
this, you could easily miss it.
(Phase 2 HV3)

And a parent was very impressed by the service which she received from
audiology and speech and language
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She said that either/or would be fine, if I could go and see her or if it
would be easier she could come and see me
(Phase 2 Parent 4)
However there were examples where parents found the timescale for referral too
long.
INT:

It was a long time wasn’t it?

Parent3:

(HV) wasn’t happy either and I think that must have been when he
was 12 weeks cause that's when we went to see her and she emailed
them again and they actually phoned me that afternoon
(Phase 2 Parent 3)

There were instances recalled where parents did not feel confident enough to
attend
Yes there was playgroups which I think to start off with she went to
and then that sort of fell by the wayside, I think it was a confidence
thing for her I think to keep going.
(Phase 2 HV2)
Physical distances between the parents and the resources was a big issue in one
area
INT:

Yes, so there's a big geography there isn't there?

HV1:

Yeah, definitely and like I said we don't always have the resources to
support those kind of families.
(Phase 2 HV1)

And other instances where professionals gave mixed messages.
so this other dietician had said to her that it actually looks like more a
reflux problem rather than a milk allergy which the other dietician says
it sounded more like, would the mum not want to try going back onto
standard formula, and when I went up to visit the mum she was no
way, she was (HVs name), after having had an unsettled baby for
three/four months, there's no way I'm trying that
(Phase 2 HV7)

What follows in this chapter are links between these interpretations from Phases
1 and 2 and how they address Objectives 1 – 3,which relate to what processes
currently support shared decision making in health visitor practice.
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8.6

Objectives 1 - 3

The study identified three objectives to help address the principal research
question. Objectives 1 and 2 related to Phase 1; and objective 3 related to Phase
2.
These objectives will now be summarised in relation to the findings and the
themes before moving onto Phase 3, which has a specific focus on the main
research question.
8.6.1

Objective 1.

What was happening within health visitor/parent encounters when decisionmaking was taking place? (Phase 1)
The agreed issues for decision making, in each of the two encounters, by chance
both related to a bureaucratic process; however, within each of the
conversations, decisions were made in relation to the children’s health,
development and wellbeing.
Although choice existed, it was not always evident; but in each case the parents
had a ‘voice’, which was encouraged by the health visitors.
In one case the options for parenting programmes existed, but they were quickly
reduced to one programme in relation to suitability and accessibility.
One of the prerequisites of decision talk, according to Elwyn et al, (1999b) is that
the health visitor spends time sharing their views and the parent shares their
views – which they all did at some level informally. However, there was lack of
clarity around each stage of the decision making process and no evidence, in
either encounter, of parents being specifically invited to share their views.
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Within their relationships there was an abundance of evidence of containment,
reciprocity and some behaviour management both in terms of the relationships
between the health visitors and parents, and between the parents and children.
8.6.2

Objective 2

What were the perspectives of the health visitors and the parents after their
encounters – in terms of their perceptions of the process and satisfaction with the
final decision? (Phase 1)
Following each encounter in Phase 1, each of the four participants were
presented with an OPTIONS questionnaire (Appendices 10 and 11). The range of
descriptions of each phase of the process could potentially range from Strongly
agreed to Do not agree.
It was interesting to note, as identified in Table 4, that after each encounter the
perception of each participant was Strongly Agreed or Agreed for all phases; that
there was agreement between the two health visitors and the two parents when
their results were aggregated, and agreement across the four participants except
in relation to decision talk.

Phase 1 Questionnaires

Health Visitors

Parents

The issue was clear

2 x Strongly agreed

2 x Strongly agreed

There was choice

2x Agreed

2 x Agreed

Different options were provided (including doing
nothing)

2 x Strongly agreed

2 x Strongly agreed

There were opportunities to ask questions
(decision talk)

2 x Agreed

2 x Strongly agreed

A decision was made

2 x Strongly agreed

2 x Strongly agreed

TABLE 4 RESPONSES TO THE OPTIONS QUESTIONNAIRES IN PHASES 1 AND 2
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8.6.3

Objective 3.

What evidence was there that decision-making was shared between the parents
and the health visitors? (Phase 2)
8.6.3.1 Issues
Although issues were identified where decisions had been made, different levels
of concern between parents and health visitors were evident and again there
were examples of decisions related to processes which were not always directly
related to the current wellbeing of the baby or child.
8.6.3.2 Choice
Choice was not always evident, and whether choice was given was related to the
condition and the method of decision making which the health visitor used. True
choice was not always possible, either due to the views of others who had
influence e.g. partners, other significant family members, or because of the views
of health visitor managers around the necessity to refer on swiftly. Choice was
also potentially reduced where parents were within child protection systems.
8.6.3.3 Options
Options of the availability of evidence based interventions and the involvement of
other services were minimal; the only feasible options were either to request
assistance from another service now or to delay and review. Doing nothing was
never an option once there was indication of a need. The options available were
also related to health visitors having relationships with other services; knowing
their systems and processes and their criteria for requesting assistance.
8.6.3.4 Decision Talk
Decision talk relied on health visitors knowing and understanding the child, parent
and family. It also required understanding of the current systems and processes
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of other agencies, and being able to explain this to parents. Although health
visitors felt that they knew families well, and parents interviewed also felt that the
health visitors were accessible and interested in their situation, there was no
evidence of structure in the conversations which would raise any issues around
emotional and physical accessibility to other services.
8.6.3.5 Relationships
The interviews portrayed that strong, established, trusting relationships existed
between health visitors and parents; which was understandable in terms of the
parents’ experiences due to the recruitment processes adopted within this
research study. There was also evidence of containment, reciprocity and
descriptions of some behaviour management techniques being described – but
only once a strong relationship had been established. This was interesting as it
transpired that very few of the health visitors interviewed had had the opportunity
to participate in Solihull Approach training – which may indicate that this way of
working and relationship building is intuitive to health visiting practice. This is
discussed further in the next chapter.
A summary of these findings from Phases 1 and 2 were reported back to the
three focus groups during Phase 3, and each group of health visitors agreed that
this information was credible and related well to health visitor practice. This
information then prompted discussion in relation to the implementation of
GIRFEC and its potential impact on health visitor practice. The focus groups were
recorded, transcribed and analysed in the same way as the data from Phases 1
and 2 in order to address the principal research question; the findings are the
subject of the next chapter, before being discussed in the following one.
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Chapter 9 - Findings from Phase 3
Within each of the focus groups around 20 minutes was spent relaying back to
the participants the findings from the study to date. By that stage the interviews
and encounters had been transcribed from Phases 1 and 2 and the majority –
though not all – of the analysis had taken place.
The findings were placed in the context of GIRFEC. When fully implemented, as
health visitors – and therefore the Named Person – if they become aware that a
child’s wellbeing is not currently being supported, promoted and safeguarded, the
National Practice Model will create a framework for them to assess the child and
their environment using the My World Triangle Assessment Tool. Following the
assessment and analysis if issues are identified, which are ‘getting in the way’ of
the child’s wellbeing, then the health visitor will need to address the issues
through planning processes.
The findings, as they were portrayed, were accepted as being realistic to current
health visiting practice.
Group 2 with 4 Health Visitor Participants
Res:

So does that sound realistic?

