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viii. Thesis summary 

Systematic reviews have shown that in high-income countries approximately 

10% of pregnant women, and 13% of those who have given birth, experience some 

type of mental disorder, primarily depression or anxiety. Mothers who have mental 

illness and their families have been recognised as prime targets for early intervention 

strategies, to prevent the intergenerational transmission of mental illness. Research to 

date has suggested that health visitors are in a crucial position to support not only the 

mother’s mental health, but also the family. Family focused practice (FFP) is an 

approach that recognises the inter-related needs of family members, and the need to 

address and support the shared needs of the whole family. This approach to practice 

is thought to improve outcomes for families when mothers have mental illness. 

While family focused practice has been explored within the disciplines of mental 

health nursing and social work, there is limited evidence in the field of health 

visiting. Studies which have examined health visiting have often solely considered 

research questions from the health visitor’s perspective. There are no studies to date 

which have explored health visitors’ family focused practice with mothers who have 

mental illness or who have sought to integrate the perspectives of health visitors, 

mothers and their partners.  

Aims  

This thesis aimed to explore multiple perspectives of health visitors’ FFP 

with mothers who have mental illness and their families. The objectives included; a) 

To investigate the predictors of health visitors’ FFP; b) To measure the level of 

health visitors’ FFP; c) To determine the psychometric properties of the family 
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focused mental health practice questionnaire in health visiting; d) To explore health 

visitors’ experiences of FFP; e) To explore mothers’ experiences of FFP within 

health visiting services; f) To explore partners’ experiences of FFP within health 

visiting services; g) To develop recommendations for the future development of 

health visitors’ FFP, with mothers who have mental illness and their families.    

 

Methods  

In order to critically appraise and synthesise the current literature on health 

visitors’ family focused practice, two systematic reviews were conducted. The first 

was a qualitative systematic review synthesising the experiences of health visitor’s 

family focused practice for mothers who have mental illness and their families. The 

second review explored the quantitative literature and included a meta-analysis to 

examine the effectiveness of family focused health visiting interventions for mothers 

with mental illness.  

At the outset of this thesis a matrix of family focused activities was 

developed to categories high, medium and low rated activities. The matrix was used 

within the systematic reviews to determine if the study could be considered to be 

family focused and suitable of inclusion. In addition, the matrix was used to 

determine what family focused activities health visitors are engaging in based of the 

present findings. 

Based on the findings from the reviews, a sequential mixed methods design 

was employed, consisting of a cross sectional survey in phase one, followed by semi-

structured interviews with health visitors, mothers who have mental illness and their 

partners in phase two. Two hundred and thirty health visitors completed the Family 
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Focused Mental Health Practice Questionnaire. In addition, ten health visitors with 

high and low scores on the Family Focused Mental Health Practice Questionnaire 

(FFMHPQ) completed follow up interviews. Eleven mothers who had mental illness 

and seven of their partners also took part in semi-structured interviews.  

Data from phase one was analysed through descriptive and inferential 

statistics, namely, t-tests, analysis of variance and multiple regression analysis. The 

regression analysis tested whether workload, professional knowledge and health 

visitors’ professional and personal experience predicted their family focused 

practice. In order to test the psychometric properties of the FFMHPQ an exploratory 

factor analysis and tests of internal consistency were conducted. Data from phase two 

was initially analysed through thematic analysis of each group (i.e. health visitor, 

mother, partner), after which the three perspectives were synthesised. Mixed methods 

analysis entailed integration of quantitative and qualitative data following a 

triangulation protocol approach.  

Results  

The qualitative systematic review found three main findings: (a) parents’ 

needs regarding health visitors’ family-focused practice, (b) the ambiguity of mental 

illness in health visiting, and (c) the challenges of family-focused practice in health 

visiting. However, exploration of these themes identified problematic areas for 

consideration; the limited views of service users, a lack of distinction between mental 

health and mental illness, and a lack of continuity in how family focused practice 

was defined. Furthermore, findings from the meta-analysis indicated that there was 

no effect of health visiting interventions on maternal depression and maternal stress.  
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The exploratory factors analysis revealed a 2-factor solution consisting of 20 

items, compared with a sixteen-factor solution with 45 items, in the original scale. 

Internal consistency of the new scale was assessed by Cronbach's alpha and was 

considered as excellent α = 0.949. 

The questionnaire was completed by 230 health visitors from 5 Health and 

Social Care Trusts across Northern Ireland. All participants were female, with a 

mean age of 44.31 (SD = 9.35). Three multiple regression models were developed to 

test whether workload, professional knowledge and health visitors’ professional and 

personal experience predicted their family focused practice. Model three 

(professional and personal experience) was significant (p  < .01), while models one 

(workload) and two (professional knowledge) were not.  

Thematic analysis of interview data suggested that health visitor’s family 

focused practice largely consisted of supporting the mother and child, with partners 

seen as secondary. In addition, underpinning health visitor’s family focused practice 

were feelings of stigma and fear of mental illness and traditional perceptions of the 

family and gender roles (i.e. father as the breadwinner). Following synthesis of the 

three perspectives (health visitor, mother and partner) it was evident that health 

visitors and mothers converged on many issues, including the influence of the health 

visitor’s personal qualities and personal and professional experiences on their 

practice and relationships with mothers. Dissonance was largely found in relation to 

differing perceptions of the partner, for example, mothers and health visitors had 

views of the partners that were not in agreement with how the partners viewed 

themselves. Partners did not see themselves as the primary focus of health visitors, 

nor did they believe that health visiting support would be beneficial. Contrary to this 
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both health visitors and mothers believed that partners required support in relation to 

their own well-being.  

After integration of quantitative and qualitative data, findings suggested that 

Family Focused Practice, is not only an approach to practice, it is also a mentality; 

the manifestation of ideologies (such as family, gender and mental health) through an 

individual’s behaviour and attitudes. Viewing family focused practice in this way, 

clarifies why physical attributes of the healthcare system, such as workload, and 

knowledge, did not predict health visitor’s family focused practice. It is also not only 

influenced by the health visitor’s perceptions but also the family that the health 

visitor works with, and their mentality towards gender roles, mental health and 

support. Mothers and partners that had more traditional views of gender roles within 

the family were less likely to believe that the partner required support, thus the 

partner had less engagement with the health visitor. In addition, mothers who feared 

the stigma of mental illness, were more reluctant to seek support from their health 

visitor.  

Conclusions  

The findings from this thesis suggest that health visitors engage in family 

focused practice that is centred on supporting the mother and child, which is 

considered to be at a relatively low level. While UK policy endorses a whole family 

approach, it does not stipulate what family focused activities health visitors are 

expected to engage in. Due to this lack of clarity, it is unclear whether health visitors 

are expected to undertake low, medium or high family focused activities. High level 

family focused activities may not be realistic for health visitors to achieve giving 

their role, remit, skills and knowledge. In addition, if health visitors do not engage 
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with fathers they will never surpass low level FFP. If health visitors want to improve 

engagement with partners there needs to be more understanding of what support 

would be suitable. Based on the findings from this thesis, partners should be enabled 

to support the mother, through providing them with the skills and knowledge to do 

so. Furthermore, health visitors’ family focused practice needs to be viewed through 

an ecological lens, which considers micro, meso and macro level influences, 

particularly issues like stigma of mental illness, conceptualisations of the family and 

gender roles.  
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ix. Thesis outline 

Chapter 1 contains an introduction to health visitors FFP and maternal mental 

illness. It includes prevalence rates of maternal mental illness both in the UK and 

internationally, and the rippling impact on the family. Following this an introduction 

to FFP is provided, including how it was defined within the present study. The role 

of the health visitor is outlined, specifically in relation to maternal mental illness and 

FFP. The chapter ends with the rationale for conducting the study.  

 Chapter 2 contains a qualitative systematic review of the literature on health 

visitor’s FFP with mother’s with mental illness and their families. Studies exploring 

health visitors and family’s experiences of FFP were critically appraised, 

synthesised, and subsequently, conclusions were drawn from the appraisal.  

 In chapter 3, a systematic review and meta-analysis of literature on health 

visitor delivered family focused interventions and treatments for maternal mental 

illness is presented.  

 Chapter 4 outlined the methodological approach chosen within this study to 

achieve the aims and objectives. This includes a detailed description and justification 

of both the qualitative and quantitative phases within this mixed methods study. In 

addition, the inclusion criteria, the selection process, data collection process, 

analytical process, and ethical considerations are detailed.  

 Chapter 5 includes a psychometric evaluation of the scale used within this 

study – the Family Focused Mental Health Practice Questionnaire. It outlines the 

methods utilised to conduct the psychometric evaluation and depicts the final 

factorial structure. The chapter ends by discussing the results and providing 

conclusions.  
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 In chapter 6, the results from the quantitative phase are presented. This 

includes a summary of the methods employed and the scale used to examine health 

visitors FFP. The chapter proceeds to illustrate the results from quantitative analyses, 

namely, descriptive, t-tests, analysis of variance and regression analysis. The chapter 

ends by discussing the results and providing conclusions based on the analysis.  

 Chapter 7 includes the results from qualitative interviews. This includes a 

summary of qualitative methods, including data collection and analysis methods. It 

proceeds to outline themes derived from health visitor, partner and mother 

interviews, which were analysed through thematic analysis. Health visitor, partner 

and maternal themes are described individually within this chapter, and are presented 

in a summary table.  

In chapter 8, the themes from the three perspectives outlined in chapter 7 are 

synthesised and discussed in relation to relevant literature. In addition, a visual 

display of the synthesised results is presented, displaying where there is dissonance, 

silence and convergence of themes.  

Chapter 9 illustrates the triangulation and integration of quantitative and 

qualitative data. This included a summary and rationale of the analytic procedures, 

namely a triangulation protocol. This is followed by a visual display of integrated 

results, and a discussion of these findings in relation to the existing evidence base.  

The final chapter includes a meta-discussion of the findings from this study 

in relation to the study aims. This is followed by the limitations and the conclusions 

that can be drawn from this study. The implications of this study for research and 

practice are put forward, in addition to a number of recommendations.  
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Chapter 1: Setting the scene: health visiting, family focused practice and 

maternal mental illness  
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1.1 Introduction  

Mother’s with mental illness and their families are recognised as prime 

targets for intervention (Reupert, Maybery, & Kowalenko, 2013; Social Exclusion 

Task Force, 2007). Findings from systematic reviews support the need for early 

identification and treatment of perinatal mental illness as a potential strategy for 

preventing the intergenerational transmission of mental illness (Herba et al. 2016; 

Kingston et al. 2015; Kingston & Tough, 2014). Due to the negative impact mental 

illness can have on the whole family, effective interventions should consider the 

needs of all family members through a family focused approach (Diggins, 2011; 

Foster et al. 2016). Family focused practice (FFP) is an approach that recognises the 

inter-related needs of family members and recommends a continuum of activities to 

support families (Grant, 2014; Maybery, Foster, Goodyear, Grant, Tungpunkom, 

Skogoy, & Lees, 2015). Activities can range from supporting the family through 

supporting the mother, to addressing and supporting the shared needs of the whole 

family, through a whole family approach (Morris et al., 2008). Research to date has 

suggested that health visitors are in a crucial position to support not only the 

mother’s mental health, but also the family (Cummings & Whittaker, 2016). In 

addition, health visitors utilise a range of family focused treatments such as the 

Solihull approach (Douglas & Ginty, 2001), Mellow parenting (Puckering, 2004), 

and the Nurse Family Partnership (Olds, Kitzman, Hanks, Cole, Anson, et al., 

(2007).  

The main challenge within the FFP literature is the ambiguous nature and use 

of the term FFP, resulting in the evidence base for FFP in health visiting seeming 

insufficient and inconsistent (Lee, 2014; Woodman, Simon, Hauari & Gilbert, 2019). 

In addition, studies have proposed that FFP may be characterised in different ways 
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within various contexts and disciplines (Morris, Hughes, Clarke, Tew, Mason, et al., 

2008; Foster, Maybery, Reupert, Gladstone, Grant, et al., 2016). This suggests that 

there may be more merit in exploring FFP within individual disciplines or contexts. 

In addition, research to date has also typically involved exploring FFP through 

exclusively qualitative methods, the health visitor’s perspective and in relation to 

postnatal depression (e.g. McIntosh & Shute, 2007; Psaila et al., 2014; Rollans et al., 

2013; Tammentie et al., 2013). This has resulted in limited quantitative examination 

of health visiting practice and a limited understanding of the experiences of families 

in relation to a range of mental illnesses. The contribution of families in research is 

important as they can offer a unique perspective of practice that may be distorted if 

considered through a secondary source (Shen, Thomas, Beesley, Karmali, Williams, 

et al., 2016), such as the health visitor. In addition, while qualitative research can 

uncover subjective experiences of a particular phenomenon, it cannot examine that 

phenomenon on a large scale (Bryman, 2012). Hence there is a gap in the FFP health 

visiting literature which this thesis will address.  

This chapter will describe the context, background and rationale for this 

thesis and begins by providing an overview of FFP, highlighting the current evidence 

base and challenges in the ambiguity of the term. The chapter then offers a summary 

of the health visiting profession and its role with mothers who have mental illness 

and their families. As this thesis is primarily concerned with health visitors FFP in 

relation to maternal mental illness, prevalence rates of maternal mental illness are 

presented. The evidence base which summarises the wider impact of maternal mental 

illness on the family is also discussed. The chapter concludes by outlining gaps in the 

evidence base, thus providing a clear justification for this thesis.   
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1.2 Defining family focused practice 

Family focused practice (FFP) has been defined as an umbrella term 

encompassing a continuum of family focused activities, interventions and practices 

(Grant, 2014; Maybery, Foster, Goodyear, Grant, Tungpunkom, Skogoy, & Lees, 

2015). Family focused practices extend across a spectrum of activities, from simply 

acknowledging the children and partners of service users, to providing in-depth 

family therapy, such as those which consider the parent, child and the family in a 

holistic sense (Foster, Maybery, Reupert, Gladstone, Grant, Ruud, Falkov & 

Kowalenko, 2016). The concept of FFP is underpinned by theories such as ecological 

theory, and family system theory (Bronfenbrenner, 1979; Bowen, 1978). Family 

Focused Practice recognises that the health, well-being and behaviour of children and 

their parents are inter-related (Woodman, Simon, Hauari & Gilbert, 2019), and 

emphasises the family as the unit of attention (Grant & Reupert, 2016). It is an 

encompassing term used to describe any practice, activity, treatment or intervention 

that takes a systemic approach to working with an individual or family (Morris, 

2006).  

Previous research has attempted to define FFP within individual disciplines 

and contexts (Morris et al., 2008; Foster et al., 2016). Foster et al., (2016) attempted 

to deal with this challenge by defining FFP within the discipline of mental health 

nursing, through identifying key family focused activities. These include, family care 

planning and goal-setting; liaison between families and services; instrumental, 

emotional and social support; assessment; psychoeducation; and a coordinated 

system of care between families and services. Morris et al., (2008) defined a whole 

family approach primarily within the discipline of social work, through firstly 

exploring the theoretical underpinnings of a whole family approach. Secondly, 
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services were broadly categorised into three levels of whole family approaches, these 

included, working with the family to support the service user, identifying and 

addressing the needs of family members, and whole family support. Woodman et al., 

(2019) defined think family interventions in various health care settings. However, 

the authors were primarily interested in interventions that could be translated to a GP 

or paediatric setting. While all previous studies have approached defining FFP in 

different ways, and have used various terms (e.g. family centred, whole family 

approach), at their core are the same underlying principles (e.g. viewing the family as 

a unit). While these studies have attempted to define FFP, to inevitably strengthen 

future research within that discipline, none have considered FFP within health 

visiting. 

1.3 The FFP evidence base 

Systematic reviews have suggested that mothers with mental illness and their 

families can benefit from early identification and treatment of perinatal mental illness 

(Reupert, Maybery, & Kowalenko, 2013; Social Exclusion Task Force, 2007), as a 

potential strategy for preventing the intergenerational transmission of mental illness 

(Herba et al. 2016; Kingston et al. 2015; Kingston & Tough, 2014). Mental illness 

can have a rippling effect on all the family, on this basis effective interventions and 

practice should consider the needs of all family members through a family focused 

approach (Diggins, 2011; Foster et al. 2016).  

Mellow parenting, a family focused intervention, aims to improve the parent-

child relationship, from the antenatal period up to the age of five years (Puckering, 

2004). It has been shown to improve the mother’s mental health as well as improving 

developmental outcomes for children (Puckering, Connolly, Werner, Toms-Whittle, 

Thompson, et al., 2011; MacBeth, Law, McGowan, Norrie, Thompson & Wilson, 
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2015). In addition, there is growing use of this model with fathers, evidenced by the 

‘mellow dads’ programme (Puckering, 2011). A meta-analysis of eight papers by 

MacBeth et al., (2015) showed a medium effect size on maternal well-being and 

child outcomes (i.e. child psychological functioning, attachment and positive social-

emotional skills) . However, many of the studies included samples of mothers with 

more than one risk factor (i.e. domestic violence, history of mental illness, children 

protection concerns), resulting in limited generalisability to mothers that the average 

health visitor supports. In addition, this approach is not always delivered by health 

visitors, as it requires specialist training to conduct.   

The Solihull approach aims to improve parent and child outcomes through 

supporting child related issues, such as feeding, sleeping and behavioural difficulties 

(Douglas, 1999). It has been shown to decrease parental anxiety (Douglas & 

Brennan, 2004), and improve internalised and externalised child behaviours 

(Bateson, Delaney & Pybus, 2008). A qualitative study by Vella, Butterworth, 

Johnson and Law (2015), exploring parents’ experiences of the Solihull approach, 

found that parents were largely satisfied by the Solihull approach and felt that their 

parenting had improved. However, their sample consisted of eight mothers and only 

two fathers, thus it is not possible to say that these results accurately reflect father’s 

experiences of health visiting and due to the small sample size it has limited 

generalisability.  

