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Abstract  

Background: Maternal mental illness is a major public health issue and can adversely affect 

the whole family. Worldwide, about 10% of pregnant women and 13% of women who have 

just given birth experience a mental illness, primarily depression and anxiety. Increasingly, 

research and policy are recognising the benefits of a family focused approach to practice. 

This approach emphasises the family as the unit of attention. Currently, little research is 

available which has explored Family Focused Practice (FFP) in health visiting.  

Objective: This study aims to explore health visitors’ FFP with mothers who have mental 

illness and their partners.   

Methods: A mixed-methods sequential explanatory design consisting of two phases; 

quantitative followed by qualitative, will be utilised in this study. In the first phase, the 

Family Focused Mental Health Practice Questionnaire will be used to measure the extent of 

health visitors’ family focused practice, and factors that enable and hinder it. The 

questionnaire will be distributed to practicing health visitors (n=410).  In the second phase, 

semi-structured interviews will be conducted with health visitors, mothers who have mental 

illnesses and their partners, to further explore and explain the findings from phase one.  

Discussion: While the evidence base for the adoption of a family focused approach is 

growing, there is little understanding of health visitors’ family focused practice with mothers 

who have mental illness and their partners. This study will develop understanding of health 

visitors’ family focused practice, from multiple perspectives, that can be used to inform 

practice, education, research and policy.   
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Background  

Maternal mental illness is a major public health issue (Bauer et al, 2014; Hogg, 2013). 

Worldwide about 10% of pregnant women and 13% of women who have just given birth 

experience a mental disorder, primarily depression (Stewart et al, 2003). In the United 

Kingdom (UK) it is estimated that, among parents, 10% of women have a mental health 

problem at any given time (Bauer et al, 2014). Whilst parenthood is an important life role, 

parental responsibilities may affect parents’ mental health and recovery (Acri & Hoagwood, 

2015; Foster et al, 2016). Parents with mental illness face multiple challenges, such as, co-

occurring substance misuse, physical illness, trauma, and involvement in the criminal justice 

system (Brandon, Sidebotham, Bailey, & Belderson, 2010; Nicholson et al, 2001; Social 

Exclusion Task Force, 2007).  

 

Northern Ireland (a region within the UK) is reported to have a 25% higher overall 

prevalence of mental health problems than England (Department of Health Social Services 

and Public Safety, 2014). Between 10 and 20% of women develop a mental illness during 

pregnancy or within the first year after having a baby (Bauer et al, 2014), given that there are 

approximately 25,000 births per year in Northern Ireland, this suggests that up to 5,000 

women could develop perinatal mental illness per year. Despite the high prevalence rates of 

mental illnesses, 80% of women in Northern Ireland have no access to specialist perinatal 

support compared with 40% in Scotland and England (Bauer et al, 2014).  

 

Parental mental illness may adversely impact children’s cognitive, emotional, social, physical 

and behavioural development on a short or long-term basis (Beardslee, Solantaus, Morgan, 

Gladstone, & Kowalenko, 2012; Goodman & Gotlib, 1999). Twenty-five to fifty percent of 

children who have a parent with a mental illness will experience some psychological disorder 

during childhood or adolescence, and ten to fourteen percent of these children will be 

diagnosed with a psychotic disorder at some point in their lives (Beardslee et al, 2012; van 

Doesum & Hosman, 2009). Research also suggests that these adverse impacts are not limited 

to children (Idstad, Ask, & Tambs, 2010; Iseselo, Kajula, & Yahya-Malima, 2016; Ohaeri, 

2003). The burden of care on partners and other adult family members has become 

increasingly recognised in research (Idstad et al, 2010; Ohaeri, 2003). The burden of care on 

families and partners can put them at increasing risk of psychological, emotional, social, 

physical and financial problems, it is therefore important to consider the family as a unit in 

treating mothers with mental illness.  
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Families with parents who have mental illness are recognised as a target group for early 

intervention (Reupert et al, 2013). Increasingly, policy recommends a whole family approach 

to treatment initiatives (Clarke & Hughes, 2010; Hughes, 2010). Family focused practice 

(FFP) is an approach that emphasises the family as a unit in comparison to a narrow focus on 

the individual (Grant & Reupert, 2016). Such an approach respects the role of the family, and 

recognises the impact of parents’ mental illness on their parenting, children and other family 

members (Maybery, Foster, Goodyear, Grant, Tungpunkom, Skogoy, & Lees, 2015). Family 

focused practice can promote parents’ recovery, and reduce the risk of familial transmission 

of mental health problems to children (Clarke & Hughes, 2010; Foster, O’Brien, & 

Korhonen, 2012; Hughes, 2010).  