Various:

Mmmmm Yeah

Group 3 with 2 Health Visitor Participants
Res: Does it feel relevant to the way things are progressing at
the moment?
HV 1: I think so – yes
HV2 I think so cause it’s all based around GIRFEC…and the
language that’s used……it is very relevant and up to the minute
The focus during the following 30 minutes in each group explored what
implementing Getting It Right for Every Child may mean in practice for health
visitors and what processes would be supportive when planning with parents.
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Extracts from the discussions related to each of the five themes are identified
below.
9.1

Issues

It was apparent that health visitors were currently trying to work in a way
consistent with the role of the Named Person. They were creating and managing
‘Teams Around Children’, but were struggling to offer the level of service to
children, parents and families which they wanted to, sometimes due to
bureaucratic issues:
because we don't have the process of administration, room
availability, whatever, the whole logistical of actually getting a
team around the child meeting up and running….everything is
in PDF….., you can't update that plan because it's in PDF which
is read only
(Gp 2 HV 1)
Although each group relayed how they are currently carrying out this
responsibility, there was still concern around the perceived additional
responsibilities related to the roles and responsibilities of the Named Person, and
what that might mean for health visitors and their practice in the future.
There was a feeling that more would be expected from them than is currently
expected, and that more information about children would be forwarded to them
once others knew who the Named Person is for each child.
Conversely, they were also concerned that there might be challenges around
others not knowing the Named Person for each baby and child. There were also
concerns about the logistics of ensuring ‘cover’ when the named person is away,
and that other professionals might not understand the role and responsibilities of
the Named Person and how it interfaces with their own roles.
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I did not mention at this stage the findings from Phases 1 and 2 which indicated
that not all issues–which were addressed through planning processes in the
study –were directly related a child’s wellbeing; as at this stage this was not
realised. This was unfortunate as it would have been an ideal opportunity to
explore why this might be the case with each of the groups.
There was however a recognition within the groups that in order to work in
collaboration with parents through the assessment and planning stages it would
be important to engage with the parents in a meaningful way around GIRFEC.
This was interpreted by the health visitors as needing to be able to explain the
National Practice Model to parents– especially with it being included in the
Scottish Women’s Handheld Maternity Record (SWHMR) and the child’s parent
held record (the Red Book).Implementing this in practice had presented
difficulties to the health visitors who had found that describing the wellbeing
indicators and the GIRFEC National Practice Model to parents was a challenge with a particular concern around being able to explain and apply each of the
wellbeing indicators to a baby in a meaningful way.
I think for parents that looks all very mathematical, circles and
triangles, you know, and you look at it as a parent and you'd
think 'oh...' you know, it's all diagrammatic …………………I
don't think it's particularly user friendly, cause we've got a big
laminated version of it in the office, you know, and it's hugely
complex.
(Gp 2 HV2)
In terms of identifying risk it was acknowledged that the resilience matrix is really
helpful with supporting the assessment process; however it was voiced that
further training in using the resilience matrix was necessary along with practice at
using it.
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HV1

we just need to get a bit more practice at it really and have the
tools that support that process as you're saying yourself, the
resilience matrix.

INT:

…..enough training in using the resilience matrix?

HV1

No, absolutely not.
(Gp1 HV1)

In terms of the assessment process, observing a child in different contexts was
identified as an important contribution, as it helps to focus on possible issues,
particularly seeing the child with other children of the same age.
9.2

Choice

Each of the groups discussed the importance of knowing when a decision is
indicated and when choice is appropriate because options are available.
However, in each group the discussion focussed on the lack of options available
when planning with parents and the complexity of the request for assistance
processes when an option had been chosen.
9.3

Options

The language used within the Request Forms was one of the issues which health
visitors found difficult, in terms of being able to explain services to parents and
then make progress:
you know, you're teasing that out and doing all that with them
and then you start to get, then you look at this paperwork and
think 'this is going to put them off'.
(Gp2 HV3)
There were also challenges associated with accessing evidence-based
interventions, as well as vulnerable families having to opt in
we've got families that are quite vulnerable and they're being
asked to opt into a service sometimes rather than opt out….so
you're referring or requesting assistance from a service…..and
they've got no money to phone them or they've got no transport
to get there
(Gp2 HV4)
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9.4

Decision Talk

In terms of the planning processes and discussions with parents through the
processes, it was evident that parents were engaged in the processes, were able
to express their views to health visitors, and that these views were understood.
I've had that with parent, wee boy's got severe disabilities in
relation to a rare condition that he has and from birth I've had to
gradually introduce each service one at a time because at
certain points in that she would say 'I've reached overload, I
can't do anymore of this, I can't have anybody else involved, I'm
doing too many appointments, I'm losing the will to live, I can't
have anything else!'
(Gp2 HV2)
Paperwork associated with the planning processes at a multi-agency level was
challenging.
When the groups were led to think about what supports planning in a
collaborative way with parents, the quality of the relationship was given high
priority.
9.5

Relationships

Although the quality of the relationships between the health visitors and the
parents were valued, once again the discussion moved round to discussions
about the need for the health visitor to link effectively with other agencies, the
importance of knowing them well, and understanding their systems and
processes.
The informal support that health visitors get from each other was acknowledged
and valued; however it was felt that there was not enough opportunity for formal
clinical supervision necessary to implement this new way of working.
The importance of parents being part of planning processes in multi-agency
planning, and in this context the need for admin support if the health visitor is
chairing the meeting, were also highlighted.
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It was felt that the new programme of contacts will be helpful in terms of creating
opportunities to build relationships with parents.
The Child Health Surveillance Programme (CHSP) system also supports the
planning and review processes.
In summary, processes to support planning with parents were identified in Phase
3 (Table 5) as:
Assessment Processes

Analysis Processes

Planning Processes

Trusting relationships
with parents

Supportive relationships
with colleagues and
peers

Supportive relationships
with other Agencies and
efficient and effective
parent friendly request for
assistance processes

Supervision to make
sure that approaching
analysis correctly
Health visitors able to
explain about wellbeing
to parents

Health visitors having a
good understanding
about the National
Practice Model and the
Resilience Matrix

CHSP for recalls
Multi agency planning
with the parent present

TABLE 5 PROCESSES WHICH SUPPORTED ASSESSMENT, ANALYSIS AND PLANNING
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Chapter 10–Discussion in relation to the Findings
This study aimed to identify what processes support effective shared decision
making when health visitors and parents are planning to improve the wellbeing of
babies and children within the context of implementing GIRFEC. Current practice
in relation to shared decision making was considered at the start of this project,
and then this moved towards thinking about the impact of implementing the
Named Person Service into health visitor practice as GIRFEC is rolled out across
Scotland.
The findings, when exploring current practice, indicated that key elements of
shared decision making were missing, for instance the ‘issue’ was not always
clearly understood in the same way by the health visitor and the parent, or
triggered the same level of concern. ‘Choice’ was not always possible or clear
because the ‘options’ available were limited and sometimes there were no
suitable options of evidence-based interventions designed to improve the
wellbeing of children. Although ‘decision talk’ clearly took place, there was not
the evidence to show that it took place at the depth required to establish the
impact of each of the possible options on the child or family – where options were
available. This is similar to Towle et al’s (2006)experience, where the participants
thought that they were offering shared decision making but the transcripts
indicated that this was only taking place in a limited way.
This final chapter will reflect on findings from the data. Through continuing to use
each stage of Elwyn’s Framework as a structure (Choice, Options, Decision
Talk), along with the additional themes of ‘Issues’ and ‘Relationships’ which were
identified within the study, the discussion will reflect on the research question and
develop theory around health visiting practice in the context of shared decision
making.
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10.1