Family Focused Practice is thought to improve outcomes for mothers and 

reduces the burden of care for families while providing a preventative and supportive 

function for children (Foster, O’Brien, & Korhonen, 2012; Siegenthaler, Munder, & 

Egger, 2012). Randomised control trials (RCTs) to date have utilised parent focused 

interventions, on the principal of supporting the child through the parent (Garber, 
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Ciesla, McCauley, Diamond, Schloredt, 2011; Pilowsky et al., 2008; Schneider, In-

Albon, Nuendel, Margraf, 2013), which is considered a low level of family focused 

activity (discussed further in section 1.5.1). Moreover, meta-analyses have shown 

small effect sizes for such interventions, with all highlighting the dearth of high 

quality evidence (Cuijpers, Weitz, Karyotaki, Garber, Andersson, 2014; Siegenthaler, 

Munder, Egger, 2012; Thanhäuser, Lemmer, de Girolamo, & Christiansen, 2017). 

Many of these interventions are delivered by specially trained professionals (e.g. 

therapists or mental health specialists) and targeted at high risk groups, reducing the 

transferability to universal services, such as health visiting.  

There is also an extensive body of literature from the US that evaluates the 

home visitation Nurse-Family Partnership programme (Olds, 1986; 1994; 2014). The 

nurse family partnership is a family focused model of practice which employs 

targeted support for young, first time, vulnerable mothers and their family (Sanders, 

Channon, Gobat, Bennert, Addison & Robling, 2019). While the nurse family 

partnership model has been shown to be effective, its comparability with standard 

health visiting is questionable due to the targeted high risk sample. For example, a 

US study by Miller (2016) examining the projected outcomes of the nurse family 

partnership programme between 1996 – 2013, estimated that the programme had 

saved the economy 1.7 billion us dollars, based on improved outcomes for the 

family. However, the 39 studies included in Miller’s (2016) review all utilised 

samples of low-income, first time mothers.  

While there are relatively few randomised control trials (RCTs) employing 

exclusively health visiting delivered interventions, those that do exist have mainly 

considered the effectiveness of individual psychological treatments or specialist 

interventions (i.e. mellow parenting, Solihull, as discussed above). For example, 
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cogitative behavioural therapy and listening visits (Cooper, Murray, Wilson, & 

Romaniuk, 2003; Morrell et al., 2009), which include minimal family focused 

elements.  Randomised controlled trials carried out in the United Kingdom (UK) 

have shown these treatments to be effective for mild to moderate depression (Cooper 

et al., 2003; Morrell et al., 2009). In addition, these interventions are primarily 

concerned with postnatal depression (PND) (Cooper et al., 2003; Morrell et al., 2009; 

Segre et al., 2010), with little attention afforded to other types of mental illness (e.g. 

anxiety, oppressive compulsive disorder or bipolar). 

While the literature has typically focused on FFP in relation to specialist 

health visiting interventions, such as the Solihull approach, little is known about how 

FFP is embodied in standard health visiting. This includes what family focused 

activities health visitors engage in, and who they engage with within the family. This 

is discussed further in section 1.5.  

1.4 Factors that influence FFP 

Few studies examine influential factors on health visitors FFP, it is thus 

necessary to turn to the literature in other populations (i.e. social work and mental 

health nursing). In other disciplines such as mental health nursing, and social work, 

there have been a number of factors identified that enable and hinder FFP (Grant, 

2018; Tungpunlom et al., 2017; Grant, Goodyear, Maybery & Reupert, 2016; 

Maybery, Goodyear & Reupert, 2016). Maybery et al. (2016) found that available 

services, skill and knowledge, and co-worker support were the most significant 

predictors of FFP in a population of mental health professionals in Australia. 

Similarly, a study of mental health nurses in Ireland found that the most significant 

predictors of FFP included skill and knowledge, own parenting experience, and 

work-setting (Grant, 2014). However, Maybery et al., (2014) had poor response rates 
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(20%) which resulted in limited comparison of all professions within mental health, 

limiting generalisability. Tungpunkom et al. (2017), examined FFP in a multi 

discipline sample (social work, mental health nurses and psychiatrists). And found 

that those who had received training around supporting the family or working with 

the family as a whole were more family focused than those who had not 

(Tungpunkom et al. 2017). In a similar sample of multiple disciplines in Northern 

Ireland, training was also a significant factor for FFP as were time and workload, and 

skill and knowledge (Grant et al. 2018). However, while these two studies consisted 

of multiple disciplines, they did not include health visiting. Furthermore, in both 

studies, samples largely consisted of mental health professionals who worked 

exclusively with adults. While health visitors have a role in supporting mental 

illness, their role is not as distinctive or as specialist as mental health nurses (Cowley 

et al., 2013). Thus, influential factors presented by Maybery et al., (2014), Grant et 

al., 2018, and Tungpunkom et al., 2017, for mental health nurses, may not be directly 

transferable to health visiting.  

Within health visiting there are a number of identified barriers to working 

with families (Fraser et al., 2016). Public health challenges place additional demands 

on health visitors in Northern Ireland, including; the increase in childhood obesity, 

mental health issues, domestic abuse, and child protection (Adams, 2012). As a 

result, health visitors experience challenges in delivering the full Healthy Child, 

Healthy Future programme (Community practitioner, 2019) (discussed in section 

1.6). Excessive caseloads and lack of time have been identified as other barriers to 

working with families (Brook & Salmon, 2015; Chew-Graham, Chamberlain, 

Turner, Folkes, Caulfield, & Sharp, 2008). The Community Practitioners' and Health 

Visitors' Association (CPHVA) advises that the optimum ratio should be 1 health 
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visitor per 250 births, however, many health visitors have caseloads well in excess of 

this limit, with some holding caseloads of 400 children (Institute of Health Visiting, 

2016). In a ‘Unite the union’ survey (2018), most health visitors (85%) said they 

were always or frequently working more than their contracted hours in a typical 

week, with some of the top reasons for low morale and motivation including 

increased workplace stress, dissatisfaction of not being able to provide the quality of 

care to patients, and staff shortages.   

Many of the studies which examine factors that influence health visiting 

practice, explore practices more generally than those associated with FFP. For 

example, a recent systematic review explored influencing factors on approaches to 

health visiting policy in the UK (Black, Barnes, Baxter, Beynon, Clowes, et al., 

2019). Black et al., (2019) highlighted the role of the health visitor in supporting the 

family and found that resources and family poverty were the key factors to differing 

approaches to UK policy. While this study may provide an insight into FFP at policy 

level it does not examine FFP at a practice level. It is advisable to consider factors at 

a practice level as research suggests there is a gap in the translation of policy to 

practice (Lloyd, Akin & Brook, 2018). There is thus a gap in the knowledge base that 

examines factors that exclusively influences health visitors FFP, which can inform 

policy.  In addition, research to date has primarily utilised qualitative methods to 

explore the health visitor perspective (Morton & Wigley, 2014; Reading & Allen, 

1997). While qualitative methods can uncover subjective experiences of practice, it 

cannot examine the relationship between key factors which predict FFP (Bryman, 

2012). 



11 
 

1.5 Challenges within the FFP literature 

Despite increasing evidence of the potential benefits of FFP (Herba et al. 

2016; Kingston et al. 2015; Kingston & Tough, 2014) and recommendations for 

health visitors and other services to adopt a whole family approach (Department of 

Health, Social Services and Public Safety, 2010), there are challenges in the 

evaluation of FFP (Leonard et al. 2018). One of the main challenges within the FFP 

health visiting literature and the FFP literature more generally, is the lack of 

consistency is use of the term FFP and lack of consensus on what constitutes FFP 

(Leonard et al., 2018). Namely, it can be difficult to ascertain if practice, 

interventions and treatments are explicitly family focused and thus the FFP evidence 

base can appear inconsistent and insufficient.  

The term, FFP, has been used interchangeably throughout the literature as: 

‘whole family’, ‘family-oriented’, ‘family-sensitive’ and ‘family-centred’ (Foster et 

al. 2012; Ward, Reupert, McCormick, Waller, & Kidd, 2017), which has created 

difficulties in standardising how the term is used and defined (Leonard, Linden & 

Grant, 2018). These challenges have also resulted in difficulties identifying family 

focused interventions and treatments. In addition, these difficulties have meant that 

few studies have explored how much of health visiting is truly family focused, and 

what family focused activities health visitors engage in. A further complication 

concerns how the concept can be measured: there is currently only one validated 

scale specifically designed to measure mental health professionals’ FFP with parents 

who have mental illness (Maybery et al., 2012). The scale was originally developed 

in Australia, within a population of mental health professionals (Maybery et al., 

2012), therefore, currently it is not clear if it is valid among health visitors in the UK. 

Thus, there is not only a gap within the knowledge base in relation to factors that 
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influence health visitors FFP, there is also a gap in what family focused activities 

health visitors actually engage in.  

 

1.5.1 Creating a taxonomy of FFP  

With the ambiguity and challenges discussed above, it can be difficult to 

determine what family focused activities and level, individual disciplines are 

realistically expected to operate at (Leonard et al., 2018). One of the challenges of 

this thesis was to create a taxonomy of activities relevant to health visiting (table 

1.1), to describe the varying levels of FFP. This was achieved by screening the 

family focused and health visiting literature to extract a continuum of family focused 

activities (Diggins, 2011; Foster et al., 2016; Maybery, Foster, Goodyyear, Grant, 

Tungpunkom et al., 2015; Hughes, 2010; Morris, Hughes, Clarke, Tew, Mason et al., 

2008; Tew, Nicholls, Plumridge & Clarke, 2017) agreed upon by the supervisory 

team. This process involved various team meetings, in which consultation of relevant 

literature lead to agreement on all the activities. However, this continuum is not 

definitive, and should not be viewed as such. It is intended to be altered and modified 

as new evidence comes to light, with the aim of providing a more structured format 

for which both research studies and practice can be compared against to determine 

the extent of their FFP. Within this thesis the taxonomy of family focused activities 

will be used in the systematic reviews to determine if the study is family focused and 

suitable for inclusion. In addition, it will also be used to explore the findings from the 

current thesis to determine levels of family focused activities health visitors are 

engaging in.  
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Table 1.1 FFP activities divided into low, medium and high categories of practice 

Rank  Activities  
High  
 

Assessment of family functioning as a whole;  
Engage in work with the family as a whole. Which may include work such 
as; ‘‘Wraparound’ services aim at all family members and family case 
management; 
Structured formal family treatments: family group conferencing, 
behavioural family therapy, systematic family therapy, intensive family 
support. 

Medium  
  

Support for partner and family members to help meet their own needs;   
Engage in separate work with different family members;   
Referral of family members to other services for support. 
Provide psychoeducation to the mother; 
Providing information to the partner, to support the mother.  

Low   
 

Engage mother about the impact of their mental illness on their child; 
Directly supporting the mother to parent; 
Supporting the mother-infant relationship;  
Supporting the child via the mother such as, interventions which are solely 
mother focused; 

 

At a minimum, FFP is about understanding a family’s composition, and awareness of 

the needs of the individual within their family structure (Maybery et al. 2015). In 

table 1.1 low family focused activities are centred on supporting the individual 

mother with the aim to have secondary benefits to other family members. For 

example, the activity of ‘directly supporting the mother to parent’, supports the 

mother’s parenting skill and capacity, with the aim of having indirect benefits for the 

child. At the medium level, there is engagement with and identification of the needs 

of family members other than the mother. This might involve engagement with 

family members individually or referring them to other services.  Activities at the 

high level not only engage with the family as a whole but view them as a unit of 

focus. Systemic family therapy could be considered as the highest possible level of 

FFP as it looks at the interrelationships between family members and how these 
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relationships impact on individuals within the family (Kendell, Rodger & Palmer, 

2010).   

 

1.6 Health visiting: roles and responsibilities 

Health visitors in the UK are registered nurses or midwives who have 

undertaken additional postgraduate training in community public health (Whittaker, 

2014). Internationally, while there are differences in how the profession is defined 

and referred to, there are a number of variations that are comparable. These include; 

health visitor in Denmark and Norway; child health nurse in Sweden; public health 

nurse in America, Canada, and Ireland; child and family health nurse in Australia; 

plunket nurse in New Zealand; social nurses in Belgium; and patronage nurse in 

Serbia, and Kosovo (Whittaker, 2014). Although some countries may take different 

policy approaches, all professions work in the context of public health, focusing 

particularly on the early life of the child (Cowley et al., 2013). Public health, early 

intervention and prevention work are at the core of health visiting (National Institute 

for Clinical Excellence, 2014). In 1891, when the health visiting profession was first 

established by Florence nightingale, improving sanitation and reducing infectious 

disease were the priority (Adams, 2012). Today’s health visitors much cope with 

multi-faceted health priorities including improving health, reducing inequalities, and 

addressing chronic disease, including mental health (Adams, 2012; Whittaker, 2014).  

In the UK, health visiting is a universal service for all families that have 

children from 0 years to school age (4 years of age). Their core programme is centred 

on child health promotion, and family well-being. However, they also provide more 

targeted support to those families identified as having additional needs (Department 

of Health, Social Services & Public Safety, 2010). Within Northern Ireland there are 
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currently 579 health visitors (Department of Health, 2018), more than one-third 

(35%) are over 50 years of age and are exclusively female (Information Analysis 

Directorate, 2018). In Northern Ireland, services are commissioned by the Health and 

Social Care Board (HSCB), working in partnership with the Public Health Agency 

and five local commissioning groups (HSCB, 2018). Health visitors are mandated to 

deliver the Healthy Child, Healthy Future programme in Northern Ireland, which 

covers children from pregnancy to 19 years of age (Department of Health, Social 

Services & Public Safety, 2010). Under this programme, health visitors are required 

to make nine visits to a family before a child starts school (at age 4), one of which is 

made during pregnancy (Department of Health, Social Services & Public Safety, 

2010). In addition to the Healthy Child, Healthy Future programme, current guidance 

advises that health visitors look beyond the child in all areas of their practice and 

consider the family as a whole (Department of Health, Social Services and Public 

Safety, 2010). However, there are currently no studies that have examined whether 

health visitor’s practice is in accordance with this guidance.  

Supporting maternal mental health is a core component of health visiting 

(Public Health England, 2016; NICE, 2014; Public Health Agency, 2017). The front-

line position of health visitors in healthcare provision during the postnatal period also 

lends itself to their critical role in identification and early intervention for the 

improvement of maternal, child and family mental health (Cummings & Whittaker, 

2016; Health Education England, 2016; Jenkins, 2015; Speier, 2015). Research to 

date has suggested that health visitors are in a crucial position to support not only the 

mother’s mental health, but the family as a whole (Cummings & Whittaker, 2016). 

There are many opportunities for postnatal women with deteriorating mental health, 

to be identified and treated, due to frequent contact with universal services, such as 
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health visiting (National Collaborating Centre for Mental Health, 2018). As health 

visitors work with all mothers, they come into contact with both mothers that are at 

risk of relapse of a pre-existing mental illness and at increased risk of first onset of 

mental illness during the postnatal period, such as PND. 

The National Institute of Health and Care Excellence (NICE) guidelines 

along with Northern Ireland regional guidelines stipulate that all women with mental 

ill health during pregnancy and the postnatal period are treated within a stepped care 

model (Public Health Agency (PHA), 2017). The majority of women with mild to 

moderate conditions are treated within primary care (General practitioner and health 

visiting), while some will require more specialist support from mental health 

services. Women with a significant history of mental illness or those assessed to be at 

a high risk of relapse, are treated within mental health services (PHA, 2017), in 

conjunction with health visiting. They also assess women who are already suffering 

from mental illness in the postnatal period and determine if listening visits or onward 

referral is required (PHA, 2017). Listening visits are a non-directive counselling 

approach (Rogers, 1957) that aims to understand the mother’s issues through 

reflective listening and collaborative problem solving (Segre, Stasik, O'Hara, & 

Arndt, 2010). They were specifically developed for health visitors with little or no 

training in mental health (Holden, Sagovsky, & Cox, 1989). 

More generally, psychological and psychosocial interventions, such as 

cognitive behavioural therapy, behavioural activation, or interpersonal therapy, 

remain the recommended treatment for mental illness during the postnatal period 

(NICE, 2014), despite poor accessibility to treatments (Watt, Sword, Krueger, & 

Sheehan, 2002) and little evidence on their effectiveness when delivered by health 

visitors (Leonard, Linden & Grant, in press; see chapter 3). While recommendations 
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exist which state that specialist health visiting and perinatal mental health services 

should be provided, currently in Northern Ireland there is no specialist inpatient 

mother and baby unit and only one specialist perinatal mental health service in one 

health and social care trust (Maternal Mental Health Alliance, 2017). This breaches 

NICE guidelines and is not in line with recent Regulation and Quality Improvement 

Authority recommendations (RQIA, 2017). While the effectiveness of mother and 

baby units is well documented (Gillham & Wittkowski, 2015), there are relatively 

few studies examining the influence of the specialist health visitor role (Henderson, 

Dixon, Bauer & Knapp, 2019; Morrell, Slade, Warner, Paley, Dixon, et al., 2009), 

and none that examine the influence of specialist health visiting on FFP.  

 

1.6.1 Limitations in understanding the health visitor’s role with the family  

Research that has explored the health visiting role with ‘the family’ has often 

mistakenly interpreted the family as the mother-infant dyad (Bateson et al. 2017). 