 

International evidence suggests that health care professionals in both adult mental health and 

children’s services experience difficulty in FFP (Grant, Goodyear, Maybery, & Reupert, 

2016; Maybery & Reupert, 2009; Maybery, Goodyear, O’Hanlon, Cuff, & Reupert, 2014). In 

the international context, Australia and the Scandinavian countries have developed system 

level responses to the increasing evidence and recommendations regarding FFP (Falkov et al, 

2015; Goodyear, Hill, Allchin, McCormick, Hine, Cuff and O'Hanlon, 2015). For example, 

Finland, Sweden and Norway have introduced legally mandated and formalised policies that 

require mental health care professionals to work with the family members of service users 

(Lauritzen, Reedtz, Van Doesum, & Martinussen, 2014). In Australia, there have also been 

attempts to respond to international policy developments that recommend FFP, through 

developing multifaceted implementation strategies across organisations to enable the 

translation of policy into practice (Falkov et al, 2015). Like Australia and the Scandinavian 

countries, the UK has made concerted efforts to enhance mental health and children’s 

services in response to parental mental illness through policy and practice developments. 

Statutory and voluntary sector reports (i.e. Think Child, Think Parent, Think Family 

(Diggins, 2011): Family Minded - Supporting Children who Have a Parent with a Mental 

Illness (Evans & Fowler, 2008)) have drawn attention to the needs of parents who have 

mental illness, and families. In Northern Ireland the Department of Health, Social Services 

and Public Safety have introduced a range of Think Family initiatives in mental health and 

children’s services. The ultimate goal of Think Family initiatives are to improve outcomes for 
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parents who have mental illness, their children and families, by adopting a family focused 

approach to the planning and delivery of services (Diggins, 2011).  

 

Health visitors within the United Kingdom (UK) are registered nurses or midwives who have 

undertaken additional postgraduate training in community public health (Peckover, 2011).  

They work with all families with pre-school children, delivering a universal child health 

promotion programme, consisting of approximately 9 visits. However, where additional 

needs are identified, support, frequency of visits, and interventions are tailored to support the 

family. They are well placed to identify those families requiring additional support, 

particularly where there is parental mental illness or substance misuse (Cummings & 

Whittaker, 2016; Health Education England, 2016; Jenkins, 2015). Health visitors are at the 

front-line of health care providers during the postnatal period, and play a critical role in 

identification and early interventions for the improvement of parental and child mental illness 

(Dumaret & Picchi, 2005). Recent recommendations for health visitors include early 

identification and intervention, involvement of a woman’s family in her care, and 

consideration of how mental illness impacts on parenting (National Collaborating Centre for 

Mental Health, 2014; National Institute for Health and Care Excellence, 2014). Despite these 

recommendations, a systematic review found that health visitors report a lack of specialised 

mental health training and insufficient time to adequately address the mental health needs of 

the family (Ammerman, Putnam, Bosse, Teeters, & Van Ginkel, 2010).   

In addition, there are a number of initiatives within health visiting that incorporate FFP, 

however these are targeted at specific groups of parents rather than maintaining the 

universality of health visiting (Ammerman et al., 2005, 2009, 2010; Boris, Larrieu, Zeanah, 

Steier & McNeil, 2006). Moreover, current health visiting literature has mostly considered 

FFP in relation to Post Natal Depression  (Belle & Willis, 2013; Chew-Graham et al., 2008; 

Chew-Graham, Sharp, Chamberlain, Folkes, & Turner, 2009; Fletcher, 2009; Rollans, 

Schmied, Kemp, & Meade, 2013; Tammentie, Paavilainen, Åstedt-Kurki, & Tarkka, 2013), 

with little attention given to other mental illnesses which may be experienced postpartum. 