Issue

Although analysis of the encounters in phase 1, and interviews with the parent
participants within phase 2, did demonstrate that issues which required decisions
were clear, when the health visitor participants were interviewed in Phase 2 they
described encounters which they had been involved in where there was some
lack of clarity around the nature of the issue. Sometimes this was due to a
number of issues merging, lack of agreement about what the issue was, or
differences in levels of concern around the issue between the parent and the
health visitor.
As one of the main ambitions of implementing GIRFEC is to give every child in
Scotland ‘the best possible start’, there is a focus on improving outcomes for
children when planning which interventions are required with parents. However
even when the issue was defined clearly in the study, there were times when the
issue discussed was not directly related to improving outcomes for the child, but
was more focused on bureaucratic processes which, it could be argued, may
have got ‘in the way’ of the real issues.
Within GIRFEC, the expectation is that many of the issues which will need to be
addressed will be identified as a result of using the National Practice Model as a
structured framework – which in essence aims to support the use of rational,
logical, systematic (system 2) thinking and decision making. Evidence shows that
this slower more methodical type of decision making is less likely to be affected
by cognitive bias than a more intuitive, fast approach (Baron 1997). In rational
decision making, information is gathered in a structured and systematic way,
using tools and frameworks to support the gathering of facts, data, and
observations, which then supports analysis.
Some of the examples which were described demonstrated a lack of the health
visitor’s understanding about the nature of shared decision making in the context
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of using the National Practice Model during assessments – as sometimes what
was described was a situation where the parent presented with an issue or
concern, looked to the health professional for advice and then agreed with what
the health professional suggested; which was more akin to a traditional
paternalistic approach (Upton et al 2011).This is not to say that the decision
making processes which these health visitors chose were inappropriate for the
context but rather that there was evidence of using fast, intuitive, (system 1),
decision making in these cases. This uses heuristics, or ‘rules of thumb’, and
although the right decisions are made frequently in these situations when there is
a level of expertise in general these decisions are prone to the influence of
cognitive biases when they use this approach and tend not to be able to take
another person through the decision making process; which reduces the
likelihood of it being shared.
Although health visitors in the West of Scotland (in five Health Board Areas) have
used the ‘My World Triangle Assessment Tool’ since 2006 for routine
assessments of all children on their caseloads, audits of records across Scotland,
including by the Care Inspectorate (2014; 2013) have indicated examples of a
disconnect between the information gathered, analysis and what is planned for
the child. This could indicate that health visitors in practice are tending to respond
to what they are presented with and applying heuristics, through learnt behaviour,
which speeds up the decision making processes (Baron 1997), and as this
intuitive decision making approach does not require conscious analysis this may
be why the analysis has tended to be missing from the child’s records.
It was also interesting to note how, within Phase 3, there was a tendency in each
of the groups of health visitors to veer away from any discussions which spent
time contemplating decision making processes with the parent. This may suggest
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a lack of insight into the processes which the health visitors were undertaking at
the time or a lack of understanding that shared planning is the ideal.
It is possible to support aspects of these findings with two prominent decision
making theories; Dual Process (Kahneman, 2011) and Cognitive Continuum
(Hammond 1986). Dual Process Theory (Kahneman, 2011) suggests that
humans use two systems of thinking (System 1 and System 2) and incorporates
recent work from social psychology and neuroscience (Kahneman 2011). Within
this theory both System 1 (using the intuitive part of the brain) and System 2
(using the cognitive more rational part of the brain) are acting simultaneously
whilst continually interacting and influencing each other. According to this theory
the output depends on the context, the decision maker's personal insight and
their intellectual capacity and capability.
Cognitive Continuum Theory (Hammond 1986) has often been applied to nursing
research; it shares similarities with Dual Process Theory and can also offer a
level of insight into what appeared to be happening in practice within the study.
Cognitive Continuum Theory, as described by Thompson and Dowding (2009),
suggests that decision-making in practice does not often fit neatly into either
intuitive decision making (at one end of a spectrum) or analytical decision making
(at the other) but instead takes place somewhere between these two extremes –
termed quasi rationality, it is dependant on factors related to the task such as the
amount of time available, the number and nature of cues evident, and the level of
uncertainty within the context.
Thompson and Dowding (2002) suggest that in reality practitioners operate
nearer the intuitive mode most of the time rather than within the analytical mode
because time is often limited, there are multiple cues (some with limited salience)
which create complexity leading to high levels of uncertainty. In addition for
many years there has been no need to justify the decisions on paper which have
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been made in practice. This overriding tendency to use intuition in practice is
also recognised within Dual Process Theory and is explained in relation to the
natural dominance of the part of the brain which makes quick decisions with
minimum emotional and intellectual effort. This fast thinking is essential within
many aspects of life, for instance to preserve personal safety, and it is crucial
within many areas of healthcare to respond quickly where time is of the essence
and clinical deterioration may occur if there is a delay. Consistent with Cognitive
Continuum Theory Kahneman (2011) also suggests that a more rational way of
thinking is most likely to dominate when there is thinking space, low levels of
anxiety, emotional well-being, and where the decision maker understands that
there is always a tendency to veer towards System 1 thinking when, in many
cases, System 2 produces more reliable results.
When applying the ideas from these two theories to this study it is possible to
identify cases where there are multiple cues and complexity, both of which are
triggers for using intuition in decision making. The difficulties described by some
health visitors in defining the issue and processes may have been linked to a lack
of personal insight into decision making processes in addition to a lack in
understanding around wellbeing indicators and corresponding outcomes.
The implication for health visitor practice is that when there is evidence that the
optimum outcome from a decision will be achieved through rational, analytical
thinking, in collaboration with a parent, this is more likely to be achieved when the
health visitor has personal insight into their decision making tendencies, has time
for deliberation, is emotionally well and is able to define the issue to be
addressed with the parent with clarity and share an understanding of the impact
of the issue on the baby or child..
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10.2

Choice

To be able to make a choice there needs to be at least two options which are
described and then offered. There were a number of examples where choice
was not offered, but health visitors made the decisions and parents agreed;
which means that these were not shared decisions. There were times when this
was entirely appropriate; such as a child with a rash, or in instances where lack of
weight gain in a baby was the issue.
On one occasion choice was given between progressing with requesting
assistance to speech and language therapy or delaying the request whilst the
parent increased their activities with their child, such as reading and talking
directly to them face to face. The child’s development was to be reassessed at a
future date by the health visitor. It was acknowledged that, in these instances,
having an evidence based tool to assess or screen a child’s development and
then to reassess this was valuable, as was having a system in place to recall the
child back to the health visitor’s attention (through the National Child Health
Surveillance Programme ).
It was noted, however, that this type of choice was not always offered to all
parents. Examples in the study where choice to delay requesting assistance was
provided was more apparent where the health visitor appeared to trust the parent
to implement an intervention. It could be argued that these were articulate,
intelligent parents who understood what was expected at a sophisticated level
because they were used to making conscious choices in their lives. There is
evidence to show that to be able to make these rational choices in life a person
needs high self-esteem, a sense of purpose, and self-efficacy. From my
experience in practice it is evident that a significant number of parents have not
themselves been parented in such a way which will provide them with what
Antonovsky (1987)calls, a ‘sense of coherence’, and the knowledge and skills to
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make rational choices with a positive sense of purpose(Eriksson and Lindsrom
2006). These theories can be integrated into theories around parental capacity
(Cleaver et al 2011).
There is also knowledge from practice, identified through practice wisdom
(Dybicz 2004), that many parents are distracted from putting a child’s needs
before their own needs because their lives are complex and their own basic
needs are not being met, for instance due to levels of deprivation, a drug
dependence, or through fear of emotional or physical harm to themselves or their
child(Wilson et al 2011). In this environment, parents find it challenging to make
rational decisions, as they are frequently responding to what is within their
chaotic environment by using reflexive, intuitive, fast, (system 1) type of thinking
(Baron 1997).
It would be no surprise then if health visitors had a tendency to be directive with
parents who are struggling, rather than providing them with a choice. It could be
argued that this a missed opportunity for health visitors to support parents in their
personal development, and expose them to a kind of decision making which is
based on choice, as long as the child is safe. Perhaps there is the potential to be
able to build a trusting relationship through this approach, and also to increase a
sense of self-worth in the parent. It should be recognised that this approach may
be more time consuming, and hold an element of risk due to the uncertainty.
However, Adams and Grieder (2014) promote the concept of supporting decision
making when planning with clients who misuse substances, as they believe it is
an effective way to recovery, despite these being some of the most challenging
people to work with due to the high prevalence of mental ill health inthese clients.
Another reason why a parent’s ability to make choice may be limited is because
they are not in control of their own destiny but rather there are others within their
family and associates who have power and control over them. An example was
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given within the interviews where a mother’s decisions were overruled by her
abusive partner. This prompts the question of how much cognisance health
visitors give to others’ opinion when offering choice, particularly when those other
people are not visible to the health visitor. Fear also triggers basic reactions in
people, which reduces their ability to be rational (Humphries and Stanley 2006).
10.3