Recognising the impact of fathers’ health on the family, it is advised that fathers 

should also be directly involved in health visiting services, this also extends to non-

resident fathers (Department of Health, Social Services & Public Safety, 2010). 

While engagement of fathers is recommended in both research and policy, it is still 

recognised as an area in need of improvement within health visiting (Bateson et al., 

2017).  

Furthermore, the majority of the qualitative research to date has explored 

health visiting from primarily the health visitor’s perspective (Ashford, Ayers, & 

Olander, 2017; Cummings & Whittaker, 2016; Whitlock, 2016), with some from the 

mother’s perspective (Donetto & Maben, 2014), and none from an integration of 

health visitor, mother and partner perspectives. A study conducted in the UK by 
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Whitlock (2016) explored health visitor’s engagement with fathers, findings 

suggested that many health visitors believed their role should continue to be child 

and mother focused. However, these findings were taken exclusively from the 

perspective of health visitors (n =12), meaning that the views of fathers were absent. 

In addition, a UK study by Donetto and Maben (2014) explored parents’ experiences 

of health visiting and found that parents valued both visits with the health visitor in 

the home and outside the home, as it decreased social isolation. However, their 

sample of 44 parents included only two fathers, thus the findings are more likely to 

represent the mother’s experiences and not the fathers. Studies that discuss 

engagement with fathers have typically done so without eliciting the views of the 

fathers themselves (Baldwin, 2015; Bateson, Darwin, Galdas, & Rosan, 2017), 

resulting in a lack of understanding of how engagement can be achieved in a manner 

that is acceptable to fathers. For example, Baldwin (2015) discussed the importance 

of health visitors in the UK supporting fathers in their transition through fatherhood. 

However, the findings were based on theory (i.e. child development and fatherhood) 

as opposed to primary evidence and lacked the father’s perspective of how 

engagement could be effectively achieved in a way that would be beneficial. Darwin, 

Galdas, Hinchliff, Littlewood, McMillan, et al., (2017), conducted a qualitative study 

with 18 fathers in relation to their own mental health post-birth. Darwin et al., (2017) 

found that fathers felt excluded from health visiting services however, questioned 

their entitlement and need for the service. While this was an attempt to understand 

the father’s perspective, it was perhaps limited by lack of integration with the health 

visitors and mother’s perspectives (Rose Thornicroft & Slade, 2006), providing a 

singular view of the phenomena (Zartler, 2010). Integrating multiple perspectives 

allows for comparisons and contrasting of different perspectives, to disentangle the 
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complexities and build a rich understanding of a phenomena (Santoro, 2013). There 

is a clear gap in the FFP health visiting literature which this thesis will address that 

explores the concept of FFP from the health visitor, mother and their partner’s 

perspective.  

 

1.7 Prevalence of maternal mental illness 

Maternal mental illness is a major public health issue (Bauer, Parsonage, 

Knapp, Iemmi & Adelaja, 2014; Hogg, 2013; World Health Organsiation, 2015). 

Systematic reviews have shown that in high-income countries approximately 10% of 

pregnant women, and 13% of those who have given birth, experience some type of 

mental disorder, primarily depression or anxiety (O’Hara & Swain, 1996; Fisher, 

Cabral de Mello, Patel, Rahman et al., 2012). For low- and lower-middle-income 

countries, the prevalence of postnatal depression and anxiety increases to 15.6% in 

pregnancy and 19.8% after birth (Fisher et al. 2012). In the UK it is estimated that, 

ten percent of mothers have a mental illness at any given time (Bee et al., 2014; 

Parker et al., 2008). A report by the centre of mental health, found that perinatal 

depression, anxiety and psychosis carry a total long-term cost to society of 

approximately £8.1 billion for every birth cohort in the UK (Bauer et al., 2014).  

However, there are a number of problematic areas within the international 

literature on prevalence rates of postnatal maternal mental illness. Firstly, rates vary 

considerably, depending on sample characteristics and measurement tools used 

(Satyanarayana & Srinivasan, 2011; Stewart et al., 2003; Fisher et al., 2012), ranging 

anywhere from 7.5% to 20% (Satyanarayana & Srinivasan, 2011). Secondly these 

rates primarily refer to rates of postnatal depression (PND) and anxiety, in high 

income countries. Thirdly, the majority of studies only consider women with first on-
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set of mental illness, as opposed to a relapse of an existing mental illness (Florio & 

Meltzer-brody, 2015), while in other studies, it is not clear whether this distinction 

has been made. Finally, the term PND is often used as a catch all for any mental 

health problem in the postnatal period (Lewis & Drife, 2004). As a result of these 

challenges there is an increased risk of underestimating prevalence rates of maternal 

mental illness and failing to identify more severe mental illnesses (Lewis & Drife, 

2004). Within this thesis, both mothers with pre-existing mental illness (both 

postnatal and those unrelated to birth) and those with first onset of mental illness are 

of interest.  

A further issue is that the terms ‘mental health’ and ‘mental illness’ are both 

commonly used throughout the literature. While the two terms are used 

interchangeably, mental health refers to an overall state of mental well-being, 

whereas mental illness refers to a recognised and diagnosable disorder, which may 

present as a “disturbance in an individual’s cognition, emotion regulation, or 

behaviour that reflects a dysfunction in the psychological, biological, or 

developmental processes underlying mental functioning” (American Psychiatric 

Association, 2013, pg. 22). These psychological, emotional and behavioural 

functioning problems that the mothers experience can negatively impact on family 

outcomes (Kingston, MacDonald, Austin & Tough, 2015; Stansfeld, Smuk, 

Onwumere, Clark, Pike, McManus, & Bebbington, 2014). The difference between 

mental health and mental illness, implies that there are distinctive social, emotional 

and behavioural needs of both the individual and their family inherent to mental 

illness (Nicholson et al., 2001; Morris & Stuart, 2002). This thesis is concerned with 

health visitors’ FFP with mothers who have mental illness and hence refers to the 
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term ‘mental illness’ throughout with consideration given to the interchangeability of 

the two terms in the literature.   

This study is also interested in mothers who have both mental illness and 

substance misuse as these two conditions often co-exist (National Institute on Drug 

Abuse, 2011). A study by Delgadillo, Godfrey, Gilbody, and Payne (2012) found that 

70% of a sample from community substance misuse treatment also had comorbid 

mental illness. In the USA it is estimated that 70% of women receiving treatment for 

substance misuse have children (Niccols, Milligan, Sword, Thabane, Henderson et 

al., 2012). In addition, maternal substance misuse is a significant risk factor for child 

maltreatment and neglect (Blakey, 2012; Minnes, Singer, Humphrey-Wall & 

Satayathum, 2008). In the UK, up to 56% of mothers who have been involved in care 

proceedings had substance misuse issues (Broadhurst, Mason, Bedstonm Alrouh, 

Morris, et al., 2017).  

1.7.1 The impact of maternal mental illness on mothers  

Pregnancy and childbirth are times of significant hormonal changes, 

including thyroid and pituitary hormones, cortisol and gonadal hormones (Bloch et 

al., 2000). Women who are sensitive to these hormonal changes or have a family 

history of postnatal depression are at a higher risk of developing depression during 

this period (Bloch et al., 2000; Buttner et al., 2013; Craig, 2013). In addition, 

significant hormonal changes brought on by pregnancy and childbirth can place 

women with existing mental illnesses at a higher risk of relapse (Florio & Meltzer-

brody, 2015). Specific traumas such as, stillbirth, infant complications and a 

traumatic childbirth are also associated with postnatal mental health problems 

(Adeyemi et al., 2008; Andersen et al., 2012).  
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In addition to pregnancy and childbirth, motherhood itself can influence 

maternal mental illness. Parenting a child is a stressful life event due to the personal 

(e.g., role changes), interparental (e.g., changes in the father-mother relationship), 

social (e.g., impact on extra-familial relationships), and financial (e.g., child care 

costs) impact on a parent (Fisher, 2016). However, there is a bidirectional 

relationship between parenting and mental illness, in that while parental 

responsibilities can affect a mother’s mental health and recovery (Acri & Hoagwood, 

2015; Foster et al., 2016), mental illness can also affect the mothers ability to parent. 

Namely, impairment of functioning from the mental illness can affect the mothers’ 

ability to care for themselves and their children, which in some cases can lead to loss 

of custody of their children (Howard, 2005), and in severe cases may result in self-

harm and suicide (Lindahl et al., 2005; Oates & Cantwell, 2011). Severe mental 

illness, such as schizophrenia is also associated with significant parenting difficulties 

(Wan et al., 2008), with a high proportion of women having their baby or children 

removed by the state (Howard et al., 2004).   

1.7.2 The impact of maternal mental illness on children  

Studies have shown that within the UK, 10 per cent of all female mental 

health patients have a child under one year old, and a quarter of women referred for 

mental health treatment have a child under five years old (Royal College of 

Psychiatrists, 2016; Barnardo’s, 2008). In addition, the National Society for the 

Prevention of Cruelty to Children (NSPCC) ‘All Babies Count’ report showed that in 

England approximately 122,000 babies under one year are living with a mother who 

has a mental illness (Cuthbert et al., 2011). In the UK one in four children are 

exposed to maternal mental illness, with the highest incidence being for children 

between 0-3 months old (Abel et al., 2019); Northern Ireland has the highest 
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incidence of children exposed to maternal mental illness within the UK (29.8% of a 

sample of 20,320) (Abel, Hope, Swift, Parisi, Ashcroft et al., 2019). These high rates 

are a direct cause of chronic underfunded psychological and mental health services, 

increasing waiting times and a legacy of conflict (O’Neil and Rooney, 2018). There 

is a growing body of evidence suggesting that maternal mental illness is linked to a 

wide range of adverse child outcomes (Herba, Glover, Ramchandani & Rondon, 

2016; Kingston & Tough, 2014; Kingston, MacDonald, Austin & Tough, 2015), 

from birth (Stein, Pearson, Goodman, Rapa, Rahman, McCallum, Howard & 

Pariante, 2014; Howard et al., 2007), to childhood (Rishel, Greeno, Marcus, Sales, 

Shear et al., 2006; Marryat & Martin, 2010), to adolescence (Oyserman, Bybee & 

Mowbray, 2002; Abel et al., 2019), and into adulthood (Pawlby et al., 2009; Reupert 

& Kowalenko, 2013).  

Maternal mental illness may  adversely impact children’s cognitive, emotional, 

social, physical and behavioural development in both the short and long-term  

(Beardslee et al., 2012; Bee et al., 2014; 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). Furthermore, 

untreated maternal mental illnesses are associated with long term outcomes for 

children, including internalising and externalising disorders (Barker et al., 2011; 

Laurent et al., 2013) and depression in adolescence (Pawlby et al., 2009).  

Research suggests that severe depression in pregnancy is associated with an 

increased risk of low birth weight and prematurity (Stein et al., 2014), particularly 

when combined with social deprivation (Grote et al., 2010). However, there is 



24 
 

inconsistent evidence for the relationship between foetal outcomes and maternal 

anxiety (Stein et al., 2014). Risk of sudden infant death syndrome have also been 

reported in relation to depression in pregnancy (Howard et al., 2007), the postnatal 

period (Sanderson et al., 2002) and to mothers with schizophrenia (Bennedsen et al., 

2001).  

While maternal mental illness is associated with an increased risk of adverse 

outcomes for the child, these outcomes are not inevitable. Moreover, it is difficult to 

prove a causal effect as it is difficult to disentangle the effects of maternal mental 

illness and other risk factors (National Collaborating Centre for Mental Health, 

2018), such as smoking, obesity or domestic violence and socioeconomic 

disadvantage (Pearson et al., 2013; Lovejoy et al., 2000). 

1.7.3 The impact of maternal mental illness on partners  

In addition to adverse child outcomes, the burden of care which can be placed 

on partners and adult family members, can leave them at increased risk of emotional 

distress, stigma, financial burden, reduced lack of support networks and social 

exclusion (Idstad, Ask & Tambs, 2010; Iseselo, Kajula & Yahya-Malima, 2016). 

While family members such as grandparents, and close friends can all support the 

mother, it is typically partners who first become aware of the mother’s deteriorating 

mental health (Boots Family Trust, 2013; Burgess, 2011). Partners act as a central 

support to the mother and children (Burgess, 2011), and as a buffer for the potential 

effect of maternal mental illness (Fisher, 2016; Kahn, Brandt & Whitaker, 2004). 

Inadequate partner support is associated with increased postnatal psychological 

distress (Sawyer, Ayers, Smith, 2010) which ultimately could exacerbate depression 

or other mental illnesses. Thus, the provision of help to the partner to support the 

mother is beneficial for the family as a whole.   
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On the basis that carers can experience stressors other than those which relate 

directly to their caring role, they often require support in other aspects of their lives 

such as finances and their own mental health (Stansfeld, Smuk, Onwumere, Clark, 

Pike, McManus, & Bebbington, 2014). Partners of mothers with mental illness can 

experience fear, concern and anger in relation to the mother’s mental illness 

(Engqvist & Nilsson, 2011). In addition, partners can find it difficult to understand 

the trajectory of postnatal mental illness, resulting in frustration and confusion 

(Hanley, 2013). This frustration is compounded by lack of involvement and support 

from professionals, including access to information and limited opportunity for 

discussion (Perkins, Ridler, Browes, Peryer, Notley, & Hackmann, 2018).  

A mixed methods study by Kartalova-O'Doherty and Tedstone Doherty, 

(2009) explored socio-demographic and contextual factors of 38 carers of people 

with mental illness. Kartalova-O'Doherty and Tedstone Doherty (2009) demonstrated 

the importance of acknowledging the caring status of family members by 

professionals. However, the majority of their sample was made up of female carers 

(n = 23), consisting of only one male. In addition, a qualitative study by Beard, 

Honey, Hancock, Awram, Miceli and Mayes (2019), highlighted the critical role that 

partners play in the experiences of mothers who have mental illness, recommending 

that this role can be optimised through directly supporting and enabling the partners 

themselves. However, findings were based on a sample of 18 mothers, while the 

views of the partners themselves were not considered. Studies that explore issues 

such as FFP and mental illness, exclusively from the viewpoint of mothers, risk 

diluting the perspectives of other family members, and not fully capturing the 

complexity of the issue (Beresford, 2013; Mjosund et al., 2016). Exploring multiple 

perspectives of a phenomena can highlight various and possibly heterogeneous 
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viewpoints (Chen & Wong, 2007), that may be limited when a single perspective is 

explored (Wilber, 2001). Hence, there is limited understanding of the experiences of 

partners from the perspectives of the partners themselves.   

It is recognised that the impact of maternal mental illness and caring 

responsibilities can extend beyond the immediate family unit (i.e. to grandparents), 

however, while the focus of this thesis is FFP, this will be explored through the 

perspectives of partners and mothers. Within this thesis the term partner is used and 

is intended to be inclusive of any partner regardless of sexuality, or marriage status. 

A partner was 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 et al. 2015, pg. 11).  

1.8 Rationale and subsequent aims and objectives 

From the evidence presented above it is clear that firstly, the term ‘FFP’ is 

used inconsistently in the literature, resulting in a lack of studies exclusively 

examining FFP within health visiting. Some studies have examined factors that 

influence health visiting practice more generally, however, it is not possible to 

conclude that these findings apply to FFP specifically. In addition, there is a gap in 

knowledge of how FFP is embodied in health visiting, specifically what family 

focused activities health visitors engage in. There are a lack of studies that have 

explored health visitors FFP from the integrated perspectives of health visitors, 

mothers and their partners. The majority of the studies to date have explored this 
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issue from the health visitor’s perspective in isolation.  Finally, the majority of 

studies both qualitative and quantitative have largely explored PND, with the 

exclusion of other mental illnesses.   

This thesis sought to explore health visitors’ FFP from health visitors, 

mothers and their partners’ perspectives. The key objectives were: 

a) To investigate the predictors of health visitors’ FFP;  

b) To measure the level of health visitors’ FFP; 

c) To explore health visitors’ experiences of FFP;  

d) To explore mothers’ experiences of FFP within health visiting services; 

e) To explore partners’ experiences of FFP within health visiting services;  

f) To develop recommendations for the future development of health visitors 

FFP, with mothers who have mental illness and their families.    

As discussed in section 1.3 and 1.4, the family focused literature 

predominately focuses on mental health disciplines. There has been little attempt to 

review and synthesise the health visiting literature on FFP. In addition, those studies 

which have examined family focused health visiting interventions have considered 

high risk samples and specialist interventions that are not transferable to standard 

health visiting. This has resulted in limited knowledge on the effectiveness of FFP in 

health visiting. The subsequent two chapters aim to address this gap by critically 

appraising the literature on health visitor’s FFP with mothers with mental illness and 

their families. The first of these chapters, Chapter two, will present a qualitative 

systematic review of the literature.  

 

 



28 
 

Chapter 2: Qualitative systematic review of the experiences of health visitors’ 

Family-Focused Practice for mothers who have mental illness and their families 

*Adapted from the publication: Leonard, R. A., Linden, M., & Grant, A. (2018). 

Family Focused Practice for families impacted by maternal mental illness and 

substance misuse in home visiting: A qualitative systematic review. Journal of 

Family Nursing, 24(2), 128-155. https://doi.org/10.1177/1074840718770612  
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2.1 Introduction 

This chapter presents the methods and findings from a qualitative systematic 

review of the literature exploring health visitor’s family focused practice (FFP) with 

mothers who have mental illness and their families. The purpose of this review was 

to synthesise and appraise relevant literature. This chapter begins with an outline of 

the methods employed in the review, including, the systematic search strategy, and 

the inclusion and exclusion criteria adopted. This is followed by a thematic synthesis 

of included studies, and subsequent discussion of findings.  