However, the majority of research to date has explored FFP in mental health services (Grant 

& Reupert, 2016; Maybery, Goodyear, Reupert, & Grant, 2016; Wong, Wan, & Ng, 2016), 

addiction services (Copello, Templeton, Orford, & Velleman, 2010; Hampson, 2013), and 

social work (Hughes, 2010; Social Exclusion Task Force, 2007). In addition, little research is 

available which has explored FFP in health visiting. Given the pivotal role in identifying and 

treating mental illness, and the introduction of family centred working, understanding how 
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health visitors work in a family focused manner is crucial to improve services. This research 

will determine the predictors of health visitors’ FFP and explore FFP from the perspectives of 

mothers, partners, and health visitors.   

 

Methods/Design  

Aim and objectives  

The aim of the study is to explore multiple perspectives of health visitors’ FFP with families 

impacted by maternal mental illness. The key objectives are: 

 To investigate the predictors of health visitors’ FFP with families impacted by 

maternal mental illness;  

 To explore the experiences of health visitors regarding their FFP with families 

impacted by maternal mental illness;  

 To explore health visitors’ FFP through the experiences of mothers who have a 

mental illness; 

 To explore health visitors’ FFP through the experiences of partners of women who 

have a mental illness;  

 To develop recommendations for health visiting practice.    

 

The study will employ a mixed-methods sequential explanatory design consisting of two 

phases; quantitative followed by qualitative. Following collection of quantitative data (phase 

1), the qualitative component will expand upon significant quantitative findings by exploring 

perspectives of health visitors, mothers and their partners regarding FFP (phase 2). Health 

visitors for phase 2 will be selected based on high and low scores on the questionnaire from 

phase 1. The interpretation of phase 1 data will be guided by the results of phase 2 by 

providing a context within which the quantitative data can be understood. The use of mixed 

methods will enable investigation of relationships and trends in quantitative data while also 

explaining the mechanism behind those trends using qualitative methods (Ivankova, 

Creswell, & Stick, 2006; Leech & Onwuegbuzie, 2010).   

Phase one – Questionnaire   

The primary aim of the quantitative phase is to examine the extent and predictors of health 

visitors’ FFP with families impacted by maternal mental illness. Quantitative data will be 
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elicited through a questionnaire which includes the Family Focused Mental Health Practice 

Questionnaire (FFMHPQ) (Maybery, Goodyear, & Reupert, 2012). The questionnaire pack 

comprises three sections: demographics; FFMHPQ subscales; and family focused activities. 

Demographic information collected includes: gender; age; years qualified; training received; 

employing Healthcare Trust; specialist areas of training; years in post; location of team (i.e. 

Rural/urban); and current pay band. Section three elicits more in-depth, open-ended questions 

which aim to capture health visitors’ family focused activities. Questions are centred on the 

contact between health visitor, children, partner and mothers who have a mental illness.  

 

Questionnaire Scale  

Section two of the questionnaire is the FFMHPQ. The FFMHPQ is a tool developed to 

measure family focused activity, relating to key worker and organisational factors that enable 

and/or hinder FFP (Maybery et al., 2012). The original measure has 16 subscales which are 

scored on a seven-point Likert scale (ranging from strongly disagree = 1, to strongly agree = 

7). The 16 subscales are as follows: workplace support; time and workload; policy and 

procedures; professional development; co-worker support; family and parenting support; 

worker confidence; assessing the impact on the child; training; skill and knowledge; service 

availability; connectedness; location issues; engagement issues; support to carers and children 

and referrals. Five of subscales identified measure family focused activities, while the rest 

measure organisational factors that can impact these activities. The measure has good content 

and construct validity and good internal subscale reliability (Maybery et al., 2012), however, 

due to unsatisfactory reliabilities within the original study, three of the subscales will be 

removed for the purpose of this study. These include: location issues; engagement issues; and 

support to carers and children. A low score in a particular subscale suggests a reduced family 

focus, and a high score increased family focus. A total score was calculated, with the 

potential minimal score being 41 and the highest being 287. The scale required minor 

adaptation; the term ‘consumer parent’ was changed to ‘service user’ and the term ‘worker’ 

was changed to ‘health visitor’.  In addition, a factor analysis will be conducted to determine 

the validity and reliability of the scale within a health visiting population.  