Options

A great deal of the discussions within Phase 3 revolved around the challenges
which were faced by health visitors in relation to lack of options, and the quality of
the options which were available to provide evidence based interventions. Health
visitors were aware that how the options were presented was very important.
As already indicated, to make a choice there needs to be at least two options;
and in this context there would need to be evidence that each of the options can
provide evidence that the output will lead to the support, promotion and
safeguarding of the child’s wellbeing. This could explain why it was entirely
appropriate that ‘doing nothing’ was never an option offered by health visitors
within this study; whereas Elwyn always includes ‘doing nothing’ is an option in
the framework and the literature (Elwyn et al 1999a).
Readily available information about other services in a variety of formats is a prerequisite of providing a fair and equitable service, as identified within The Equality
Act (2010),and there was evidence of health visitors finding it difficult to access
information about services in a way which would support their discussions and
decision making. If health visitors want to reduce the influence of evaluative bias
it is important that appropriate information is provided at the time of the
discussion (Elwyn et al 2012). However even if information had been recorded as
being able to be given in relation to the options, at the time of establishing choice
there is still evidence which shows that patients, or parents, when given choice in
this way, and encouraged to use a rational approach, are still more likely to use
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heuristics, as it is easier, uses less cognitive capacity and is more familiar. The
impact this has is that parents will respond to what appears naturally most
appealing rather than what is best for their child. They will respond to whether
they like the person who tells them about the options and how it is delivered,
rather than the content and its potential impact on their child. This cognitive bias
has significance for health visitor practice.
10.4

Decision Talk

When parents failed to attend appointments for other services it would have been
tempting for the health visitors to assume that the parents had little concern for
the issue which was being addressed – but this was not the case in this study –
as health visitors did show concern and understanding around the context that
the parents were living within and provided evidence of compassion. However
there was little evidence that the health visitors were engaging in enquiry before
the parents received their appointments, in relation to what other factors might
impact on their ability to attend another service.
Work which is currently on-going in relation to person centred care focuses on
compassion, but Dewar et al (2013) also use phrases like ‘being curious’, ‘being
courageous’ and values ‘connecting with people’ at an emotional level. This
thinking implies it is appropriate to use enquiry to find out what really matters to
parents, and what they wish for their child as they grow up and develop. This is
an approach which the Family Nurse Partnership takes, but it is dependent on a
commitment and ability, in both parties, to building a relationship (Scottish
Government 2013). ‘Compassionate connections’, a programme used within
maternity services, also promotes these effective conversations (NHS Education
Scotland 2013).
Although the quality of relationships between the health visitors and parents were
valued within the parent participant interviews, and the importance of building
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‘trusting’ relationships was mentioned a number of times, it is still valuable to
break this down into what made the health visitor relationships with the parent
participants so effective?
10.5

Relationships

There were numerous examples, across all the Phases, of health visitors
emotionally containing parents within the study. There were also examples of
health visitors being empathetic and developing reciprocal relationships with the
parents; even sharing a joke. There were examples of instances where health
visitors described behaviour management interventions to parents. One health
visitor indicated, from her language, that she understood the Solihull Approach
(2014); which provides insight into what supports effective communication
between two people, adults and babies/children. An awareness of the theories
which support containment and reciprocal relationships, which are identified in
the Solihull Approach, enables health visitors to consciously role model
reciprocity and containment within their interactions with the parents. The Solihull
Approach’s theoretical framework, which is based on theories from psychology,
identifies that if parents are encouraged to emotionally and physically contain
their child, and develop a reciprocal relationship, then this creates the context
where a child will increase their ability to self-regulate and to become resilient as
they grow and develop (Daniel et al 2010). It was evident, however, that some
health visitors had not had this training opportunity, and although they were
intuitively compassionate and warm, when they were describing behaviour
management interventions to parents there was a lack of evidence of reciprocity
and checking out at each stage how the suggestions sounded and establishing
the views of the parents.
This ability to ‘check out’ is the same approach to enquiry which is required to
establish shared understanding about the issue, to find out what choice means to
145

the parent, and who else they may want to include in the decision-making.
Enquiry about the potential impact on the child, parent and family of each
available option uses the same approach through ‘decision talk’ and supports
effective planning. The next chapter will address the main research question.
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Chapter 11 - Addressing the main research question
11.1

Processes which support effective Shared Decision Making

Within this study, the processes which were evident which will support effective
shared decision making when health visitors and parents are planning to improve
the wellbeing of babies and children – within the context of implementing the
Getting It Right For Every Child (GIRFEC) Policy Framework are:


Health visitors understanding decision making theory, so that they
generate the knowledge and skills to know what types of decision making
tend to be used in practice at what point, in order that they can reflect on
the appropriateness of their approach to different situations



Health visitors consciously using rational decision making (System 2)
when applying the National Practice Model to support gathering and
analysing information over time



Health visitors having the skills and resources to be able to use evidence
based tools to assess and reassess a child’s development – and to be
supported with a recall and review system



Health visitors being able to describe the assessment process to parents
in an understandable way; which will support clarity around the Issue, and
support shared understanding and structured planning



Health visitors understanding what cognitive and social factors impact on
a parent’s ability to make choices in life, and to have the knowledge and
skills to be able to support them with decision making and to support
development in parents’ self-efficacy



Health visitors being aware of, but also critical of, what options are
available to ensure that interventions will lead to the outcomes which are
required for a particular baby or child
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Local authorities, voluntary agencies, and other health services
supporting health visitors with a range of information about their services,
and being clear about their systems and processes and how they
communicate with health visitors in relation to how parents are
progressing and if outcomes are being met



Health visitors taking a person centred approach to decision talk, where
there is curiosity, enquiry and identification of what matters, and
understanding develops in relation to what a request for assistance will
really mean to the parent and their child/family, whilst also being very
aware of the impact that other people with power and influence within the
family can have on decision making processes

11.2

Recommendations for practice development

From evidence in this study it is recommended that health visitors routinely
receive training in decision making, and are supported in practice to develop
relevant skills, as it will:


support them to have insight into their own decision making and
behaviours within specific contexts



help them to understand what influences parents’ decision making when
they are making choices



support implementation of the National Practice Model as an assessment
tool and the generation of analyses within records



generate an understanding of the value of enquiry to establish parents’
views; this in turn will create understanding about how the options are
being interpreted by the parents and create opportunities to influence their
decision making

Health visitors may also require training in communication and relationships, with
the purpose of having the knowledge and skills to support parents to make
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decisions, and to establish their views (essentially training in the application of
Person-Centred Care in this context).
11.3

Was Elwyn’s model a useful tool to use as a framework?