The majority of research to date has explored FFP in mental health services 

(Grant, Reupert, Maybery & Goodyear, 2018; Maybery et al., 2016; Wong et al., 

2016), addictions (e.g. Copello et al., 2000; Hampson, 2013), and social work 

(Hughes, 2010; Social Exclusion Task Force, 2007), with little attention given to 

health visitors’ FFP with mothers who have mental illness and their families. 

Moreover, many of the studies that do consider health visiting, use this term 

inclusively to include health visiting and other professions such as, social services, 

family nurse partnership and paraprofessionals (Duggan, McFarlane, Fuddy, Burrell, 

Higman, Windham, Sia, 2004; Olds, Kitzman, Hanks, Cole, Anson, Sidora-Arcoleo, 

Bondy, 2007; Thomas, 2004). This lack of specific focus on health visitors has led to 

limited understanding of their FFP. Therefore, the following research question 

guided the systematic review: what are the experiences of health visitors, mothers 

who have mental illness and their family members, in relation to health visitor’s 

FFP?  
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2.2 Methods 

2.2.1 Electronic Sources and search strategy 

The searches for both the qualitative and quantitative systematic review were 

run simultaneously, as initially it was intended that a mixed methods review would 

be conducted. However, after screening potential papers it was deemed that it would 

be more appropriate to spilt the reviews, due to the distinctive nature of the 

qualitative and quantitative papers. Subsequently the search strategy for both reviews 

presented in chapters two and three are the same, however other methods such as 

eligibility criteria, data extraction, and data synthesis are distinctive to each review. 

The Preferred Reporting Items for Systematic Reviews and Meta-Analyses 

(PRISMA) guidelines were used for the conduct and reporting of this systematic 

review (Moher et al., 2009). Five databases: CINAHL, Medline, PubMed, Web of 

Science and Maternity & Infant Care, were systematically searched initially between 

October and November 2016, using a predetermined search strategy (searches 

revealed 15 papers). Searches were re-run and the systematic review updated in April 

2019 (re-run searches revealed 1 new paper). Databases were selected based on their 

access to a wide range of international articles in the relevant disciplines. Preliminary 

searches were conducted, which involved identifying literature relevant to the review 

question and extracting commonly used search terms. The terms that were included 

fell under three categories: mental illness; family focused practice; and health 

visiting. A wide range of alternative health visiting terms were included to capture all 

the relevant international literature. A full list of search terms can be found in Table 

2.1.  
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Table 2.1 Configurations of Search Term 

Main Heading 

(Descriptor) 

Terms 

(MeSH) 

Mental health/ mental disorder/ mentally ill persons/ substance related 

disorder/ alcohol related disorder / Depression, Postpartum 

Nurses, Community Health 

 

 

Family Focused  

Entry Terms  mental health OR mental disorder* OR mentally ill persons OR substance related 

disorder* OR alcohol related disorder*  

OR (mental* OR psychiatr* OR psychological* OR developmental* OR emotion* 

OR stress OR mood) ADJ2 (ill* OR disorder* OR diagnosis OR disease* OR 

distress* OR problem* OR health* OR well-being OR wellbeing or patient*))  

OR anxiety disorder* OR anxiety neuroses OR neurotic anxiety states OR anxiety 

neurose* OR anxiety OR anxiety disorders OR separation anxiety OR panic OR 

panic disorder OR agoraphobia OR obsessive behaviour OR obsessive-compulsive 

disorder OR  neurasthenia OR munchausen syndrome OR  conversation disorder 

OR hysteria OR hypochondriasis OR somatoform disorders OR phobic disorders 

OR depressive disorder* OR dysthymic disorder OR depression OR , involutional 

depression OR seasonal affective disorder OR eating disorder OR anorexia nervosa 

OR bulimia OR suicide OR self mutilation OR self injurious OR self harm OR 

PTSD OR post-traumatic stress OR bipolar disorder* OR neurotic disorder OR 

AND nurs*, community 

health OR health visit* OR 

home health nurs* OR home 

nurs* OR visiting nurs* OR 

community health work* OR 

home visit*  OR public health 

nurs* OR community health 

nurs* OR community nurs* 

OR specialist health visitor 

OR special health visit* OR 

child-family health visit* 

 

AND family 

focused OR 

family centered 

or family 

centred  OR 

family sensitive 

OR family 

oriented OR 

family 

orientated OR 

family guided 

OR family 

friendly OR 

family inclusive 
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borderline OR narcissis* OR personality disorder OR psychos* OR mania OR 

manic OR schizophrenia OR psychotic disorder OR psychos OR psychotic affective 

disorder* OR psychotic OR hebephrenic* OR paranoid disorder OR  

(schizotypal OR delusional OR dissociative OR impulse control OR affective OR 

neurotic OR paranoid OR psychotic OR somatoform) adj2 (disorder* OR ill* OR 

disease*))  

OR drug abuse OR drug addiction OR drug dependence OR drug habituation OR 

drug-use disorder OR organic mental disorders OR substance induced OR substance 

abuse OR substance addiction OR substance dependence OR substance use-disorder 

OR alcohol related-disorder OR psychoses, alcoholic OR alcoholism OR drug 

misuse OR drug-use  

OR (opioid OR morphine OR marijuana OR heroin OR cocaine OR prescript*) 

ADJ2 (disorder* ill* OR dependence OR abuse OR misuse))  

OR puerperal disorders OR postpartum depression OR post-natal depression OR 

post-partum depression OR postnatal depression OR postpartum depression  

OR ((antenatal OR prenatal OR pregnancy OR perinatal OR postnatal OR 

postpartum) ADJ2 (disorder*)) 

OR family 

driven OR 

family practice 
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The databases returned a total of 3,677 possible titles, which after removal of 

duplicates, left 3,537. These titles were screened using the inclusion and exclusion 

criteria (see 2.2.2) which resulted in 393 potential papers that were further screened 

by their abstracts. This process was conducted independently by two reviewers. 

Where there was uncertainty regarding the eligibility of a particular title or abstract 

the record was retained for full-text screening (n = 120). Following review of the 

full-texts, thirteen qualitative and three mixed methods studies were identified. A 

PRISMA flow chart of this process can be found in Figure 2.1.  
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Figure 2.1 PRISMA flow diagram of study selection    
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2.2.2 Eligibility Criteria 

 Criteria for inclusion in this review consisted of peer-reviewed empirical 

studies which were family focused and observed FFP or discussed experiences of 

FFP (see 2.2.5) in relation to maternal mental illness and substance misuse; from the 

perspectives of either health visitors, mothers or family members. Studies that 

focused on mothers solely with substance misuse without the co-existence of a 

mental illness were included. As no resources were available for translation, only 

papers published in English were accepted for review.  

Exclusion criteria included review articles, editorials, commentaries, and 

quantitative studies. Given the focus was on FFP with families impacted by maternal 

mental illness, studies which solely focused on child, adolescent or paternal mental 

illness were excluded. Studies that employed home-based practice not delivered by 

health visitors were excluded, along with studies that focused on community 

psychiatric nurses (specialist mental health nurses) or paraprofessionals (e.g. peer 

support home visiting or those connected to religious organisations). As discussed in 

chapter 1, this thesis defines health visiting to mean “a workforce of specialist 

community public health nurses who provide expert advice, support and 

interventions to families with children” (NHS Enlgand, 2014, p.5). While 

acknowledging the range of international terms used to describe the public health 

nursing profession, for clarity, this review refers to the term ‘health visitor’ 

throughout this thesis.  
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2.2.3 Data extraction 

Data extraction was performed on all eligible studies (n =16), independently 

by three reviewers using a standardised data extraction template (see appendix 1). 

Disagreements were resolved by discussion between the three review authors, which 

subsequently resulted in 16 papers that met the inclusion criteria. The primary reason 

for exclusion was that papers did not explore health visitors FFP. Information 

extracted included (a) author, (b) year, (c) participant demographics, (d) study 

design, (e) phenomena of interest, (f) inclusion of family beyond the mother, (g) 

evidence of family focused practice, (h) description of mental illness and/or 

substance misuse, (i) data collection methods, (j) data analysis methods, and (k) 

findings (for mixed methods studies only the qualitative findings were extracted).  

2.2.4 Quality appraisal  

Quality appraisal was conducted on all included studies, to assess rigour. 

Methodological quality of included studies (n= 16) was rated independently by the 

three reviewers. Where disputes arose this was resolved by discussion. The “quality 

appraisal checklist – qualitative studies”  (National Institute for Health and Care 

Excellence, 2012) was employed. This checklist consisted of fourteen criteria which 

related to methodological quality. Each item was rated “yes”, “no” or “unclear”. A 

total score was calculated by summing the “yes” items, giving each study a score 

between zero-fourteen. Studies scoring eight or above out of a possible fourteen were 

considered as having good methodological quality. Those scoring below this 

threshold were considered as having poor methodological quality. No study was 

excluded based on methodological quality.  
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2.2.5 Rating family focused practice  

One aspect of the inclusion criteria comprised papers that were family 

focused, observed FFP, or discussed experiences of FFP. As discussed in chapter 1, 

the family focused literature was reviewed to extract a continuum of family focused 

activities, relevant to health visiting. A total of thirteen activities were identified 

from the FFP literature, these were then ranked as high, medium and low practice 

through consultations and reference to previous FFP continuums (Maybery et al., 

2015). High ranking family focused activities, such as assessment of family 

functioning as a whole, were given a score of five each. Medium activities, such as, 

support for partner and family members to help meet their own needs, were given a 

score of three each. Low activities such as, supporting the mother-infant relationship, 

were given a score of one each. While it is important to acknowledge the continuum 

of family focused activities within the literature, it is also necessary to recognise that 

there may be limited utility of the higher level activities for health visitors given their 

role and responsibilities. Thus it is perhaps unsurprising that many of the studies did 

not met any of the higher level activities. This continuum was used to initially 

determine if a paper was family focused, and later used to rate the included studies 

(see chapter 1, 1.6). A total score for each study was calculated by summing the 

activities met, with a potential maximum score of thirty-nine, and potential minimum 

score of one. Full details of individual studies FFP ratings are detailed in table 2.2. 
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Table 2.2 Individual studies FFP rating  

Rank  Activities  LeCroy 
and 
Whitaker 
(2005) 

Borglin 
et al. 
(2015) 

Drennan 
and 
Joseph 
(2005) 

Fraser 
et al. 
(2016) 

Orford 
et al. 
(2007) 

Belle 
and 
Willis 
(2013)  

Chew-
Graham 
et al. 
(2009) 

Rollans 
et al. 
(2013) 

Zeanah 
et al. 
(2006) 

Chew-
Graham 
et al. 
(2008) 

Moy 
et al. 
(2007) 

Psaila 
et al. 
(2014) 

Whittaker 
et al. 
(2016) 

McIntosh 
and 
Shute 
(2007) 

Tammentie 
et al. 
(2013) 

Fletcher 
(2009) 

Low  (1) 
 

Engage parent 
about the impact 
of their mental 
illness on their 
child; 

 * *     * *  *  *  * * 

Directly 
supporting the 
parent to parent; 

* * * *  * * * * * * * * * * * 

Supporting the 
mother-infant 
relationship;  

* * * *  * * * * * * * * * * * 

Supporting the 
child via the 
parent such as, 
interventions 
which are solely 
mother focused; 

   *       *      

Provide 
psychoeducation 
to parent; 

    *      *     * 

Providing 
information to 
the partner, to 
support the 
mother. 

   *             

Medium 
(3)  
  

Support for 
partner and 
family members 
to help meet their 
own needs;   

   * *      *  *  *  

Engage in 
separate work 
with different 
family members;   

   * *            
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Referral of 
family members 
to other services 
for support. 

    *      *     * 

High (5) 
 

Assessment of 
family 
functioning as a 
whole; 

                

Engage in work 
with the family 
as a whole. 
Which may 
include work 
such as; 
‘‘Wraparound’ 
services aim at 
all family 
members and 
family case 
management; 

                

Family inclusive 
mother and baby 
units, such as 
facilities and 
support also 
provided for 
partners;  

                

Structured formal 
family 
treatments: 
family group 
conferencing, 
behavioural 
family therapy, 
systematic family 
therapy, intensive 
family support. 

                

Total score  2 3 3 10 10 2 2 3 3 2 11 2 6 2 6 7 
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2.2.6 Data synthesis 

 A narrative synthesis was conducted on all included studies (Popay et al., 2006). 

Narrative synthesis refers to ‘an approach to the systematic review and synthesis of 

findings from multiple sources and relies primarily on the use of words and text to 

summarize and explain the findings of the synthesis’ (Popay et al., 2006, p. 5). 

Following the guidelines of Popay et al., (2006), analysis of included studies 

consisted of firstly, extracting descriptive characteristics to produce a textual 

summary of results, as described in the data extraction phase. Secondly, each study 

was read and reviewed in-depth which enabled the exploration of relationships both 

within and between the studies. Finally, these relationships were compared and 

contrasted across the studies to identify themes relevant to FFP. Once the themes 

were identified, they were reviewed independently by a second reviewer. The 

findings of the synthesis were then presented in a way that ‘tells the story’ of the 

findings from included studies, as suggested by Popay et al., (2006).         

 

2.3 Results 

2.3.1 Overview of included studies  

Thirteen qualitative and three mixed methods studies published between 

2005-2016 were included in the review. Seven studies were conducted in the UK, 

five in Australia, two in the USA, one in Finland and one in Sweden. The combined 

total of participants across the fifteen studies amounted to 587 individuals. Sample 

sizes ranged from one (Fletcher, 2009) to one hundred and sixty-eight (Orford, 

Templeton, Patel, Velleman, & Copello, 2007). A breakdown of individual sample 
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sizes and countries of origin are detailed in Table 2.3. The majority of participants in 

the studies were professionals: eight studies included health visitors, five included 

health visitors and other professionals, and two included health visitors and mothers. 

One study exclusively focused on fathers. Seven of the studies reported generally on 

mental illness during the postpartum period, six studies reported specifically on 

postnatal depression and three studies reported on substance misuse. The 

characteristics of included studies can be found in table 2.3. 
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Table 2.3 Studies characteristics  

 

Author, 
country, 
quality 
appraisal 
score, and FFP 
rating   

Study 
design  

Methods of 
data 
collection  

Participant 
characteristics  

Terminology 
used to 
describe 
mental illness 
under 
investigation  

Aims   Findings  

LeCroy & 
Whitaker 
(2005), USA 

(12/14) 

(2/35) 

Mixed 
methods 

 

 

Focus group 
and a survey  

Health visitors (n=91). 

 

 “Mental 
illness”, 
“substance 
misuse”, and 
“mental health 
problems”.    

To use an 
ecological 
assessment model 
to obtain a better 
understanding of 
difficult situations 
that health visitors 
confront when 
implementing 

Health visitors found working with 
limited resources the most difficult part 
of the job; 

Difficulties arose when substance use 
was present and when working with 
uncommitted or unmotivated families;  

Difficulties arose when working with 
families who were in constant crisis; 
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home visitation 
services. 

Over 80% of health visitors had 
confronted domestic violence, substance 
abuse, and mental illness.  

Borglin et al., 
(2015),  Sweden 

(11/14) 

(3/35) 

Qualitative -
descriptive 
design and 
content 
analysis  

Semi-
structured 
interviews 

Public health nurses 
(n=8).  

 

 “Mental ill 
health”, and 
“mental 
health”.  

Investigated public 
health nurses’ 
(PHN) perceptions 
and experiences of 
mental health and 
of preventing 
mental ill health 
among women 
postpartum.  

External influences on postpartum 
mental health: changing society; ideal 
picture of motherhood; lack of social 
networks which increased vulnerability; 

Continuity and good communication 
were seen as essential for the PHN to be 
seen as supportive by mothers; 

In deprived neighbourhoods, there were 
higher levels of mental ill health;  

There are inherent difficulties in 
screening for and preventing postpartum 
mental ill health.   

Drennan & 
Joseph (2005), 
UK  

(11/14) 

(3/35) 

Qualitative -
exploratory  

Semi-
structured 
interviews 

Health visitors (n=13).  

 

 “Mental 
health 
problems”.  

Describe health 
visitors’ 
experiences 
working in Inner 

London and 
identifying and 
addressing the 
health needs of 
refugee woman in 

Complexity of the relationship between 
health visitors and clients who are 
refugees; 

Health visitors acknowledged that they 
are more likely to prioritise the child’s 
needs over the mothers;  

 Health visitors perceived successful 
outcomes of their work rewarding; 
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the first 3 months 
after the birth of a 
baby. 

Health visitors described working with 
asylum seekers and refugees as being 
emotionally difficult.  

 

Orford et al., 
(2007), UK 

(11/14) 

(10/35) 

Qualitative -  
Exploratory 

Semi-
structured 
interviews  

GPs (n=61); Health 
visitors (n=69); 
Practice nurses 
(n=38).  

“Substance 
misuse 
problems”.  

Presents the views 
of participating 
professionals 
regarding the value 
of the intervention 
(5 step 
intervention), the 
difficulties in 
carrying it out, and 
the prospects for its 
future use in 
primary care. 

Most professionals had not worked with 
family members in relation to substance 
misuse, although they knew it was an 
issue;  

Professionals perceived a lack of time to 
work with family members;  

Family member may present as having 
physical, psychological problems, before 
it is known that there is problems in 
coping with excessive drinking or drug 
taking of a relative.  

Belle & Willis 
(2013),  
Australia 

(10/14) 

(2/35) 

 

Qualitative -
interpretive  

 

Semi-
structured 
interviews 

Child and family 
health nurses (n=10).  