 

Sample characteristics - phase one  

A power calculation was conducted using GPower software (Faul, Erdfelder, Buchner, & 

Lang, 2009). At 0.8 power, p value 0.05, and an effect size of 0.4, the required sample size is 
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80 participants, 10% was added to this to allow for attrition. This resulted in a final required 

sample size of 88 health visitors. However, our aim is to use a convenience sampling 

approach to distribute the questionnaire to the whole population of health visitors in Northern 

Ireland (n=410).  

 

Inclusion criteria: Health visitors should have a minimum of 6 months post qualifying 

experience; Must have direct contact with families; Must be permanent staff (either full time 

or part time); Possess adequate understanding of the English language to enable completion 

of the FFMHPQ. Exclusion criteria: Midwifes; Health visitors working within the Nurse 

Family Partnership team; Health visitors with no contact with families; Agency staff; 

Managerial level staff; Student health visitors; community psychiatric nurses.   

Recruitment of participants- phase one  

Health visitors will be recruited from across the five Northern Ireland Health and Social Care 

Trusts (n=410). The researcher along with the local collaborator from each Trust will inform 

potential participants of phase 1 of the study one month prior to commencement via a pre-

notice letter, which will outline details of the study, and gives participants time to decide if 

they wish to take part. The local collaborators will be managerial level health visitors. The 

pre-notice letter will also highlight that the questionnaire is voluntary and that they may 

choose not to complete the questionnaire, without consequence. The questionnaire will be 

disseminated through staff meetings in each Trust, which are held approximately once per 

month. Participants will be given allotted time at the end of the meeting to complete the 

FFMHPQ. The local collaborator and any other managerial staff will be asked to leave the 

meeting at this point. Participants will give implied consent through completion of the 

questionnaire. Health visitors will also be given the option of completing the questionnaire in 

their own time. If they choose to complete the questionnaire at home they will be provided 

with a stamped-addressed envelope to return the questionnaire to the research team. This 

allows for equal opportunities to participate. 

 

 

Analysis of quantitative data  

Data analysis will be performed using the Statistical Package for the Social Sciences (SPSS) 

Version 22 for Windows (IBM, 2012). Demographic information collected in Phase one will 
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be summarised using descriptive statistics. Descriptive and inferential statistics will be used 

to measure high and low scores and predictors of FFP. Specifically, hierarchical multiple 

regression (HMR) will be employed to measure predictors of FFP. HMR was the chosen 

method of analysis as it can be used to explain or predict a criterion (dependent) variable with 

a set of predictor (independent) variables (Petrocelli, Cohen, & Wampold, 2003). HMR 

allows the investigator to specify a fixed order of entry for variables in order to control for 

the effects of covariates, and to test the effects of certain predictors, independent of the 

influence of others (Tabachnick & Fidell, 2006). Previous studies have found that; available 

services; skill and knowledge; co-work support (Maybery et al., 2016); own parenting; work 

setting (Grant et al., 2018a); practitioner experience (Grant et al., 2018a; Goodyear, Maybery, 

Reupert, Allchin, Fraser, Fernbacher, & Cuff, 2017); training (Tungpunkom et al., 2017; 

Goodyear, Maybery, Reupert, Allchin, Fraser, Fernbacher, & Cuff, 2017); and time and 

workload (Grant et al. 2018b), were significant predictors of FFP.   These predictors will act 

as variables of interest within the analysis.  

 

Phase two – Participant interviews  

The primary aim of phase two is to expand on the quantitative findings from Phase one, 

through exploring the experiences of health visitors, mothers and partners.  

Health visitor sample  

Follow-up semi-structured, audio recorded, interviews will be conducted with a sub sample 

of health visitors who completed the FMHPQ and who agreed to participate in interviews. A 

purposive sampling strategy will be used to identify a sample of approximately 10 

participants for interview; this will be determined by data saturation (Glaser & Strauss, 1967;  

Morse, 1995). The top 5 highest scoring health visitors and 5 lowest scoring health visitors on 

the questionnaire, will be identified and invited to participate in semi-structured interviews. A 

high score indicates an increased family focus, and low score indicates a reduced family 

focus. With the potential minimal score being 41 and highest being 287. Those with high and 

low FFMHPQ scores will be selected in order to identify barriers and facilitators to FFP.  