Using Elwyn’s model of shared decision making was helpful as it provided
structure to the research process; it also raised many issues where there is the
potential for practice to be improved if health visitors are to work in partnership
with parents (Elwyn et al 2013). It could be argued that this framework may have
limitations if used in health visitor practice to support shared decision making
because decision making is rarely a ‘one off’ occurrence in relation to one
decision being made at a time. In practice, health visitors can work over many
years with parents, who are sometimes making a number of decisions at the
same time, over time. However perhaps a version of a Shared Decision Making
Tool could be available within a toolkit to provide health visitors with a structure
for the decision making encounter and to increase parent participation.
11.4

Limitations of the study

This was a small study, with a small sample, which was designed to describe
what was occurring when parents and health visitors were planning to improve
outcomes for babies and children. The topic was chosen as there was no
evidence of any research study in Scotland which had explored shared decision
making within health visitor practice. The study was conducted within a very short
timeframe due to constraints around it being an academic piece of work and in
the context of the challenges associated with obtaining ethical approval and slow
recruitment. Although the findings, using this approach, should not be
generalised it may be that these findings will inspire the need to undertake further
research and inform practice.
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11.5

Recommendations for further research

Following the findings of this study there are a number of areas for further
research which could potentially have a positive impact on health visitor practice
and the wellbeing of children including:
11.5.1
An evaluation of the impact of health visitor training, with practice development
support, which focuses on theories and behaviours related to decision making
and specifically ‘shared decision making’. This study could determine which of a
number of approaches to teaching and learning has the most positive impact on
health visitors’ learning, self-awareness and decision making behaviours when
assessing and analysing information in relation to children in their caseloads.
Impact measures could include the quality of the analysis in the record, the
quality and the extent of implementation of the child’s plan, and the impact of the
decisions on the wellbeing of the child.
11.5.2
An evaluation of the impact of ‘caring communication training to health visitors’,
on the quality of the shared decision making processes with parents. Impact
measures could include the extent to which parents felt included and involved in
the processes (whether decisions were truly shared), the extent to which other
family members were able to engage in the decision making processes, and the
level of parents’ understanding around the impact that the identified issue may
have on their child’s wellbeing if not addressed.
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11.5.3
Currently there is evidence that a range of different assessment tools are being
used across Scotland to assess children’s development and to inform decision
making. In relation to the findings different interventions may or may not then be
available, or accessible, to parents.
A mixed methods research study could identify the minimum, and ideally the
optimum, information which needs to be gathered from each of the assessment
tools, which will inform the range of evidence based interventions required to
support improvements for children in relation to the most common issues which
may arise. The development of a matrix of options, which could replicate the
format of decision aids, could then be developed, with the support of the
agencies involved, in order to support shared decision making processes with
parents.

151

References

Adams, N. and Grieder, D. (2014) Treatment Planning for Person-Centered Care
: Shared Decision Making for Whole Health. 2nd ed. Academic Press.
Al Yateem, N. (2012) The effect of interview recording on quality of data
obtained: a methodological reflection. Nurse Researcher, 19 (4), pp. 31-5.
Allaire, A., Labrecque, M., Giguer, A., Gagnon, M. and Legare, F. (2012) What
motivates family physicians to participate in training programs in shared decision
making?. Journal of Continuing Education in the Health Professions, 32 (2), pp.
98-107.
Antonovsky, A. (1987) Unraveling the mystery of health: How people manage
stress and stay well. 1st ed. San Francisco, CA, US: Jossey-Bass.
Arksey, H. and O'Malley, L. (2005) Scoping studies: towards a methodological
framework. International Journal of Social Research Methodology, 8 (1), pp. 1932.
Bainbridge, L. and Harris, S. (2006) Informed shared decision-making: a model
for physical therapy education and practice? Physiotherapy Canada, 58 (1), pp.
74-81.
Barbour, R. (2001) Checklists for improving rigour in qualitative research: a case
of the tail wagging the dog? British Medical Journal, 322 (7294), pp. 1115-17.
Baron, J. (1997) Thinking and deciding. 2 ed. Cambridge: Cambridge University
Press.
Bélanger, E., Rodríguez, C. and Groleau, D. (2011) Shared decision-making in
palliative care: A systematic mixed studies review using narrative synthesis.
Palliative Medicine, 25 (3), pp. 242-61.
Bidmead, C. and Cowley, S. (2005) A concept analysis of partnership with
clients. Community Practitioner, 78 (6), pp. 203-208.
Bieber, C., Müller, K., Blumenstiel, K., Schneider, A., Richter, A., Wilke, S.,
Hartmann, M. and Eich, W. (2006) Long-term effects of a shared decision-making
intervention on physician-patient interaction and outcome in fibromyalgia. A
qualitative and quantitative 1 year follow-up of a randomized controlled trial.
Patient Education and Counseling, 63 (3), pp. 357-66.
Bion, W. ed. (1959) Attacks on Linking. 1 ed. London: Karnac.
Breen, L. (2007) The Researcher 'in the middle' negotiating the insider/outsider
dichotomy. The Australian Community Psychologist, 19 (1), pp. 163-174.
Brody, H. (2007) Transparency and self-censorship in shared decision-making.
American Journal of Bioethics, 7 (7), pp. 44-6.

152

Butterworth, C. (2012) How to achieve a person-centred writing style in care
plans. Nursing Older People, 24 (8), pp. 21-26.
Butz, A., Walker, J., Pulsifer, M. and Winkelstein, M. (2007) Shared decision
making in school age children with asthma. Pediatric Nursing, 33 (2), pp. 111-8.
Caldon, L., Collins, K., Reed, M., Sivell, S., Austoker, J., Clements, A., Patnick, J.
and Elwyn, G. (2011) Clinicians' concerns about decision support interventions
for patients facing breast cancer surgery options: understanding the challenge of
implementing shared decision-making. Health Expectations, 14 (2), pp. 133-46.
Care Inspectorate (2014) The Care Inspectorate website - Joint Inspection of
Children's Services. Available:
http://www.careinspectorate.com/index.php?option=com_docman&task=cat_view
&gid=540&Itemid=100175 [Accessed: 21 September 2013].
Care Inspectorate (2013) How we inspect Child Protection Services. Available:
http://www.scswis.com/index.php?option=com_content&view=article&id=7632&It
emid=755 [Accessed: 21st September 2013].
Chan, K. and Mak, W. (2012) Shared decision making in the recovery of people
with schizophrenia: the role of metacognitive capacities in insight and pragmatic
language use. Clinical Psychology Review, 32 (6), pp. 535-44.
Charavel, M., Bremond, A., Moumjid-Ferdjaoui, N., Mignotte, H. and Carrere, M.
(2001) Shared decision-making in question. Psycho-Oncology, 10 (2), pp. 93102.
Charles, C., Gafni, A. and Whelan, T. (2004) Self-reported use of shared
decision-making among breast cancer specialists and perceived barriers and
facilitators to implementing this approach. Health Expectations, 7 (4), pp. 338-48.
Charles, C., Gafni, A. and Whelan, T. (1999) Decision-making in the physicianpatient encounter : revisiting the shared treatment decision-making model. Social
Science and Medicine, 49 (5).
Charles, C., Gafni, A. and Whelan, T. (1997) Shared decision-making in the
medical encounter: what does it mean? (or it takes at least two to tango). Social
Science and Medicine, 44 (5).
Charles, C., Whelan, T., Gafni, A., Willan, A. and Farrell, S. (2003) Shared
treatment decision making: what does it mean to physicians? Journal of Clinical
Oncology, 21 (5), pp. 932-6.
Cleaver, H., Unell, I. and Aldgate, J. (2011) Children's Needs - Parenting
Capacity. 2 ed. London: TSO.
Col, N., Bozzuto, L. and Kirkegaard, P. (2011) Interprofessional education about
shared decision making for patients in primary care settings. Journal of
Interprofessional Care, 25 (6), pp. 409-415.
Coulter, A. and Collins, A. (2011) Making shared decision-making a reality : no
decision about me, without me.
153