“Postnatal 
depression 
(PND)”, and 
“maternal 
sadness”,  

Child and family 
health nurse’s 
(CHNs) 
perceptions and 
understanding of 
women’s emotional 
issues after child 
birth and how these 

CHNs hold an alternative understandings 
of maternal sadness which is distinct 
from the dominant medical 
understanding;  

The understandings of maternal distress 
held by CHNs enabled them to identify 
women’s psychosocial needs within the 
broad context; 
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inform their 
practice.  

CHN draw upon  practice expertise and 
experience in assessing and managing 
PND; 

CHNs have a specialist knowledge base 
that enables them to exercise autonomy. 

Chew-Graham, 
et al., (2009), 
UK  

(10/14) 

(2/35) 

Nested 
Qualitative 
study 

Semi-
structured 
interviews 

GPs (n=19); Health 
visitors (n=14); 
Women (n=28), 
participating in a 
randomised controlled 
trial.  

“Postnatal 
depression”.   

Explore views 
about how 
disclosure of 
symptoms of 
postnatal 
depression might 
be facilitated or 
hindered during the 
primary care 
consultation.  

If a GP is perceived as not willing to 
listen, this inhibited a women’s ability to 
disclose PND; 

Both GPs and health visitors described 
the current systems of care as hindering 
disclosure of symptoms of postnatal 
depression; 

Women may decide not to seek help with 
their symptoms and distress if they 
thought that medication would be the 
only treatment; 

A whole systems approach would 
facilitate women’s willingness to 
disclose.  

Rollans et al., 
(2013), 
Australia  

(10/14) 

Qualitative- 
Ethnographic  

Observation 
and discussion 
groups  

Child and Family 
Health Nurses 
(CFHNs) (n=83).  

“Postnatal 
depression”. 
“poor perinatal 
mental health”, 
and “mental 

Examines the 
approach (actions 
and interactions) 
that CFHNs take to 
conduct 

Nurses prioritised establishing a rapport 
with the woman during initial visits; 
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(3/35) health 
problems”.  

psychosocial 
assessment and 
screening in the 
early postnatal 
period. 

Nurses utilise intuition and expertise in 
the assessment of a women’s social and 
emotional well-being; 

Tools for assessment and screening may 
be limiting if they are the only approach 
used to assessment; 

Health visits are crucial in the assessment 
of the woman and any ‘risk’ to the infant 
also included observing the home 
environment. 

 

Zeanah et al., 
(2006), USA 
 

(10/14) 

(3/35) 

Qualitative –
Grounded 
theory  

Focus group 
and a 
questionnaire  

Nurses (n=9).    “Mental 
health 
problems”, 
“mental health 
issues”, 
“mental health 
diagnoses”, 

“mental health 
conditions”, 
“mental 
disorders”, and  
“mental health 
concerns” 

To explore nurses’ 
experiences in the 
Louisiana 

Nurse Family 
Partnership, 
capturing both the 
potential impact of 
augmenting nurse 
teams with a 
mental health 
professional and 
cataloguing the 

Mental health problems impacted the 
average case load of 15 to 20 families 
served; 

There are varying degrees of confidence 
in recognising mental health diagnoses; 

The emotional impact of the work; 

Relationships formed with mothers and 
their babies were rewarding.  
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nurses’ personal 
reflections. 

Chew-Graham, 
et al., (2008), 
UK 

(9/14) 

(2/35) 

A nested 
qualitative 
study  

 

Semi-
structured 
interviews 

GP’s (n=19); Health 
visitors (n=14).  

“Postnatal 
depression”.   

To explore the 
views of GPs and 
health visitors on 
the diagnosis and 
management of 
postnatal 
depression. 

GP and health visitors attribute a 
psychosocial aetiology to postnatal 
depression;  

Ambivalence about the status of 
postnatal depression as a separate 
condition; 

Lack of resources for referral to other 
services;  

Ambivalence from health visitors and 
GPs about each other’s role in PND 
management; 

Organisational changes impact on patient 
care with no one taking overall 
responsibility for women with PND. 

Moy, et al., 
(2007), UK 

(9/14) 

(11/35) 

Qualitative – 
inductive  

Reflective 
accounts of 
professionals 

Community midwife 
(n=1); Public Health 
Nurse (n=1); General 
Practitioner (n=1); 
Specialist Addiction 
Nurse (n=1). 

“Drug 
misuse”.  

To explore the 
challenges health 
professionals 
encounter 
supporting families 
of drug misusers, 

During the initial care stages specialist 
addictions support and co-ordination of 
health and social care is crucial;  

Professional differences in emphasis 
between those who focus on the 
parent/child unit, and those who 
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with parenting 
responsibilities. 

differentiate between needs of the adult 
and the child;  

Professionals should have the 
opportunity to identify and access 
training regarding drug-using parents. 

Psaila et al., 
(2014), 
Australia  

(8/14) 

(2/35) 

Mixed 
methods – 
qualitative 
component 
was 
interpretive  

Focus group, 
survey, and 
semi-
structured 
interviews  

Participants (n=33) 
included: managers, 
CFH nurses, 
midwives, GPs, 
support workers, 
allied health, 
Aboriginal health 
workers and 
community health 
professionals. 

 “Mental 
health 
problems”.  

  

To describe 
innovations to 
improve continuity 
for women and 
their babies, 
focused on the 
transition between 
maternity and 
Child and Family 
Health (CFH) 
services.  

CFH work together with maternity teams 
to provide continuity for mothers with 
mental health problems; 

Effective innovations need to reinforce: 
collaborating for change, connecting 
early, and a team approach and 
flexibility; 

Multi-disciplinary collaboration was 
essential for effective transition of 
mothers with mental health problems 
from maternity to CFH services.   

Whittaker et al., 
(2016), UK  

(8/14) 

(6/35) 

Qualitative - 
exploratory 

Focus group  GPs (n=3); 
Community Midwives 
(n=4); Public Health 
Nurses (n=3); 
Community 

“Drug 
misuse”.  

To explore the 
views and 
experiences of 
healthcare 
professionals in 
relation to 
providing parenting 

Practice driven by a child protection 
agenda, rather than a parenting or family 
support model which utilised a strengths-
based approach; 

Resource constraints were seen as a 
barrier to providing effective parenting 
support; 
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Addiction Nurses 
(n=5); Consultant 
Psychiatrist (n=1).  

 

 

support for drug-
using parents.  

Scarce availability of services for 
vulnerable families; 

Professionals feel ill equipped to assess 
parenting capacity;  

Drug-using parents pose significant 
clinical risk, especially pregnant women 
and parents of young infants.  

McIntosh & 
Shute (2007), 
UK 

(7/14) 

(2/35) 

Qualitative - 
longitudinal  

Semi-
structured 
interviews  

Health visitors (n=14); 
First-time and 
experienced mothers 
(n=13).   

 

 “Mental 
health”.  

To gain insight into 
aspects of the 
Starting Well 
demonstration 
project, programme 
delivery, how the 
programme was 
operationalised ‘on 
the ground’ and 
how it was 
experienced by 
parents. 

Most mothers appreciate intensive levels 
of support in the first few weeks of their 
infant’s life; 

Value of the relationship built over time 
in developing trust; 

Services located in the home, facilitated 
an intimate knowledge of family 
problems and styles of parenting;  

Person-centred and non-directive 
approach to providing support is more 
likely to secure mothers’ engagement.  

Tammentie et 
al., (2013), 
Finland  

5/14) 

Qualitative – 
Grounded 
theory  

Open 
interviews  

Public health nurses 
(n=14).  

“Postnatal 
depression”.  

To explore the 
experiences of 
PHNs and their 
interaction with 
families at a child 

Listening to the parents is an essential 
part of the family’s visit; 
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(6/35) health clinic in 
connection with 
mothers 
experiencing PND. 

Flexibility in appointments helps mothers 
and families when they are not doing 
well;  

The PHN should arrange appointments 
so the whole family can attend together; 

Inherent difficulties in identifying PND.  

Fletcher (2009), 
Australia  

(2/14) 

(7/35) 

Qualitative -
Case study  

Observation 
and semi-
structured 
interviews 

Fathers (n=1).  “Postnatal 
depression”, 
and 
“depression”.  

To illustrate how 
supporting the 
father, in cases 
where mothers 
have PND, can 
assist in alleviating 
symptoms and 
improve family 
functioning.   

Father–infant and mother–infant 
relationships may be assisted by early 
intervention services directed at the 
father; 

Fathers have an important role in their 
infant’s development but were not 
considered as a “helper” to the mother; 

Early intervention with families should 
consider the fathers perspective; 

The importance of recognise the fathers’ 
role in supporting the mother.   
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Fraser, Grant & 
Mannix (2016), 
Australia 

(8/14)  

10/35) 

  

Qualitative  Semi-
structured 
interviews  

16 Maternal and Child 
Health Nurses 
(MCaFHN) 

“Mental 
health” 

To explore and 
describe 

MCaFHNs’ 
perception of their 
role across all 
states and 

territories in 
Australia. 

All but one participant said they assessed 
and supported maternal mental health as 
a core activity. 

Participants described a holistic and 
family-centred practice ‘that is inclusive 
of the whole family’. 

MCaFHNs evaluated paternal feelings, 
mood, and coping strategies. 

 One participant thought ‘fathers are 
often left out’ and did feel confident in 
her skills or knowledge pertaining to the 
assessment of mental health in fathers. 

MCaFHNs needed high levels of 
qualification because the work is so 
complex. 
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2.3.2 Quality assessment of included studies  

The overall average quality of included studies was nine, with scores ranging 

from two to twelve (lower scores indicate lower quality). Individual quality appraisal 

scores are detailed in Table 2.3. The majority of studies included a clearly stated 

research question, evident in fifteen out of the sixteen studies. Failure to clearly 

detail the role of the researcher, study limitations and inadequate information on the 

data collection and analysis process were the most frequently observed 

methodological flaws.   

2.3.3 Introduction to the synthesis of findings  

The narrative synthesis resulted in three main themes: a) parents’ needs 

regarding health visitors’ FFP, b) the ambiguity of mental illness in health visiting, 

and c) challenges of family focused practice in health visiting. These were developed 

by extracting and synthesising the findings from each individual study. The findings 

were then categorised into themes. Each theme is discussed below.  

 

2.3.4 Parents’ needs regarding health visitors’ FFP.   

Predominantly, parents expressed the desire for services that were flexible, 

(McIntosh & Shute, 2007; Psaila et al., 2014; Rollans et al., 2013; Tammentie et al., 

2013) , reliable (Borglin et al., 2015), and family focused (Chew-Graham et al., 

2009; Fletcher, 2009; McIntosh & Shute 2007; Tammentie et al., 2013). Practice 

which elicited these qualities encouraged the building of a trusting relationship 

(Fraser, Grant & Mannix, 2016; McIntosh & Shute, 2007), disclosure of mental ill 

health (Tammentie et al., 2013), and engagement in services (McIntosh & Shute, 
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2007). However, these qualities are underpinned by the power of the relationship 

between family and the health visitor (Chew-Graham et al., 2008; McIntosh & Shute, 

2007; Rollans et al., 2013; Zeanah et al., 2006; Fraser, Grant & Mannix, 2016). 

While this strong connection may result in mutual benefits (Chew-Graham et al., 

2008; Rollans et al., 2013), the intense connection, particularly in emotionally 

challenging situations, could also potentially lead to issues with maintaining 

boundaries, which may lead to health visitors feeling overwhelmed, depleted and 

burnt out (Zeanah et al., 2006).  

While studies (8 out of 16) reported the needs of parents in their findings, 

only two of those included mothers (Chew-Graham et al., 2009; McIntosh & Shute, 

2007) and only one included fathers (Fletcher, 2009) within their sample. The 

remainder (n= 5) exclusively focused on the needs of parents from the professionals 

perspective. While none of the studies included both mothers and fathers in their 

sample, within their findings some still claimed to report the views of parents. For 

example, McIntosh & Shute (2007) explored how the process of health visiting 

resulted in parents’ perceptions of being supported, through semi-structured 

interviews with health visitors and mothers. While the authors acknowledge that they 

were primarily interested in health visitors’ practice with mothers and their infants, 

the absence of fathers in their sample reduces the confidence to which their results 

provide an accurate account of parents’ perspective of support. In addition, five of 

the studies reported the needs of parents from the health visitors’ perspective. For 

example, Tammentie et al., (2013) found that flexibility in appointments helps 

mothers and families when they are not doing well. However, this finding would 

have been strengthened if the first-hand accounts of parents were also incorporated, 

in addition to the health visitors.  
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2.3.5 The ambiguity of mental illness in health visiting. 

There are many difficulties associated in the screening and identification of 

post-natal depression (PND) (Belle & Willis, 2013; Borglin et al., 2015; Chew-

Graham et al., 2009; Rollans et al., 2013; Tammentie et al., 2013; Zeanah et al., 

2006). There appears to be discrepancies in the use of the term ‘PND’, with 

difficulties in distinguishing between normal post-pregnancy blues and PND (Chew-

Graham et al., 2008; Chew-Graham et al., 2009). This creates complexity for 

diagnosis, as PND is not seen or classified as separate from depression (Chew-

Graham et al., 2008; Chew-Graham et al., 2009). For some, a contributing factor to 

this complexity is health visitors’ alternative understanding of PND, which is distinct 

from the dominant medical understanding: distinguished by the use of medication for 

treatment, offering a platform for a more holistic approach to practice (Belle & 

Willis, 2013).  However, this holistic understanding may be beneficial for the 

recognition of women who do not have diagnosable PND (Zeanah et al., 2006), as it 

is not restricted by medical definitions (Belle & Willis, 2013). Discrepancies in the 

definition of PND further add to the difficulties in the management of PND (Chew-

Graham et al., 2008; Fletcher, 2009; Whittaker et al., 2016; Zeanah et al., 2006). 

Reorganisation and changes to the health visiting role are thought to contribute to the 

lack of clarity around roles and responsibilities for the management of PND (Chew-

Graham et al., 2008). 

Limited numbers of health visitors and support services to refer mothers with 

PND on to, further compounded difficulties in the identification and treatment of 

PND ( Chew-Graham et al., 2008; Fraser, Grant & Mannix, 2016; LeCroy & 

Whitaker, 2005; Orford et al., 2007; Whittaker et al., 2016). Consequently, limited 
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scope for referral deters health visitors from identifying PND, as they perceive they 

are unable to effectively support mothers with this condition (Chew-Graham et al., 

2008).  

 

2.3.6 Challenges of family focused practice in health visiting.  

Studies included in the review viewed supporting family members as a vital 

element of health visiting (Drennan & Joseph 2005; Fletcher, 2009; Fraser, Grant & 

Mannix, 2016; Moy et al., 2007; Orford et al., 2007; Tammentie et al., 2013; 

Whittaker et al., 2016; Zeanah et al., 2006), and is also at the core of FFP (Foster et 

al., 2016; Maybery et al., 2015; Ward et al., 2017). Effective FFP, entails health 

visitors taking a holistic approach to families, a flexible approach to practice, and 

drawing on family strengths (Fraser, Grant & Mannix, 2016; Tammentie et al., 

2013).  

Notwithstanding the importance of FFP, effective implementation is not 

without its demands (Fraser, Grant & Mannix, 2016; Moy et al., 2007; Whittaker et 

al., 2016; Zeanah et al., 2006). Fear of blame, and of child protection cases going 

‘wrong’, has led to risk adverse management, defensive practice, and services driven 

by child protection agendas rather than family support needs (Whittaker et al., 2016). 

Moreover, health visitors indicated that they are constrained by policy and 

procedures, suggesting that it takes away from their work with families (Fraser, 

Grant & Mannix, 2016). There is added complexity when mothers who have mental 

illness, are also impacted by family risk factors, such as; domestic violence, lack of 

family and social support, financial difficulties or unstable accommodation (Fraser, 

Grant & Mannix, 2016; Zeanah et al., 2006). Health visitors may also be faced with 
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ethical dilemmas, when the rights of the child conflict with the rights of the parent 

(Moy et al., 2007); in which the health visitor must address and prioritise multiple 

and sometimes conflicting needs. Fleck-henderson, (2000) suggest that when the 

mother and child are both at risk, professionals need to ‘see double’ (p. 333) and to 

consider needs of both parties and draw upon knowledge and values of both a child 

protection and women’s advocacy perspective. These challenges are further 

compounded by health visitors feeling ill-equipped to deal with the complex issues 

of mental illness and substance misuse (Moy et al., 2007; Orford et al., 2007; Zeanah 

et al., 2006). It is therefore increasingly recognised that in order for health visitors to 

engage in FFP, further specialist mental illness training is needed (Drennan & 

Joseph, 2005; Moy et al., 2007; Orford et al., 2007; Tammentie et al., 2013; Zeanah 

et al., 2006). 

Challenges of whole family working in health visiting are further 

compounded by the lack of a clear definition of FFP and inconsistent application of 

the term, demonstrated in 15 out of the 16 papers. For example, Moy et al. (2007) 

explored the challenges identified by health professionals working with families who 

misuse drugs in relation to family parenting responsibilities, referring to the term 

‘family focused support’. While they provide justification of the importance of 

working with the whole family, and clear aims and objectives of the study, they 

provide no definition of the term ‘family focused support’. The absence of a 

definition limits the conceptualisation of the term for further research.  
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2.4 Discussion 

This chapter has presented the findings of a qualitative systematic review of 

the literature on health visitors’ FFP with mother who have mental illness and their 

families. The review identified three main themes: parents’ needs and health visiting, 

the ambiguity of mental illness in health visiting, and the challenges of family 

focused practice in health visiting. Further exploration of the themes identified 

problematic areas for consideration. Namely, the limited views of service users, a 

lack of distinction between mental health and mental illness, and a lack of continuity 

in how family focused practice is defined. Each of which will be discussed in turn.  