 

Recruitment of health visitors- phase two 
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During completion of phase one, participants will be told that their participation in an 

interview will be contingent upon them returning the completed questionnaire and an 

accompanying interview volunteer slip. Health visitors selected for interview will be 

contacted by the researcher and given the opportunity to discuss what is involved in the 

interview. They will also be made aware of their right to decline participation or withdraw at 

any point without providing an explanation (Edwards, 2005). If they agree to take part in the 

interview, a convenient time, date and location will be agreed upon.  

Interviews may be held at the health visitors’ place of work, or at a quiet, private room within 

Queen’s University Belfast. Written informed consent will be obtained before conducting the 

interview. Participants will be informed that their data will be held in confidence except in 

circumstances where they divulge information which may cause harm to themselves, or 

others, or which might constitute malpractice. A recent systematic literature review (Leonard, 

Linden, & Grant, 2018), conducted by the research team, along with phase one quantitative 

findings will be used to construct topics for the semi-structured interviews. Preliminary topics 

for interviews include: identification of mental illness; assessment of the family; co-working 

with other services; family focused activities; and difference in working with perinatal mental 

illness and serious mental illness. Participants will also be encouraged to discuss topics that 

they feel are significant and important to them. Interviews will be audio recorded, and 

transcribed verbatim.   

 

Mothers and partners sample  

Semi-structured interviews will be conducted with a sample of mothers and partners in 

receipt of health visiting. A purposive sampling strategy will be used, to identify a sample of 

approximately 20 participants (x10 mothers and x10 partners) also determined by data 

saturation (Glaser & Strauss, 1967; Morse, 1995). These participants will be matched against 

pre-specified inclusion criteria. Participants will be recruited via a local collaborator and one 

health visitor in each of the five Health and Social Care Trusts in Northern Ireland. These 

participants will be matched against the inclusion criteria.  

Mothers inclusion criteria: Currently be in receipt of health visiting services; Currently have 

a mental illness which was present before pregnancy, which may coexist with substance 

misuse; OR have a mental illness that is related to pregnancy or the puerperium period; 

Currently or previously (in the last 12 months) been involved in mental health services; 
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Capacity to give informed consent; Have adequate understanding of the English language. 

Exclusion criteria: Mothers that have substance misuse problems without the co-existence of 

a mental illness; Mothers that cannot give informed consent; Mothers enrolled in the Family 

Nurse Partnership programme; Mothers who do not speak English; Mothers under the age of 

18.  

Partners’ inclusion criteria: Must have a partner experiencing mental illness; Have adequate 

understanding of the English language. Exclusion criteria:  Under the age of 18; Have a 

diagnosed mental illness; Enrolled in the Family Nurse Partnership programme. 

A partner is defined as; 

 “a person with whom one has a close personal relationship that may be 

characterised by the partners’ emotional connectedness, regular contact, ongoing 

physical contact and sexual behaviour, identity as a couple, and familiarity and 

knowledge about each other’s lives. The relationship need not involve all of these 

dimensions” (Breiding, Basile, Smith, Black & Mahendra, 2015, p.11)     .  

 

Recruitment of mothers and partners- phase two 

The researcher and the identified local collaborator will meet with one health visitor in each 

Trust to present recruitment instructions and eligibility criteria for mothers and partners. This 

was deemed the most acceptable method of recruitment as the health visitors will be able to 

identify those who fit the eligibility criteria without the researcher accessing confidential case 

files. The aim will be to recruit two mothers and two partners from each Health and Social 

Care Trust. Mothers and partners do not have to be from the same family to be eligible. 

Mothers do not have to have a partner to be eligible. If a mother is deemed eligible for the 

study but does not want to take part in an interview, her partner is still eligible to take part 

and vice versa. Eligible mothers and partners will be recruited in a staggered format, to 

prevent unnecessary recruitment. Health visitors will be informed that they should pass out 

two information packs (one for mothers and one for partners) to eligible participants. The 

information pack will provide a detailed description of what taking part in the study will 

entail. The researchers contact details will be provided, and potential participants will be 

informed that they may contact the researcher to discuss what is involved in the interviews, or 

ask questions, and will be made aware of their right to refuse participation or withdraw 

(Edwards, 2005). An interview volunteer slip, along with a stamped addressed envelope will 
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be included in the information pack.  Those who wish take part will return the interview 

volunteer slip to the researcher, who will then initiate contact.  