Coyne, I., O'Mathúna, D., Gibson, F., Shields, L. and Sheaf, G. (2013) Cochrane
Database of Systematic Reviews, (6) Abstract only.
Cresswell, J. and Clark, V. eds. (2011) Designing and Conducting Mixed
Methods Research. 2nd ed. London,UK.: Sage Publications.
Da Silva, D. (2012) Helping people share decision-making. United Kingdom: The
Health Foundation. Available: http://www.health.org.uk/publications/helpingpeople-share-decision-making [Accessed: 21 Sept 2013].
Daniel, B., Wassell, S. and Gilligan, R. (2010) Child Development for Child Care
and Protection Workers. 2 ed. London: Jessica Kingsley Publishers.
D'Antonio, P., Beeber, L., Sills, G. and Naegle, M. (2014) The future in the past:
Hildegard Peplau and interpersonal relations in nursing. Nursing Inquiry, 21 (4),
pp. 311-7.
Davis, R. (2003) Exploring doctor and patient views about risk communication
and shared decision-making in the consultation. Health Expectations, 6 (3), pp.
198-207.
de Silva, D. (2014) Helping measure person-centred care : a review of evidence
about commonly used approaches and tools to measure person-centred care.
London: The Health Foundation.
Dewar, B. and Mackay, R. (2010) Appreciating and developing compassionate
care in an acute hospital setting caring for older people. International Journal of
Older People Nursing, 5 (4), pp. 299-308.
Dewar, B. and Nolan, M. (2013) Caring about caring: Developing a model to
implement compassionate relationship centred care in an older people care
setting. International Journal of Nursing Studies, 50 (9), pp. 1247-1258.
Dierckx, K., Deveugele, M., Roosen, P. and Devisch, I. (2013) Implementation of
Shared Decision Making in Physical Therapy: Observed Level of Involvement
and Patient Preference. Physical Therapy, 93 (10), pp. 1321-30.
Dolan, J. (2008) Shared decision-making -- transferring research into practice:
the Analytic Hierarchy Process (AHP). Patient Education & Counseling, 73 (3),
pp. 418-25.
Doody, O., Slevin, E. and Taggart, L. (2013) Focus group interviews in nursing
research: part 1. British Journal of Nursing, 22 (1), pp. 16-19.
Drake, R., Deegan, P. and Rapp, C. (2010) The promise of shared decision
making in mental health. Psychiatric Rehabilitation Journal, 34 (1), pp. 7-13.
Duncan, E., Best, C. and Hagen, S. (2010) Shared decision making interventions
for people with mental health conditions. John Wiley& Sons.
Dybicz, P. (2004) An inquiry into practice wisdom. Families in Society, 85 (2), pp.
197-203.

154

Edwards, A. and Elwyn, G. (2009) Shared Decision-Making in Health Care achieving evidence-based patient choice. 2nd ed. Oxford: Oxford University
Press.
Elwyn, G., Edwards, A., Gwyn, R. and Grol, R. (1999a) Towards a feasible model
for shared decision making: focus group study with general practice registrars.
British Medical Journal, 319 (7212), pp. 753-6.
Elwyn, G., Frosch, D., Thomson, R., Joseph-Williams, N., Lloyd, A., Kinnersley,
P., Cording, E., Tomson, D., Dodd, C., Rollnick, S., Edwards, A., Barry, M. and
Edwards, A. (2012) Shared decision making: A model for clinical practice. Journal
of General Internal Medicine, 27 (10), pp. 1361-1367.
Elwyn, G., Gwyn, R., Edwards, A. and Grol, R. (1999b) Is shared decisionmaking feasible in consultations for upper respiratory tract infections? : Assessing
the influence of antibiotic expectations using discourse analysis. Health
Expectations, 2 (2).
Elwyn, G., Lloyd, A., Joseph-Williams, N., Cording, E., Thomson, R., Durand, M.
and Edwards, A. (2013) Option Grids: Shared decision making made easier.
Patient Education and Counseling, 90 (2), pp. 207-212.
Eriksson, M. and Lindsrom, B. (2006) Antonovsky's Sense of Coherence Scale
and the relation with Health: A Systematic Review. Journal of Epidemiological
Community Health, 60 (5), pp. 376-381.
Fiks, A., Mayne, S., Localio, A., Feudtner, C., Alessandrini, E. and Guevara, J.
(2012) Shared decision making and behavioral impairment: a national study
among children with special health care needs. BMC Pediatrics, 12, pp. 153.
Fiks, A. and Noonan, K. (2013) Shared Decision Making In Pediatrics. Health
Affairs, 32 (4), pp. 822-823.
Fiks, A., Gafen, A., Hughes, C., Hunter, K. and Barg, F. (2011a) Using freelisting
to understand shared decision making in ADHD: parents' and pediatricians'
perspectives. Patient Education & Counseling, 84 (2), pp. 236-44.
Fiks, A., Hughes, C., Gafen, A., Guevara, J. and Barg, F. (2011b) Contrasting
Parents' and Pediatricians' Perspectives on Shared Decision-Making in ADHD.
Pediatrics, 127 (1), pp. e188-e196.
Flick, U. (2014) An Introduction to Qualitative Research. London,UK.: Sage
Publications.
Flood, A. (2010) Understanding phenomenology. Nurse Researcher, 17 (2), pp.
7-15.
Frank, R. (2009) Shared Decision Making and Its Role in End of Life Care. British
Journal of Nursing, 18 (10), pp. 612-618.
Fryer, C., Mackintosh, S., Stanley, M. and Crichton, J. (2012) Qualitative studies
using in-depth interviews with older people from multiple language groups:

155

methodological systematic review. Journal of Advanced Nursing, 68 (1), pp. 2235.
Gafni, A., Charles, C., Whelan, T. and Rochaix, L. (1998) The physician-patient
encounter: the physician as a perfect agent for the patient versus the informed
treatment decision-making model. Social Science and Medicine, 47 (3), pp. 34756.
Golanowski, M., Beaudry, D., Kurz, L., Laffey, W. and Hook, M. (2007)
Interdisciplinary shared decision-making: taking shared governance to the next
level. Nursing Administration Quarterly, 31 (4), pp. 341-53.
Golnik, A., Maccabee-Ryaboy, N., Scal, P., Wey, A. and Gaillard, P. (2012)
Shared decision making: improving care for children with autism. Intellectual &
Developmental Disabilities, 50 (4), pp. 322-31.
Goodwin, V. and Happell, B. (2009) Seeing both the forest and the trees: a
process for tracking individual responses in focus group interviews. Nurse
Researcher, 17 (1), pp. 62-7.
Guba, E. and Lincoln, S. (1989) Fourth generation evaluation. California: Sage
Publication.
Hain, D. and Sandy, D. (2013) Partners in Care: Patient Empowerment Through
Shared Decision-Making. Nephrology Nursing Journal, 40 (2), pp. 153-7.
Hamann, J., Mendel, R., Bühner, M., Kissling, W., Cohen, R., Knipfer, E. and
Eckstein, H. (2012) How should patients behave to facilitate shared decision
making - the doctors' view. Health Expectations, 15 (4), pp. 360-6.
Hamilton, D. (2004) The relationship of self-efficacy to selected outcomes.
Canadian Journal of Cardiovascular Nursing, 14 (2), pp. 23-32.
Hammond, K. (1986) A Theoretically Based Review of Theory and Research in
Judgement and Decision-Making. Colorado: Boulder Center for Research on
Judgement and Policy, Colorado University. [Accessed: 26/07/2015].
Health Improvement Scotland (2014) Available:
http://www.healthcareimprovementscotland.org/our_work/personcentred_care/person-centred_collaborative.aspx [Accessed: 15 Dec 2014].
Hook, M. (2006) Partnering with patients - a concept ready for action. Journal of
Advanced Nursing, 56 (2), pp. 133-143.
Hopkins, J. and Irvine, F. (2012) Qualitative insights into the role and practice of
Epilepsy Specialist Nurses in England: A focus group study. Journal of Advanced
Nursing, 68 (11), pp. 2443-2453.
Humphries, C. and Stanley, N. (2006) <br />Domestic Violence & Child
Protection: Direction for Good Practice 1 ed. London: Jessica Kingsley.