One of the main findings  highlighted in the review, was the desire for 

services that were flexible, (McIntosh & Shute, 2007; Psaila et al., 2014; Rollans et 

al., 2013; Tammentie et al., 2013) , reliable (Borglin et al., 2015), and family focused 

(Chew-Graham et al., 2009; Fletcher, 2009; McIntosh & Shute 2007; Tammentie et 

al., 2013). While this theme purported to consider parents’ needs, further exploration 

highlighted the limited views of service users, with those providing parents 

perspectives, mainly doing so from the perspectives of mothers. This finding further 

supports the lack of partners’ perspective in research discussed in chapter one. This 

approach could be considered inadvisable due to the loss of important perspectives of 

each group (mothers, fathers and professionals). A family systems perspective posits 

that families are complex units composed of individuals with different experiences 

and needs (Marks, Chun Bun & McHale, 2009). Therefore, it is helpful to include 

family members and professionals who may have differing perspectives of the family 

unit (Rose, & Thornicroft, 2006); ‘each reality making complete sense to the 

participant who sees it’ (Chen & Wong, 2007, pp. 126). This approach can be used to 

highlight multiple and possibly heterogeneous viewpoints, and representations and 
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roles (Chen & Wong, 2007), that may be partial, limited and perhaps distorted when 

a single, combined perspective is adopted (Wilber, 2001). Based on these findings, 

and the complexity of FFP, this thesis sought to obtain a more comprehensive and in-

depth understanding of health visitor’s FFP, through including mothers, partners, and 

health visitors.  

Mental illness is without doubt a sensitive topic (Morris & Stuart, 2002; 

Woodall et al., 2010), and an issue that impacts family members in different ways. 

This brings to light the appropriateness of reporting the views of parents, on the basis 

of data collected solely from mothers. In exploring health visitors’ FFP, 

consideration must be given to the varying degrees to which mothers and fathers may 

be supported. While there have been attempts to improve health visitors’ engagement 

with fathers, it is widely acknowledged that health visitors primarily work with 

mothers (Bateson et al., 2017; Cowley et al., 2013; Humphries & Nolan, 2015) , thus 

the mother and fathers experiences of FFP will vary. In addition, individual 

experiences may be lost when a parents’ perspective is reported through the 

professionals’ perspective. For example, the first-hand experiences of service users 

may become diluted if captured through a secondary source (e.g. health visitors) 

(Beresford, 2013; Mjosund et al., 2016). That is not to say that the health visitors’ 

perspective is not of value. However, what may be more advisable is to use a multi-

perspective approach to research (Mjosund et al., 2016). Again, this further 

emphasises the importance for this thesis to elicit the views of mothers and partners, 

in addition to that of the health visitors.  

A further finding was that the majority of the studies (13 out of 16) focused 

on general maternal mental health or PND, while few explored other mental illnesses 

(e.g. postpartum psychosis, bipolar, post-traumatic stress disorder) during the 
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postnatal period or those that pre-dated pregnancy, including enduring mental illness. 

While it is acknowledged that is it not within the role of the health visitor to 

diagnosis mental illness, they are expected to support mothers with varying types of 

mental illness. Therefore, their role will ultimately vary in accordance with whether 

the mother is mentally healthy or has a mental illness and in accordance with the type 

of mental illness that the mother has. Studies which focused on general mental health 

did not account for the distinction between the terms ‘mental health’ and ‘mental 

illness’ (e.g… Zeanah et al., 2006). As previously discussed in chapter one, while the 

two terms are used interchangeably, mental health refers to an overall state of mental 

well-being, whereas mental illness refers to a recognised and diagnosable disorder 

(American Psychiatric Association, 2013). In addition, due to the distinct needs of 

both the individual with mental illness and their family (Morris & Stuart, 2002; 

Nicholson et al., 2001), the health visitors’ role and FFP should differ with mothers 

who have mental illness that with those that do not.    

While it is acknowledged that there is a high prevalence of PND (Bauer et al., 

2014), it is not the only mental illness to affect mothers and their families. Moreover, 

studies that explored PND provided limited information on the included mother’s 

duration or stage of PND (Chew-Graham et al., 2009; Rollans et al., 2013). By 

failing to do so, it is unclear whether they have accounted for the thirty percent of 

women who remain unwell beyond the first year of childbirth, and those at high risk 

of subsequent postnatal and non-postnatal relapse (Cooper et al., 2009; Goodman, 

2004), limiting the replicability for further research. Similarly, by not considering 

other mental illnesses, studies have not accounted for the heightened risk of relapse 

for those with bipolar disorder and psychosis following childbirth, with those with 

bipolar disorder having a one in five risk of recurrence within the first few months of 
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childbirth (Di Florio, 2013; Munk-Olsen, 2009). In addition, viewing PND in 

isolation may imply that PND is distinct from depression. However, the postnatal 

period can be both a time when depression first presents or maybe a recurrence of  

pre-existing depression, with both  referred to as PND (Jones, 2012; Perfetti, Clark & 

Fillmore, 2004). This is further supported by confusion in the classification of 

psychiatric disorders during the postpartum period. The Diagnostic and Statistical 

Manual of Mental Disorders (DSM) (American Psychiatric Association, 2013) and 

the International Classification of Diseases (ICD) (World Health Organization, 1992) 

state that PND and postnatal psychosis are not separate nosolgical entities, but 

merely represent episodes of mood disorder triggered by childbirth. When 

considering FFP, an exclusive focus on PND does not reflect the broad range of 

mental illnesses that impact both mothers and families. With evidence suggesting 

that while there is heightened risk associated with some types of mental illness 

following childbirth, the risk is more associated with onset, severity, and duration of 

the mental illness (Goodman & Gotlib, 1999; Mattejat & Remschmidt, 2008).  

Recognising the problematic distinction between pre-existing mental illness and 

those with peripartum onset, it is advisable to be inclusive when considering a range 

of mental illness. Given these findings, this thesis will consider a broad range of 

maternal mental illness, including those that are pre-existing to pregnancy and those 

with peripartum onset.  

A further finding of this review suggests that while all studies considered the 

importance of holistic care, few studies explained what holistic care entails. 

Although all the studies discussed FFP at some level, rating the studies against FFP 

activities would suggest that the studies explored lower levels of FFP (e.g. discussing 

family issues with mothers on their own). While the studies in this review may 
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suggest that current health visiting is less family focused, the lack of consistency and 

continuity of a definition, limits the conclusions that can be drawn. The lack of 

conceptual clarity of FFP is further evidenced by the inconsistent terminology 

employed within the studies, with only one employing the term ‘FFP’ (Moy et al., 

2007). Foster et al. (2016) similarly report this problem within the mental health 

literature highlighting the lack of a consistent definition. An agreed upon definition is 

ideal to provide clarity for future research on FFP within health visiting and other 

disciplines. However, as discussed in chapter 1, a starting point is to examine family 

focused activities to clarify what FFP actually entails. After which, a definition of 

FFP can be formulated base upon these activities.  

 

2.4.1 Limitations 

Although all reviewers were consistent in their application of the inclusion 

criteria for FFP during screening, the term FFP does not have a standardised 

definition, and is used interchangeably with other terms. This limitation was 

addressed by using theoretical frameworks of FFP and reviewing the literature, 

which provided common principles and activities to which the inclusion criteria 

could be developed. The activities in Table 1.1 chapter 1 are based upon theoretical 

frameworks and existing literature (Foster et al., 2016; Grant & Reupert, 2016; Grant 

et al., 2016; Hogg, 2013; Morris et al., 2008).  As no resources were available for 

translation, only papers published in English were accepted in the review. It is 

therefore possible that some of the international literature on health visiting and FFP 

with mothers who have a mental illness may have been missed. This could also 

explain the over representation of studies from higher income countries.  
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2.4.2 Recommendations for practice and research  

This review has highlighted the need for further studies to explore FFP in 

health visiting, eliciting a standardised continuum of FFP as present in table 1.1 

within the present thesis (chapter 1). The majority of studies included in this review 

focused on either health professionals or mothers’ perceptions of FFP, while there 

was a lack of the partners’ perspective. Further research should adopt a multi-

perspective approach to FFP in health visiting, which examines the perspectives of 

health visitors, mothers and partners within one study.  Further research should 

explore health visitors’ FFP with both mothers who have postnatal mental illness and 

pre-existing mental illness.  

Health visitors working with mothers with mental illness should consider the 

family as a whole, not just as a support for the mother but as service users in their 

own right. Health visitors should offer flexible services, emphasising the relationship 

between professional and family and actively listen to the concerns of all family 

members. Although the studies in this review mostly considered PND, health visitors 

should be aware that this is not the only mental illness to impact women in the 

postnatal period; those with pre-existing mental illness are also at risk. Health 

visitors working with families impacted by maternal mental illness should undertake 

more training to expand their knowledge and skills when working with a range of 

mental illnesses. Barriers such as limited resources, increased caseloads and risk 

adverse practice should be addressed, to facilitate health visitors to engage in more 

sophisticated levels of FFP.  
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2.4.3 Conclusions  

This chapter has presented the findings of a qualitative systematic review of 

the literature on health visitors’ FFP with families impacted by maternal mental 

illness and substance misuse. Maternal mental illness is a major global public health 

issue, impacting many children and families. FFP has been shown to be beneficial, 

having both successful short and long term outcomes (e.g. reduced risk of relapse of 

mental illness, and reduced burden of care for families). However, health visitors, 

families and mothers with mental illness experience many challenges in relation to 

FFP with mothers who have mental illness and their families (e.g. constraints of 

policy, balancing the rights of the child with that of the parents, lack of knowledge, 

and families with multiple risk factors). These identified challenges have added to 

the burden on existing services, which calls into question the ability of health visitors 

to engage in meaningful FFP. Thus, there is a need for a deeper understanding of 

how FFP can be effectively embedded in health visiting, in the context of these 

challenges. In addition, while barriers to FFP have been identified, there is little 

known about what facilitates and enables FFP in health visiting. The findings from 

this qualitative systematic review have highlighted the need for further exploration of 

the experiences of FFP, from the perspectives of not only health visitors but also 

mothers and partners. Moreover, this review points to the necessity of this mixed 

methods study to explore health visitors FFP from multiple perspectives and to 

identify factors that enable or hinder it.  

As discussed in section 2.2.1. due to the distinctive nature of the qualitative 

and quantitative research identified through the systematic searches, it was deemed 

that it would be more appropriate to divide these into two separate and distinct 

systematic reviews. Chapter three presents the second quantitative review and meta-



64 
 

analysis, which examined research that focused on the effectiveness of health visitor 

delivery of family focused interventions and treatments for maternal mental illness.  
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Chapter 3: The effectiveness of family focused health visiting interventions 

for mothers with mental illness: a meta-analysis and systematic review 

*Adapted from the publication: Leonard, R. A., Linden, M., & Grant, A. (under 

review). Systematic review and meta-analysis of family focused home visiting for 

maternal mental illness and substance misuse. Journal of Nursing Research  
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3.1 Introduction 

In this chapter the results from the second systematic review and meta-

analysis are presented, with a focus on the effectiveness of health visitors’ family 

focused interventions in reducing mothers’ mental illness. This chapter begins with 

outlining the systematic search strategy, and the inclusion and exclusion criteria 

adopted. This is followed by a meta-analysis of interventions for both depression and 

maternal stress. This is followed by a narrative analysis of those studies that could 

not be included in the meta-analysis.  

As discussed in chapter one, there has been little attempt to review and 

synthesise the health visiting literature on FFP. In addition, researchers who have 

examined family focused health visiting interventions, such as the Nurse Family 

Partnership (Olds, Kitzman, Hanks, Cole, Anson, Sidora-Arcoleo, Bondy, 2007) or 

Mellow Parenting (Puckering, 2004), have considered high risk samples and 

specialist interventions that are not transferable to standard health visiting. This has 

resulted in limited knowledge on the effectiveness of family focused interventions in 

health visiting. 

Currently there is one other literature review (Ammerman, Putnam, Bosse, 

Teeters, & Van Ginkel, 2010) that explores home visiting and maternal depression, 

however, this was not a systematic review and the authors neglected to provide any 

information on their methods resulting in an inability to replicate their findings. 

Moreover, while the review considered home visiting, it is unclear if they have 

exclusively examined the health visiting profession or included all home visitation 

professions, such as, social services, family nurse partnership and paraprofessionals. 

The findings of Ammerman et al., (2010) may therefore not be transferable to health 

visiting. The inclusivity of the term health visiting, can be seen in other studies 
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examining home visiting for maternal mental illness, and is largely evident in USA-

based studies (Duggan, McFarlane, Fuddy, Burrell, Higman, Windham, Sia, 2004; 

Olds, Kitzman, Hanks, Cole, Anson, Sidora-Arcoleo, Bondy, 2007; Thomas, 2004).  

In the absence of a specific focus on health visitors within systematic reviews and 

meta-analyses this review sought to determine the effectiveness of current family 

focused health visiting treatments and interventions for mothers with mental illness.   

3.2 Methods 

3.2.1 Eligibility Criteria 

Criteria for inclusion in this review consisted of peer-reviewed empirical 

studies which were family focused, and examined health visiting family focused 

treatments, or interventions for maternal mental illness. As described in chapter one 

and two, to determine whether studies were family focused the literature was 

screened to extract a continuum of family focused activities. These were used to 

determine the extent to which a paper was family focused, and subsequently rate the 

included studies (see table 1.1, chapter 1). Recognising the relationship between 

mental illness and substance misuse (Kessler et al. 1996; National Institute on Drug 

Abuse, 2011), studies that focused on mothers solely with substance misuse, without 

the co-existence of a mental illness, were included, in addition to studies that focused 

on mothers with mental illness. As no resources were available for translation, only 

papers published in English were accepted for review.  

Exclusion criteria included review articles, editorials, commentaries, and 

qualitative research. Since the focus was on health visitors FFP with mother’s who 

have mental illness, studies which exclusively focused on child, adolescent or 

paternal mental illness were excluded. Studies that employed home-based practice 

not delivered by health visitors were also excluded (e.g. paraprofessionals, 
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community psychiatric nurses, peer support health visiting or those delivered by 

religious organisations). As stated previously, health visiting is a as ‘a workforce of 

specialist community public health nurses (specialised midwives or nurses) who 

provide expert advice, support and interventions to families with children’ (NHS 

Enlgand, 2014, pp. 34).  In the event where it was unclear whether health visitors had 

been included in a research study, the corresponding author was contacted for 

clarification.  

 

3.2.2 Search strategy and study selection  

As stated in chapter two, the qualitative and quantitative reviews were 

conducted using the same search strategy, however, eligibility criteria, quality 

appraisal, and data synthesis methods differed. The Preferred Reporting Items for 

Systematic Reviews and Meta-Analyses (PRISMA) guidelines were used for the 

conduct and reporting of this systematic review (Moher et al. 2009). Five databases: 

CINAHL, Medline, PubMed, Web of Science and Maternity and infant care, were 

systematically searched initially between October and November 2016; which 

identified 13 papers using a predetermined search strategy. The searches were re-run 

and the systematic review was updated in April 2019 (re-run searches revealed one 

new paper). A full list of search terms are outlined in chapter 2 Table 2.1. Screening 

was conducted independently by two reviewers based on inclusion and exclusion 

criteria. Where there was uncertainty regarding the eligibility of a particular title or 

abstract the record was retained for full-text screening (n = 120). Following review 

of the full-texts, fourteen studies were identified for inclusion. A PRISMA flow chart 

illustrating this process can be found in Figure 3.1. For full search strategy details see 

chapter 2, section 2.2.1.  
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.  Figure 3.2 PRISMA flow diagram of study selection    
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3.2.3 Data extraction 

Data extraction was performed on all eligible studies (n=24), independently by 

three reviewers using a standardised data extraction template (see appendix 2). 

Disagreements were resolved by discussion between the three reviewers, 

subsequently leaving 14 papers that were deemed to meet the inclusion criteria. 

Information extracted included: study design, intervention description, participant 

characteristics, evidence of family focused practice, description of mental illness 

and/or substance misuse and main findings, including means and standard deviations 

were applicable.  

3.2.4 Quality appraisal  

Quality appraisal was conducted on all included studies. Methodological quality 

was rated independently by the three reviewers. Where disputes arose these were 

resolved through discussion to reach consensus. The National Institute of Health, 

quality assessment tool for observational cohort and cross-sectional studies, was used 

to assess methodological quality of quasi-experimental and observational studies 

(National Institutes of Health. National Heart Lungs, 2014). Each criterion was given 

a score of one. When a criterion was regarded as ‘unclear’ or not conducted it was 

given a score of zero. Randomised Controlled Trials (RCT) were assessed using the 

Cochrane Collaboration’s risk of bias tool which assesses risk of selection, 

performance, detection, attrition and reporting biases (Higgins et al. 2011). Each area 

of bias was judged as ‘high risk’, ‘low risk’ or ‘unclear risk’. Graphical summaries of 

risk of bias were created using Review Manager software version 5.3 (The Nordic 

Cochrane Centre, 2014).   
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3.2.5 Outcomes  

 The review was primarily interested in any type of maternal mental illness, 

however, in order to conduct the meta-analysis consideration was given to outcomes 

that were comparable between the studies and which featured in sufficient studies to 

enable analysis. Subsequently the outcomes of interest focused specifically on two 

types of mental illness, namely depression and maternal stress. Depression was 

measured by mean overall change (from baseline to end point) of depressive 

symptoms assessed by any psychometrically validated tool. Examples of these tools 

included the Edinburgh Postnatal Depression Scale (EPDS) (Cox, Holden, & 

Sagovsky, 1987), the General Health Questionnaire (GHQ-28) (Goldberg & Hillier, 

1979), and the Patient Health Questionnaire (PHQ-9) (Kroenke, Spitzer, Williams, 

Löwe, 2010). In addition, a secondary outcome of parenting stress was included, 

measured by the Parenting Stress Index – Short Form (PSI-SF) (Abidin, 1995). The 

three domains included in the PSI-SF are: parental distress, parent-child 

dysfunctional interaction, and difficult child. The PSI-SF was employed in all studies 

included in the meta-analysis.  