For those that consent to the interview, a time, date and location will be agreed that suits the 

participant. All interviews will be conducted separately. Written consent will be obtained 

before conducting the interview. Participants will be made aware of the strict confidence in 

which their data will be held, expect in circumstances where they divulge information which 

may cause harm to themselves or others. The development of the topic guides will be guided 

by a recent systematic literature review, conducted by the research team, phase one 

quantitative findings, along with prior consultations with stakeholder groups. Preliminary 

topics for interviews include: impact of mental illness; involvement of other services; family 

focused activities; and the needs of the individual family members. 

Analysis of qualitative data  

Interviews will be transcribed by the first author, in order to become familiar with the data. 

Transcriptions of audio recorded interviews will be analysed using thematic network analysis 

(Attridge-Stirling, 2001). A portion of the transcripts (approx. 25%) will be checked by 

another member of the research team to ensure accuracy and improve rigour.  Participants 

will be viewed as the ‘experiential expert’ (Smith, Flowers, & Larkin, 2013) while exploring 

the participants own interpretations of their experiences of FFP. A field diary will be used 

throughout Phase two to record verbal and non-verbal observations, which will aid data 

interpretation and analysis (Goodwin & O’Connor, 2006).   

 

Based on foundations of thematic analysis, defined as, “a method for identifying, analysing 

and reporting patterns within data.” ), thematic network analysis offers a web-like network as 

an organising principle and a representational means (Attridge-Stirling, 2001). The 

procedures and process that may be employed in going from text to interpretation are made 

explicit.  Attridge-Stirling (2001) describes the process of analysing qualitative data as 

consisting of three broad stages: the reduction or breakdown of the text; the exploration of the 

text; and the integration of the exploration (Attridge-Stirling, 2001).  While each stage 

involves interpretation, all involve a more abstract level of analysis. As it is difficult to 

articulate the difference between these levels of abstraction, Attridge-Stirling (2001) 

presented six steps which constitute the full process of thematic network analysis: code 

material; identify themes; construct thematic networks; describe and explore thematic 

network; and interpret patterns. Zartler (2010) suggests that when analysing multiple 
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perspectives in research, consideration must be given to the ‘case level’ at which data is 

interpreted. Data will be analysed on a group level, in which interviewees are regarded as 

distinctive sets of individuals (e.g. Health visitors, mothers, and partners).   

 

In order to assess accuracy of the interpretations, and ensure rigour in the qualitative phase of 

the research, findings will be discussed and verified by the research team at each stage of the 

analysis  (Lincoln & Guba, 1985). Techniques such as member-checking, negative case 

analysis, audit trail, and reflexivity will be employed, as suggested by Lincoln and Guba 

(1985) to ensure, credibility, transferability, dependability, and confirmability. A further step 

to ensure robustness and richness of the findings will be through triangulation of phase 1 and 

phase 2 data. NVivo qualitative data analysis software version 10.0 will be used to assist data 

management (QSR International, 2012). 

Dissemination  

Following completion of the proposed research, the findings will be written up for 

submission to peer-reviewed journals and conference presentations. Findings will be prepared 

for health visiting practitioners involved in the study. A lay summary will also be prepared 

for dissemination to study participants.  

Discussion  

While the evidence base of adopting a family focused approach is growing, to our knowledge 

this study is the first to explore FFP within health visiting. Health visitors play an important 

role in mother’s lives and can identify and support mothers and families in periods of crisis or 

deterioration of mental health. Data from this study will facilitate our understanding of the 

extent and predictors of health visitors’ FFP and provide information on the factors which 

help or hinder it. A deeper understanding of these factors can be used to identify areas for 

improvement within health visiting policy and practice. In addition, the data will also further 

our understanding of mothers and partners’ experiences of health visitors’ FFP.  Through 

developing understanding of health visitors FFP we will be able to make recommendations 

for areas of improvement in the training and education of health visitors, and subsequently 

improve services for mothers who have mental illness and their families.  
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