156

Hyde, A., Howlett, E., Brady, D. and Drennan, J. (2005a) The Focus Group
Method: Insights from Focus Group Interviews on Sexual Health with
Adolescents. Social Science & Medicine, 61 (12), pp. 2588-2599.
Hyde, A., Howlett, E., Brady, D. and Drennan, J. (2005b) The Focus Group
Method: Insights from Focus Group Interviews on Sexual Health with
Adolescents. Social Science & Medicine, 61 (12), pp. 2588-2599.
Institute of Medicine (2014) Institute of Medicine. Available: http://www.iom.edu/
[Accessed: 15 Dec 2014].
Jessiman, W. (2013) 'To be honest, I haven't even thought about it' - recruitment
in small-scale, qualitative research in primary care. Nurse Researcher, 21 (2), pp.
18-23.
Kahneman, D. (2011) Thinking, fast and slow. 1st ed. New York: Farrar,Straus
and Giroux.
Kahneman, D. and Tversky, A. (1981) The framing of decisions and the
psychology of choice. Science, 211 (January 30), pp. 453-458.
Kassam, R., Albon, S., Bainbridge, L., Suto, M. and Collins, J. (2006) Learning by
doing: enhancing interprofessional students' awareness of informed shared
decision-making. Internet Journal of Allied Health Sciences & Practice, 4 (4).
King, J. and Moulton, B. (2006) Rethinking Informed Consent: The Case for
Shared Medical Decision-Making. American Journal of Law & Medicine, 32 (4),
pp. 429-501.
Koch, T. (1995) Interpretive approaches in nursing research; the influence of
Husserl and Heidegger. Journal of Advanced Nursing, 21 (5), pp. 827-836.
Langley, G., Moen, R., Nolan, K., Nolan, T., Norman, C. and Provost, L. (2009)
The Improvement Guide. 2 ed. San Francisco: Jossey-Bass.
Law, J., McCann, D. and O'May, F. (2011) Managing change in the care of
children with complex needs : healthcare providers perspectives. Journal of
Advanced Nursing, 67 (12).
Légaré, F. (2010) Interventions for improving the adoption of shared decision
making by healthcare professionals. Cochrane Database of Systematic Reviews,
(5).
Legislation.gov.uk (2010) The Equality Act. Available:
http://www.legislation.gov.uk/ukpga/2010/15/contents [Accessed: 15 Dec 2014].
Data Protection Act 1998, UK Public General [Accessed: 15 Dec 2014].
Lewis, M. and Rosenblum, L. eds. (1974) Brazelton,T. The origins of reciprocity:
the early mother infant interaction IN The effect of the infant on its care giver. 2
ed. London: Wiley.

157

Loh, A., Simon, D., Wills, C., Kriston, L., Niebling, W. and Härter, M. (2007) The
effects of a shared decision-making intervention in primary care of depression: a
cluster-randomized controlled trial. Patient Education & Counseling, 67 (3), pp.
324-32.
Mann, S. (2005) A Health-Care Model of Emotional Labour: An Evaluation of the
Literature and Development of a Model. Journal of Health Organization and
Management, 19 (4-5), pp. 304-317.
Maple, F. (1977) Shared Decision Making. 1st ed. California: Sage Publications
Inc.
Matthias, M., Salyers, M. and Frankel, R. (2013) Re-thinking shared decisionmaking: Context matters. Patient Education and Counseling, 91 (2), pp. 176-179.
McCann, T. and Clark, E. (2005) Using unstructured interviews with participants
who have schizophrenia. Nurse Researcher, 13 (5), pp. 7--18.
McCormack, B. and McCance, T. (2006) Development of a framework for personcentred nursing. Journal of Advanced Nursing, 56 (5), pp. 472-479.
McDermid, F., Peters, K., Jackson, D. and Daly, J. (2014) Conducting qualitative
research in the context of pre-existing peer and collegial relationships. Nurse
Researcher, 21 (5), pp. 28-33.
McLafferty, I. (2004) Focus group interviews as a data collecting strategy. Journal
of Advanced Nursing, 48 (2), pp. 187-194.
McNaughton, D. (2005) A naturalistic test of Peplau's theory in home visiting.
Public Health Nursing, 22 (5), pp. 429-38.
Mealer, M. and Jones, J. (2014) Methodological and ethical issues related to
qualitative telephone interviews on sensitive topics. Nurse Researcher, 21 (4),
pp. 32-37.
Media Hub (2014) Solihull Community Services. Available:
http://communityservices.heartofengland.nhs.uk/default.asp?page=376
[Accessed: 15 Dec 2014].
Merenstein, D., Diener, W., Krist, A., Pinneger, M. and Cooper, L. (2005) An
assessment of the shared-decision model in parents of children with acute otitis
media. Pediatrics, 116 (6), pp. 1267-75.
Montori, V., Gafni, A. and Charles, C. (2006) A shared treatment decision-making
approach between patients with chronic conditions and their clinicians: the case
of diabetes. Health Expectations, 9 (1), pp. 25-36.
Morse, J. and Field, P. (1996) Nursing Research; the application of qualitative
research approaches. 2 ed. London: Chapman & Hall.
Murton, T. (1976) 1(1) Fall 1976 17-31 Shared decision making as a technique in
prison management. Offender Rehabilitation, 1 (1), pp. 17-31.

158

NHS Commissioning Policy (2012) Liberating the NHS : no decision about me,
without me : further consultation on proposals to secure shared decision-making.
London: Department of Health.
NHS Education Scotland (2013) Compassionate Connections. Available:
http://www.nes.scot.nhs.uk/education-and-training/by-theme-initiative/maternitycare/about-us/current-projects/compassionate-connections.aspx [Accessed: 20
Dec 2014].
Peek, M., Quinn, M., Gorawara-Bhat, R., Odoms-Young, A., Wilson, S. and Chin,
M. (2008) How is shared decision-making defined among African-Americans with
diabetes? Patient Education and Counseling, 72 (3), pp. 450-458.
Porter, S. (2007) Validity, trustworthiness and rigour: reasserting realism in
qualitative research. Journal of Advanced Nursing, 60 (1), pp. 79-86.
Renz, A., Conrad, D. and Watts, C. (2013) Stakeholder perspectives on the
implementation of shared decision making: a qualitative data analysis.
International Journal of Healthcare Management, 6 (2), pp. 122-131.
Ritchie, J., Lewis, J., McNaughton-Nicholls, C. and Ormston, R. eds. (2014)
Qualitative Research Practice. 2nd ed. London UK: Sage Publication.
Robson, C. (2007) How to do a Research Project. Oxford: Blackwell Publishing.
Rolfe, G. (2006) Validity, trustworthiness and rigour: quality and the idea of
qualitative research. Journal of Advanced Nursing, 53 (3), pp. 304-10.
Saba, G., Wong, S., Schillinger, D., Fernandez, A., Somkin, C., Wilson, C. and
Grumbach, K. (2006) Shared decision making and the experience of partnership
in primary care. Annals of Family Medicine, 4 (1), pp. 54-62.
Salzburg Global Seminar (2011) BMJ, 342, pp. d1745. Abstract only.
Scottish Government (2014) GIRFEC Indicators of Wellbeing. Available:
http://www.scotland.gov.uk/Topics/People/YoungPeople/gettingitright/background/wellbeing [Accessed: 15 Dec 2014].
Scottish Government (2013) The Early Years Collaborative. Available:
http://www.scotland.gov.uk/Topics/People/Young-People/Early-Years-andFamily/early-years-collaborative [Accessed: 21st September 2013].
Scottish Government (2013) The Family Nurse Partnership Programme.
Available: http://www.scotland.gov.uk/Topics/People/Young-People/Early-Yearsand-Family/family-nurse-partnership [Accessed: 15 Dec 2014].
Scottish Government (2013) GIRFEC webpage. Available:
http://www.scotland.gov.uk/Topics/People/Young-People/gettingitright [Accessed:
15 Dec 2014].
Scottish Government (2013) The National Practice Model. Available:
http://www.scotland.gov.uk/Topics/People/Young-People/gettingitright/nationalpractice-model [Accessed: 21st September 2013].
159