 

3.2.6 Data analysis and synthesis   

Meta-analysis was conducted where at least three studies reported complete 

data on outcomes of depression and maternal stress. Data were entered into Review 

Manager 5.3 for the purposes of conducting meta-analysis. Where data was not 

reported in full, or was unclear, the corresponding author was contacted and asked to 

supply additional details. All studies included in the meta-analysis reported 

continuous data, therefore, the standardised mean difference (SMD) was calculated 

for outcomes measured using different scales and the mean difference (MD) for 
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outcomes measured on the same scale, with 95% confidence intervals (CI). A 

random effects model was applied throughout. Statistical heterogeneity between 

studies was assessed through visual inspection of forest plots and use of the I2 

statistic. One of the nine identified RCT’s (Black et al. 1994) did not report on the 

outcomes of depression or maternal stress, and was therefore  not included in meta-

analyses. For studies (n = 5) which did not employ RCT methods, or which failed to 

report on the outcomes of interest, findings are reported narratively.  

3.3 Results 

3.3.1 Overview of included studies  

Of the 3,677 papers initially identified, 14 studies published between 1994-

2016 were included in the review. These quantitative studies comprised nine 

Randomised Control Trials (RCT), three quasi-experimental studies, one cohort 

study and one case series design. The combined total of participants across the 14 

studies amounted to 5,940 individuals. The number of participants randomised to the 

control and intervention groups in the RCTs ranged from 46 to 2,749. A full 

breakdown of individual sample size and country of origin are detailed in Table 3.1. 

Studies varied in their choice of participant group; these included, mothers (n=9), 

parents (mothers and fathers) (n=4) and relatives (n=1). The primary outcomes of 

interest also varied and included, depression (n=7), general mental health (n=5) and 

maternal parenting skills (n=2). Three of the studies used the Structured Clinical 

Interview for DSM-IV Axis I Disorders to diagnose depression in their sample 

(Ammerman et al. 2015; Ammerman et al. 2013: Cooper et al., 2015), while the 

remainder used various scales to measure symptoms of anxiety (e.g. trait anxiety 

inventory), depression (e.g. Edinburgh Postnatal Depression Scale) or poor mental 

health (e.g. General Health Questionnaire). Of the two studies (Barlow et al., 2007; 
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Brunette et al., 2004) that considered parenting skills as the primary outcome, 

general mental health was a secondary outcome. Four trials utilised psychologically 

informed interventions (i.e. CBT) plus standard care, with the control groups 

receiving standard care (Ammerman et al. 2013, 2015; Horowitz et al. 2013; Morrell 

et al. 2009). Five studies utilised interventions that were based upon holistic models 

of practice, such as, integrated family treatment (Brunette, Richardson, White, 

Bemis, & Eelkema, 2004), the family nursing model (Thome & Arnardottir, 2013), 

family partnership model (Barlow et al. 2007), a preventive model (Cooper, Pascalis, 

Woolgar, Romaniuk, & Murray, 2015), a psychoeducational model (Fisher et al. 

2016), and an ecological model (Black et al. 1994). Three studies used parenting 

groups (Long, McCarney, Smyth, Magorrian, & Dillon, 2001; Patterson et al. 2002; 

Rowe, McCallum, Le, & Vittorino, 2012), while the remaining study involved 

counselling for relatives of drug misusers (Copello, Templeton, Krishnan, Orford, & 

Velleman, 2000). All of interventions were commenced postpartum, four of the 

studies identified mothers antenatally (Morrell et al. 2009; Thome & Arnardottir, 

2013; Barlow et al. 2007; Cooper et al. 2015), while the other identified mothers 

postnatally.   

Interventions employed in the studies were rated using the continuum family 

focused activities (see 3.2.1). Scores on the assessment of the level of family focused 

practice ranged from 2/34 to 24/34 (See Table 3.2).  The majority of studies met the 

criterion of directly supporting the mothers’ parenting skills (n=13) and supporting 

the child via the mother (n=12), which were ranked as low categories of FFP.  
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Table 3.4 Characteristics of included studies 

Author, 
country, 
quality 
appraisal 
score, and 
FFP rating   

Primary Outcome   Participant 
characteristics  

Intervention description  Terminology 
used to 
describe 
mental illness 
under 
investigation  

Aims   Findings  

RCT 

Ammerman et 
al., (2013), 
USA 
 

Depression 
(diagnosed by the 
Structured Clinical 
Interview for DSM-
IV Axis I Disorders) 

Intervention – 47 
women with Major 
Depressive Disorder 
(MMD) 
Control - 46 with 
MMD.  

Weekly cognitive behavioural 
therapy (CBT) sessions plus 
standard health visiting  

‘Major 
depression 
disorder’  
 

To test the 
efficacy of IH-
CBT 
(intervention) in 
reducing 
depressive 
symptoms.  
 

For both groups there was a 
significant reduction on 
depression measures (p= 
<0.01).  
The difference between the 
two groups was significantly 
different at 3 month follow up 
(p= <0.01).  

Ammerman et 
al., (2015), 
USA 
 

Depression↑ 
(diagnosed by the 
Structured Clinical 
Interview for DSM-
IV Axis I Disorders)  
 

Intervention – 47 
women with Major 
Depressive Disorder 
(MMD) 
Control -  46 with 
MMD.  

Weekly cognitive behavioural 
therapy (CBT) sessions plus 
standard health visiting.  

Major 
depressive 
disorder.  

To examine the 
impact of changes 
in depression on 
parenting and 
child adjustment 
in mothers in IH-
CBT health 
visiting.  
 

There was a non-significant 
difference of parenting stress 
index scores between groups 
over time.  

Barlow et al., 
(2007), UK 
 

Mother–child 
interaction,  and 
maternal 

Intervention – 68 
women at high risk of 
poor parenting   

Weekly health visitor visits 
plus standard care, using a 
family partnership model.  

‘Mental health 
problems – 

To evaluate the 
effectiveness and 
cost effectiveness 

There was a non-significant 
difference between groups at 
12 month follow up (p= 0.75).  
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psychopathology↓ 
(assessed by the 
General health 
questionnaire and 
EPDS)   

Control – 63 women 
at high risk of poor 
parenting.  

pervious or 
current’ or 
‘Partner with 
mental health 
problem’ 

of an intensive 
health visiting 
programme in 
improving 
outcomes for 
vulnerable 
families. 

Black et al., 
(1994), USA 
 

Parenting behaviour, 
child development 
and drug use↓ (self-
reported drug use) 

Intervention – 31drug 
using women  
Control- 29 drug 
using women.   

Biweekly health visits 
beginning antenatally, until 18 
months post delivery, based on 
an ecological model.   

‘substance 
misuse’, 
primarily 
cocaine or 
heroin, also 
considered 
alcohol and 
Tabaco   

To test the 
efficacy of a 
health-based 
intervention 
programme in 
promoting 
positive 
behaviours and 
attitudes among 
drug-abusing 
women and 
development 
among their 
children.    
 

Intervention group were 
marginally more likely to 
report that they were drug 
free (p= 0.59). 
Number of health visit was 
significantly correlated to 
drug-free status (p=0.002).  

Cooper et al. 
(2015), UK 
 

Postnatal 
depression↑ 
(diagnosed by the  
Structured Clinical 
Interview for DSM-
IV Axis I Disorders) 
 

Intervention (R-HV) 
– 91  at risk of 
postnatal depression 
(PND) 
Intervention (NHS-
HV) – 76 at risk of 
PND  
Control – 99 at risk of 
PND.  

11 health visits – 2 antenatally 
and 9 in the first 16 weeks 
postnatally.  Focusing on 
enhancing the quality of the 
mother-infant relationship 
through a preventive model.   

‘Postpartum 
depression’ 

To investigate 
whether the 
intervention 
would prevent the 
development of 
postnatal 
depression (PND) 
and the associated 
impairments in 
parenting and 
adverse effects on 
child 
development. 

No effect of group (all P= 
>0.857), or interaction with 
time (all P= >0.235) was 
found. 
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Fisher et al. 
(2016),  
Australia  

Depression, anxiety 
or adjustment 
disorder (diagnosed 
by DSM-IV criteria)  

Intervention – 196 
Control – 204 
Primiparous women 
<6 weeks postpartum  

A gender-informed, interactive 
psychoeducational programme 
for couples and their first baby 
composed of primary care, 
print materials and face-to-
face seminars offered at 6-8 
weeks postpartum.  

‘Depression’, 
‘anxiety’, 
common 
mental 
disorders’  

To determine 
whether the What 
Were We 
Thinking 
(WWWT) 
programme for 
couples and 
babies can 
prevent common 
mental disorders 
among 
primiparous 
women 6 months 
postpartum.  

Adjusted odds ratio for 
common mental disorders in 
the intervention groups 
compared with usual care was 
0.78 (ns). 
 

Horowitz et al. 
(2013), USA 
 

Depression↓ 
(assessed via EPDS) 

Intervention – 66 
women with 
postpartum 
depression  
Control – 68 women 
with postpartum 
depression.  
 

Communicating and relating 
effectively (CARE) sessions at 
2 and 4 months plus standard 
care. Cognitive-behavioral 
family therapy theory 
(Nichols, 2010) provides the 
theoretical foundation for 
CARE. 

‘Postpartum  
depression’  

 

To test the 
efficacy of CARE 
in increasing 
maternal/infant 
relational 
effectiveness 
between 
depressed 
mothers and their 
infants.  

No significant difference 
between groups at 9 month 
follow up, however both 
groups ha a significant 
decrease in depression.    

Morrell et al. 
(2009), UK 
 

 Depression↓ 
(assessed by the 
EPDS) 

Intervention – 2749 
women scoring both 
above and below 12 
on the Edinburgh 
postnatal depression 
scale (EPDS) 
Control - 1335 
women scoring both 
above and below 12 
on the EPDS.   

Weekly sessions of 
psychological informed 
session of either cognitive 
behaviour or person centred 
principals.  

‘Postnatal 
depression’  

To evaluate 
benefits for 
postnatal women 
of two 
psychologically 
informed 
interventions by 
health visitors. 

At 12 month follow up the 
difference on EPDS between 
control group and 
intervention group was 
significant -0.9 (95% CI -1.5 
to 0.3; p= 0.002). 
At 12 month follow up the 
difference on parenting stress 
index between CG and IG 
was not significant 1.43 (95% 
CI -0.4 to 3.0; p=0.137).  
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Patterson et al. 
(2002), UK 
 

Poor mental health↓ 
(assessed by the 
General health 
Questionnaire)  

Intervention – 60 
parents scoring high 
on the  Eyberg Child 
Behaviour Inventory 
(ECBI)  
Control – 56 parents 
scoring high on the 
ECBI.  

Weekly sessions for 10 weeks. 
The activities included 
video vignettes of parent-child 
interactions, group discussion, 
role play, rehearsal of 
parenting techniques, and 
health practice. 

‘Children’s 
mental health’ 
and ‘parents 
mental health’.  

To assess the 
effectiveness of a 
parenting 
programme, 
delivered by 
health visitors in 
primary care, in 
improving the 
mental health of 
children and their 
parents.  

Intervention and control 
group had a significant reduce 
in anxiety at 6 months follow 
up: IG 1.0 (1.8; p= <0.05), 
CG 0.9 (1.7; p= <0.05).  
Intervention had a significant 
reduction of depression scores 
0.07 (0.3; p= <0.05).  
Intervention group had a 
significant reduction in 
parenting stress scores at 6 
month follow up 79.0 (20.9; p 
=<0.05).  
 

Quasi- experimental  

Copello et al. 
(2000), UK 
(6/15) 
 

Stress and coping↓ 
(assessed by the 
symptom rating test) 
 
 

 91 professionals; 
15 GP, 12 Health 
Visitors, 5 Practice 
Nurses, 3 
Counsellors and 1 
Community 
Psychiatric Nurse, 
and 38 relatives.    

A stepwise approach to 
counsel relatives of problem 
drinker/drug-users.  

‘Substance 
misuse’  

To test the 
feasibility and 
impact of a 
treatment package 
for relatives of 
people with 
alcohol and drug 
problems. 

Total Coping scores 
significantly decreased at the 
end of the intervention 41.41 
(18.3; p= <0.005). 
Significant decreases for 
psychological symptoms 
16.00 (8.51; p= <0.005).  

Long et al. 
(2001), UK 
(7/15) 

Anxiety and 
Depression↓ 
(assessed by the 
Hospital Anxiety and 
Depression Scale) 
 

78 parents: female 
(n=73), and male 
(n=5) 
 

8 week parenting programme, 
providing a preventative 
model of care that is designed 
to explore the positive aspects 
of parenting including the 
cognitive elements. 

‘Anxiety and 
depression’ 
 

To evaluate the 
effectiveness of 
parenting 
programmes 
facilitated by 
health visitors.  
 

Pre-post programme 
differences were significantly 
lower; 
Anxiety 2.18 (2.84; p= 
0.001). 
Depression 1.43 (2.47; p= 
<0.001) 

Thome & 
Arnardottir 
(2013), Iceland  
(11/15) 

Maternal Depression 
and anxiety↓ 
(assessed by the 
EPDS and the State 

61 women and 51 
men. 

Four health visits following 
the family nursing model.  

‘Distressed 
women’ 

To evaluate the 
clinical effects of 
an antenatal 
family nursing 

Couple’s improvement is 
interrelated with regard to 
depressive symptoms (EDS), 
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 and Trait Anxiety 
Inventory 
  

intervention for 
distressed women 
and their partners 
on depressive 
symptoms, 
anxiety, self-
esteem, and 
dyadic 
adjustment. 

State anxiety (STAI) (13.86; 
p = 0.001). 
49% of females had a 
clinically significant 
improvement on the EDS 
(12.77; p= 0.001).  

Cohort  

Rowe et al. 
(2012), 
Australia 
(12/15)  
 

Mental illness and 
infant behaviour↓ 
(assessed by the 
EPDS and the 
Kessler 6)  

116 women  7 hour day stay parenting 
programme (DSP) for 
families.  A health promotion 
model of practice is used.  
 

Depression, 
anxiety and 
serious mental 
disorders.  

To examine the 
health, social 
circumstances and 
presenting needs 
of clients 
attending 
the Tweddle DSP 
and ii) to assess 
the parent mental 
health and infant 
behaviour 
outcomes of the 
program 
and the factors 
associated with 
program success. 

Mean (95% CI) Edinburgh 
Postnatal Depression Scale 
scores at follow-up (5.0 (4.3; 
5.7) had significantly 
decreased to community 
norms (5.5; p > .05) as had 
the proportion of participants 
with EPDS scores in the 
clinical range (>12) (5.8% cf 
7.6%). 

Case series  

Brunette et al., 
(2004), USA 
(7/15) 
 

Parenting skill, 
parenting stress and 
psychiatric 
symptoms↓ 
(assessed by the 

8 families of mothers 
with severe psychotic 
or mood disorder.  

Integrated 
Family Treatment (IFT), for 
parents with 
severe psychiatric disabilities 
and their families. 

‘Severe 
psychotic or 
mood disorder’ 

To assess 1) 
whether 
Integrated family 
treatment (IFT) 
was acceptable to 
families and 2) 

Mean Brief Symptom 
Inventory symptom scores 
remained high, from 133.3 
(SD = 34.3) to 128 (SD = 
34.9).  
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Brief Symptom 
Inventory and PSI)   

Components of IFT include: 
1) engagement 
into treatment, 2) assessment, 
3) linkage to environmental 
supports, 
4) education about child 
development, 
and 5) parenting skills 
training, modelling 
and coaching. 

whether parents 
were able to 
improve parenting 
skills and the 
home 
environment.  

Mean Parent Stress Index 
scores remained high, from 
91.9 (SD = 20.6) to 98.9 (SD 
= 18.5).  
Mean Home Observation for 
Measurement of the 
Environment improved from 
35.5 (SD = 7.7) to 41.0 (SD = 
4.6).   
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Table 3.5 Family focused rating of quantitative studies  

Rank  Activities  Ammerman et 
al., (2013) 

Ammerman 
et al., 
(2015) 

Barlow 
et al., 
(2007) 

Black et al. 
(1994) 

Cooper  et 
al., (2015) 

Fisher et 
al. (2016) 

Horowitz 
et al., 
(2013) 

Morrell 
et al. 
(2009) 
 

Patterson 
et al. 
(2002) 

Copello 
et al., 
(2000) 

Long et 
al., 
(2001) 

Rowe 
et al. 
(2012) 

Brunette 
et al., 
(2004) 

Thome & 
Arnardottir 
(2013) 

Low  (1) 
 
Max 4 
 

Engage mother about the impact of 
their mental illness on their child; 

 * * *  * * 
 

 *  * * *  

Directly supporting the mothers 
parenting skills; 

* * * * * * * * *  * * * * 

Supporting the mother-infant 
relationship;  

  * * * * *  *  * * * * 

Supporting the child via the parent 
such as, interventions which are 
solely mother focused; 

* * * * * * *  *  * * * * 

Medium 
(3)  
 
Max 15 

Providing psychoeducation to the 
mother; 

   *  * * *   * * *  

Providing information to the partner, 
to support the mother. 

     *    *    * 

Support for partner and family 
members to help meet their own 
needs;   

     *    * * * * * 

Engage in separate work with 
different family members;   

        * * *  * * 

Referral of family members to other 
services for support. 