Scottish Government (2011) Commission on the Future Delivery of Public
Services. Available:
http://www.scotland.gov.uk/Resource/Doc/352649/0118638.pdf [Accessed: 21
Sept 2013].
Scottish Government (2011) Patients Rights (Scotland) Act 2011. Available:
http://www.legislation.gov.uk/asp/2011/5/contents [Accessed: 21 September
2013].
Scottish Government (2010) The Healthcare Quality Strategy for NHS Scotland.
Edinburgh: Scottish Government. Available:
http://www.scotland.gov.uk/Resource/0039/00398674.pdf [Accessed: 21st
September 2013].
Scottish Government and COSLA. (2008) The Early Years Framework.
Scottish Parliament (2014) Children & Young People (Scotland) Act. Available:
http://www.legislation.gov.uk/asp/2014/8/contents/enacted [Accessed: 15 Dec
2014].
Seale, C. ed. (2012) Researching Society and Culture. 3rd ed. London UK: Sage
Publication.
Seale, C., Gobo, G., Gubrium, J. and Silverman, D. eds. (2007) Qualitative
Research Practice. London,UK: Sage Publications.
Silverman, D. (2005) Doing Qualitative Research. 2nd ed. London,UK.: Sage
Publications.
Siminoff, L. and Step, M. (2005) A communication model of shared decision
making: accounting for cancer treatment decisions. Health Psychology, 24 (4),
pp. S99-105.
Simmons, M., Hetrick, S. and Jorm, A. (2010) Shared decision-making: benefits,
barriers and current opportunities for application. Australasian Psychiatry, 18 (5).
Skinner, B. (1988) About Behaviourism. New York: Random House.
Swanson, V., Nicol, H., McInnes, R., Cheyne, H., Mactier, H. and Callander, E.
(2012) Developing Maternal Self-Efficacy for Feeding Preterm Babies in the
Neonatal Unit. Qualitative Health Research, 22 (10), pp. 1369-1382.
The Department of Health (2000) The NHS plan: a plan for investment, a plan for
reform.
The Health Foundation (2014) The Health Foundation website. Available:
http://personcentredcare.health.org.uk/ [Accessed: 15 Dec 2014].
The Lancet. (2011) Taking shared decision making more seriously. Lancet, 377
(9768), pp. 784.

160

The Scottish Government (2012) National Risk Framework to Support the
Assessment of Children and Young People. Available: National Risk Framework
to Support the Assessment of Children and Young People .
Thompson, C. and Dowding, D. eds. (2009) Essential Decision Making and
Clinical Judgement for Nurses. 1st ed. London: Churchill Livingstone.
Thompson, C. and Dowding, D. eds. (2002) Clinical Decision Making and
Judgement in Nursing. 1st ed. London: Churchill Livingstone.
Thorne, S. (1991) Methodological orthodoxy in qualitative nursing research;
analysis of the issues. Qualitative Health Research, 1 (2), pp. 178-199.
Thorne, S., Oliffe, J. and Stajduhar, K. (2013) Communicating shared decisionmaking: Cancer patient perspectives. Patient Education and Counseling, 90 (3),
pp. 291-296.
Tiffen, J., Corbridge, S. and Slimmer, L. (2014) Enhancing Clinical Decision
Making: Development of a Contiguous Definition and Conceptual Framework.
Journal of Professional Nursing, 30 (5), pp. 399-405.
Tong, A., Sainsbury, P. and Craig, P. (2007) Consolidated criteria for reporting
qualitative research (COREQ): a 32-item checklist for interviews and focus
groups <br /> International Journal for Quality in Healthcare, 19 (6), pp. 349-357.
Towle, A., Godolphin, W., Grams, G. and Lamarre, A. (2006) Putting informed
and shared decision making into practice. Health Expectations, 9 (4), pp. 321-32.
Truglio-Londrigan, M. (2013) Shared decision-making in home-care from the
nurse's perspective: sitting at the kitchen table - a qualitative descriptive study.
Journal of Clinical Nursing, 22 (19/20), pp. 2883-95.
UK Legislation (1998) The Human Rights Act. Available:
http://www.legislation.gov.uk/ukpga/1998/42/contents [Accessed: 15 Dec 2014].
United Nations Human Rights (1990) Convention on the Rights of the Child.
Available: http://www.ohchr.org/en/professionalinterest/pages/crc.aspx
[Accessed: 15 Dec 2013].
Upton, J., Fletcher, M., Madoc-Sutton, H., Sheikh, A., Caress, A. and Walker, S.
(2011) Shared decision making or paternalism in nursing consultations? A
qualitative study of primary care asthma nurses' views on sharing decisions with
patients regarding inhaler device selection. Health Expectations, 14 (4), pp. 37482.
Vallido, T., Wilkes, L., Carter, B. and Jackson, D. (2010) Mothering disrupted by
illness: a narrative synthesis of qualitative research. Journal of Advanced
Nursing, 66 (7).
Weiss, C. (1993) Shared Decision Making about What? A Comparison of Schools
with and without Teacher Participation. Teachers College Record, 95 (1), pp. 6992.

161

Weiss, M. and Peters, T. (2008) Measuring shared decision making in the
consultation: a comparison of the OPTION and Informed Decision Making
instruments. Patient Education & Counseling, 70 (1), pp. 79-86.
Whiting, M. and Sines, D. (2012) Mind maps: establishing 'trustworthiness' in
qualitative research. Nurse Researcher, 20 (1), pp. 21-7.
Wilson, K., Ruch, G., Lymbery, M. and Cooper, A. (2011) Social Work - An
Introduction to contemporary practice. 2 ed. Essex, England: Pearson Education
Ltd.
Wood, R. (2013) Recording of Issues on CHSP Pre-school & School:Guidance.
ISD Scottish Government. Available: http://www.isdscotland.org/HealthTopics/Child-Health/Child-Health-Programme/docs/Guidance-v2-July-2013.pdf
[Accessed: 15 Dec 2014].
World Medical Association (2014) WMA Declaration of Helsinki - Ethical
Principles for Medical Research Involving Human Subjects. World Medical
Association Inc. Available: http://www.wma.net/en/30publications/10policies/b3/
[Accessed: 15 Dec 2014].

162

Appendices
Appendix 1 - Health Visitor Information Sheet

163

164

165

166

Appendix 2 – Consent Form for Health Visitor Participants

167

Appendix 3 – Parent Information Leaflet – Phase 1

168

169

170

171

172

173

174

Appendix 4 – Parent Information Leaflet – Phase 2

175

176

177

178

179

180

181

Appendix 5 –Consent Form for Parent - Phase 1

182

Appendix 6 – Consent Form for Parent – Phase 2

183

Appendix 7 – Letter to Parent Participant’s Health Visitor

184

Appendix 8 – Parent’s Interview Schedule

185

186

187

Appendix 9 –Health Visitor’s Interview Schedule

188

189

190

191

Appendix 10 – OPTIONS Questionnaire for Health Visitors

192

Appendix 11 – OPTIONS Questionnaire for Parents

193

Appendix 12 – Approval from University of Stirling School of Nursing,
Midwifery and Health

194

Appendix 13 – Evidence of Indemnity Insurance

195

Appendix 14 – Evidence of Sponsorship

196

Appendix 15 – Favourable opinion from EoSRES with conditions met

197

198

Appendix 16–Local Research and Development Approval

199

200

Appendix 17 – End of Study Declaration

201

202

Appendix 18 – A paper prepared for submission to a peer reviewed journal

203