         *   * * 

High (5) 
 
 
Max 15  

Assessment of family functioning as 
a whole;  

            * * 

Engage in work with the family as a 
whole. Which may include work 
such as; ‘‘Wraparound’ services aim 
at all family members and family 
case management; 

             * 

Structured formal family treatments: 
family group conferencing, 
behavioural family therapy, 
systematic family therapy, intensive 
family support. 

              

Total score – Max 34  2 3 4 7 3 13 7 4 7 12 12 10 22 24 
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3.3.2 Quality appraisal  

Quasi-experimental and observational studies  

The quality assessment for quasi-experimental and observational studies 

varied; Copello et al., (2000) scored 6 out of a possible 15, while Long et al. (2001) 

and Brunette et al., (2004) both scored 7 out of 15. Thome and Arnardottir (2013) 

and Rowe et al., (2012) scored the highest, scoring 11 and 12 out of 15 respectively. 

Three quasi-experimental studies failed to include a comparison group (Copello et al. 

2000; Long et al. 2001; Thome & Arnardottir, 2013), however, two employed valid 

and reliable measures to test pre- and post- differences following intervention 

(Copello et al. 2000; Thome & Arnardottir, 2013).  One study  (Long et al. 2001) 

used a combination of valid and reliable tools in addition to  newly developed 

measures which lacked psychometric assessment. Two studies displayed high 

dropout rates (Copello et al. 2000; Thome & Arnardottir, 2013), with Thome and 

Arnardottir reporting that non-completers had significantly lower depression scores. 

All studies used the appropriate statistical methods for analysis. The cohort study 

(Rowe et al. 2012) employed comparison data, however there were significant 

demographic differences between the two groups at baseline. While the authors 

employed valid and reliable measurement tools, the exposure and outcome were not 

measured in a comparable manner for both groups, Finally, one study involved a case 

series design, which utilised reliable and valid measurement, with clearly described 

inclusion criteria (Brunette et al. 2004). However, there was a lack of clear reporting 

of demographic characteristics.   
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Randomised controlled trials  

The Cochrane Collaboration’s risk of bias tool was used to assess bias. 

Graphical assessments of the risk of bias for the included RCT’s are reported in 

Figure 3.2.  

Figure 3.3 Cochrane Collaboration: Risk of bias summary: judgements about each 
risk of bias item for each included study 
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Selection bias 

 Five out of the nine RCT’s clearly described appropriate methods for random 

sequence generation, by use of a computer-based random number generator (Morrell 

et al. 2009; Fisher et al. 2016), stratification (Ammerman et al. 2013, 2015) and toss 

of a coin in the presence of an independent witness (Patterson et al. 2002). The 

methods of four other RCT’s were unclear (Barlow et al. 2007; Black et al. 1994; 

Cooper et al. 2015; Horowitz et al. 2013). Appropriate methods for allocation 

concealment were described in five of the RCT’s (Ammerman et al. 2013, 2015; 

Barlow et al. 2007; Cooper et al. 2015; Fisher et al. 2016), whilst the methods of four 

further RCT’s were judged as unclear (Black et al. 1994; Horowitz et al. 2013; 

Morrell et al. 2009; Patterson et al. 2002).  It was deemed that the overall level of 

selection bias in the RCT’s was high. 

Performance and detection bias 

Blinding of participants and study personnel was assessed as unclear in seven 

of the nine RCT’s, due to non-reporting. Two studies (Morrell et al. 2009; Fisher et 

al. 2016) clearly described that participants could not be blinded, and that study 

personnel were blinded prior to allocation. It was determined that while blinding of 

participants was not possible, this would be unlikely to impact on outcomes, 

therefore performance bias was assessed as low risk for this study. Outcome 

assessors were blinded in six of the RCT’s (Ammerman et al. 2013; Barlow et al. 

2007; Black et al. 1994; Cooper et al. 2015; Fisher et al. 2016; Morrell et al. 2009), 

while the remaining three studies provided insufficient information to judge the 

blinding of outcome assessors, and were therefore judged as unclear.  It was deemed 

that the overall level of performance and detection bias in the included RCT’s was 

high.  
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Attrition bias 

 Seven (Ammerman et al. 2013, 2015; Barlow et al. 2007; Black et al. 1994; Fisher et 

al. 2016; Morrell et al. 2009; Patterson et al. 2002) of the nine RCT’s attempted to 

deal with attrition bias by reporting the use of  intention to treat (ITT). Five of the 

studies correctly employed ITT and therefore were deemed at low risk of bias. Two 

studies stated that they employed ITT. However, these had substantial dropout rates 

(Morrell et al. 2009; Patterson et al. 2002), with one study only retaining 43% of the 

intervention group at follow up compared with 82% of the control group (Patterson 

et al. 2002). These studies were deemed a high risk of attrition bias. One of the 

studies failed to include numbers of participants analysed and it was not possible to 

determine if they truly used ITT, therefore was deemed as unclear risk of bias (Black 

et al. 1994). Two studies did not use ITT, however, overall attrition across 

intervention and control was low, therefore attrition bias was deemed as low (Cooper 

et al. 2015; Horowitz et al. 2013).  It was deemed that the overall level of attrition 

bias in the included RCT’s was low. 

Reporting bias 

Five of the RCT’s reported appropriate data for all outcomes reported in their 

methods, therefore were deemed as possessing low levels of reporting bias 

(Ammerman et al. 2013; Black et al. 1994; Cooper et al. 2015; Fisher et al. 2016; 

Patterson et al. 2002). Three studies were deemed at high risk of reporting bias due to 

lack of reporting outcomes unrelated to this review (Ammerman et al. 2015; Barlow 

et al. 2007; Horowitz et al. 2013). The remaining study reported their primary 

outcome using subsets of data, which were not pre-specified, and were therefore 

deemed as possessing a high risk of reporting bias (Morrell et al. 2009). The overall 

level of reporting bias in the included RCT’s was judged as high. 
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Other bias  

Six of the RCT’s were free from any other sources of bias, therefore were 

deemed as a low risk of other bias. Three studies did not report sufficient information 

on baseline characteristics of intervention and control groups, therefore it was not 

possible to determine  if there were any significant differences on between groups 

characteristics (Barlow et al. 2007; Horowitz et al. 2013; Patterson et al. 2002). 

These studies were judged as possessing an unclear risk of other bias. Overall level 

of other bias was low. 

 

3.3.3 Meta-analysis of primary outcome: Depression.  

Six studies reported on the outcome of depression (Ammerman et al. 2013; 

Cooper et al. 2015; Fisher et al. 2016; Horowitz et al. 2013; Morrell et al. 2009; 

Patterson et al. 2002). An overall sample of 2,568 participants were analysed, 1550 

receiving health visiting interventions and 1018 receiving standard health visiting or 

no intervention.  As shown in Figure 3.3, pooled data from the six studies show no 

statistically significant difference of the interventions on depressive symptoms, as 

assessed by the EPDS (Cox et al. 1987), the PHQ-9 (Kroenke et al. 2014), and the 

GHQ-28 (Goldberg & Hillier, 1979) (SMD = -0.10, 95% CI -0.26 to 0.07; P = 0.24). 

Heterogeneity was moderate (I2 = 59%) and was statistically significant (P = 0.03). 

These results indicate that there was no strong evidence to suggest that health visiting 

interventions improve mothers’ depressive symptoms.     
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Figure 3.4 Forest plot of Maternal Depression 

 

 

3.3.4 Meta-analysis of secondary outcome: Maternal stress.  

Data on maternal stress was available for four studies (Ammerman et al. 

2015; Barlow et al. 2007; Morrell et al. 2009; Patterson et al. 2002), as measured by 

the PSI-SF. An overall sample of 1,889 participants were analysed, 1,195 receiving 

health visiting interventions and 694 receiving standard health visiting or no 

intervention. As shown in Figure 3.4, following meta-analysis the four studies 

showed no statistically significant difference (P = 0.84) of the interventions on 

maternal stress, as measured by the PSI-SF (Abidin, 1995). The combined MD for 

maternal stress (0.59, 95% CI -5.19 to 6.38) showed an overall increase. 

Heterogeneity was high (I2 = 94%) and was statistically significant (P = <0.0001). 

These results suggest that there is no strong evidence to support health visiting 

interventions were successful in improving maternal stress, however there was high 

significant heterogeneity across pooled studies therefore the conclusions should 

be cautious. 

Figure 3.5 Forest plot of Parenting Stress 
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3.3.5 Narrative summary  

Individual mental illness outcomes  

Findings from individual studies report significant improvements of 

depression and anxiety between baseline and follow up, in three of the studies (Long 

et al. 2001; Rowe et al. 2012; Thome & Arnardottir, 2013).  Two of the interventions 

included both mothers and fathers (Long et al. 2001; Thome & Arnardottir, 2013), 

however, only 5% of the sample in one study were men (Long et al. 2001), while the 

second (Thome & Arnardottir, 2013) had a high dropout rate  of men on follow-up. 

The third study, purported to include families in their intervention, however, their 

final sample only included mothers (Rowe et al. 2012). Two of the interventions 

utilised parenting programmes, based upon a health promotion model (Rowe et al. 

2012) and a preventive model of care (Long et al. 2001). Thome and Arnardottir 

utilised the family nursing intervention (Thome & Arnardottir, 2013), and reported 

significant difference of couples depression and state anxiety pre and post 

intervention (P = 0.001). A final study (Copello et al. 2000), examining the benefits 

of an intervention for relatives of drug-users, reported a significant decrease in 

psychological ill health symptoms (P = 0.005), as measured by The Symptom Rating 

Test (Kellner, 1986). This study did not include a control group.  

One study reported no change in psychiatric symptoms (Brunette et al. 2004), 

as measured by the Brief Symptom Inventory (Derogatis & Melisaratos, 1983). 

Using an integrated family treatment intervention, the study targeted ‘parents’ with 

mental illnesses. However, participants were exclusively female. Black et al., (1994) 

also reported a non-significant reduction in drug use for women in the intervention 

group (Black et al. 1994). Despite this, the study did report a significant correlation 

between the number of home visits and drug-free status (r = 0.53).  
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3.4 Discussion 

The primary aim of this chapter was to answer the question as to whether 

current family focused health visiting treatments and interventions are effective for 

reducing maternal mental illness. Findings from the meta-analysis suggest that there 

is no strong evidence to support that health visiting family focused interventions 

reported here are effective in improving depression and parenting stress for mothers 

with mental illness. This is the first meta-analysis evaluating the effects of health 

visiting family focused interventions on maternal depression and maternal stress.  

Findings from the meta-analysis are similar to previous literature review that 

also found that health visiting intervention did not reduce maternal depression 

(Ammerman et al., 2010). However, insufficient details were provided on the review 

methods, thus it is difficult to determine whether findings are comparable to the 

present thesis. Nonetheless, there are several possible reasons why depressed 

mothers are unlikely to experience significant symptom reduction as a result of 

health visiting. These include the lack of specialised mental health training for health 

visitors and insufficient time to adequately address mental health needs (Bateson et 

al., 2008). Additionally, this current review highlights that there is not enough strong 

evidence to suggest that a family focused approach within health visiting 

interventions accounted for their effectiveness in reducing maternal depression. 

Psychological and psychosocial interventions remain the recommended approach for 

a range of maternal mental illnesses (National Institute for Health and Care 

Excellence, 2014). A meta-analysis by Dennis and Hodnett (2007) found that 

psychological and psychosocial interventions were effective in improving maternal 

depression (Dennis & Hodnett, 2007). The authors highlighted that little attention 
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was paid to partners and recommended that further research should evaluate 

interventions that included partners (Dennis & Hodnett, 2007). However, the 

interventions included in their review were delivered by a range of healthcare 

professionals, with some being delivered by qualified therapists. These are not 

reflective of the majority of health visiting interventions as qualified therapists may 

have specialised mental health training, whereas health visitors often possess 

minimal training. Thus, in order to examine health visitors FFP, it is necessary to 

consider health visiting in isolation from other home-based professions. This allows 

for an understanding of health visitors FFP without the conflation of other 

professionals. Hence within this thesis, health visitors are considered exclusively, in 

the absence of other home based and specialist services such as the Family Nurse 

Partnership (Olds, 2010), paraprofessionals or social services.  

Furthermore, there are limitations in the outcome measure that were used in 

some of the studies included in the meta-analysis. Fisher et al. (2016) suggested that 

there were limitations in defining mental illness through a categorical approach. 

Namely, individuals categorised as either those with or without a mental illness as 

decided by scoring above or below a clinical cut off point on a self-reported measure. 

They proposed that these binary groupings might be an oversimplification of the 

mother’s mental illness (Fisher et al., 2016). An assessment by a mental health 

professional using the Diagnostic and Statistical Manual IV (DSM-IV) (American 

Psychiatric Association, 2013) is viewed as the gold standard of mental health 

measurement (Richardson et al., 2015). However, this approach can be resource 

intensive, meaning that often researchers will rely on other screening tools as 

substitutes. However, tools with binary categories such as those used in Fisher et 

al.’s (2016) study could lead to high false positive rates (Eack, Greeno & Lee, 2014). 
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In addition, binary categorisation fails to recognise the continuum of behaviours and 

symptoms which may be missed by conservative categorising of mental illness. 

Hence, within this thesis, mothers will be included if they are in receipt of mental 

health services, but do not have to have a specific diagnosis.  

The lack of effectiveness demonstrated in the meta-analyses could be 

attributed to the variability of FFP within the interventions. For example, five studies 

included in the meta-analysis scored low on the family focused rating, meeting 

criteria such as ‘directly supporting the mothers’ parenting skills’, ‘supporting the 

mother-infant relationship’ and ‘supporting the child via the mother’. These criteria 

are rated as low FFP, as they involve a basic family focused skill set, which is 

deemed necessary to provide a minimum level of care for all families (Grant & 

Reupert, 2016; Reedtz, Lauritzen, & van Doesum, 2012). One of the studies scored 

medium on the family focused rating (Fisher et al., 2016), meeting criteria such as 

“providing psychoeducation to the mother”, “providing information to the partner, to 

support the mother” and “support for partner and family members to help meet their 

own needs”. Three of the studies (Long et al. 2001; Rowe et al. 2012; Thome & 

Arnardottir, 2013) reported narratively, scored higher on the family focused rating 

scale, meeting a number of low, medium and high criteria, such as ‘providing 

information to the partner to support the mother (low)’, ‘engage in separate work 

with different family members’ (medium) and ‘assessment of family functioning’ 

(high). This review has illustrated the variability in sophistication of FFP delivered in 

many interventions. As such, this thesis will aim to examine the level at which health 

visitors engage in FFP.  
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3.4.1 Study limitations  

 Due to resource limitations it was only possible to include studies published 

in the English language. It is therefore possible that some of the international 

literature may have been missed. This could be a contributing factor to the lack of 

literature from lower income countries. The review concentrated on maternal mental 

illness, however the majority of the studies focused almost entirely on depression and 

anxiety, limiting the conclusions that can be made for other mental illnesses. The aim 

of this quantitative reviews was to include studies which were family focused. To 

achieve this, a ranking system of family focused activities was developed, drawing 

on the existing literature and expert knowledge. However, this ranking system has 

not been empirically tested and therefore its validity is questionable. In addition, it is 

acknowledged that the criteria of FFP has been applied to some studies which have 

not explicitly stated that they were employing such an approach. 

 

3.4.2 Relevance for clinical practice and research  

 The results from meta-analyses show that there is no strong evidence to 

suggest that health visitor family focused interventions reduce maternal depression or 

maternal stress. However, findings from individual studies suggest that interventions 

that scored higher on the FFP rating may be more effective than those that scored 

lower. It should be noted that these findings are exclusive to depression and anxiety, 

which are not the only mental illnesses to affect mothers (Fink & Brock, 2017). 

Psychological and psychosocial interventions are the widely accepted treatment of 

maternal mental illness, with the focus of interventions largely alternating between 

the mother and the mother-infant relationship (Dennis & Hodnett, 2007; National 

Institute for Health and Care Excellence, 2014; Tsivos, Calam, Sanders, & 
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Wittkowski, 2015). However, recognising the impact that mental illness has on both 

children (Beardslee, Solantaus, Morgan, Gladstone, & Kowalenko, 2012; Herba et al. 

2016; Kingston et al. 2015; Kingston & Tough, 2014) and partners (Idstad et al. 

2010; Iseselo et al. 2016; Ohaeri, 2003), health visiting should take a broader family 

focused approach. It is recommended that while psychological and psychosocial 

interventions are widely used, these interventions should be delivered in a family 

focused manner, specifically, assessing and addressing the needs of the mothers, 

children, partner and the family unit. The role of the health visitor is not only to 

reduce depression and stress, but recognise mental health concerns and refer on to 

higher levels of care where necessary. Future research should seek to discover 

whether FFP aids the health visitor in recognising and referring cases to specialist 

support. Considering the limited evidence that exists in relation to health visitors FFP 

for mother who have mental illness, it is advisable to firstly conducted mixed 

methods studies to develop an in-depth understanding. Subsequently, RCT’s could 

be specifically developed according to family focused principles and undertaken to 

examine the impact of FFP for mothers and their families.   

 

3.4.3 Conclusion 

The findings from this review suggest that further research that utilises 

rigorous methods, is needed to test the effectiveness of family focused health visiting 

interventions on maternal mental illness. In developing these interventions, it is 

firstly necessary to gather the perspectives of key stakeholders, including health 

visitors, mothers and their partners. Resulting in integrating family focused activities 

into interventions which are both beneficial and acceptable to stakeholders. Research 

is also needed to explore the impact of family focused interventions for mental 
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illnesses beyond depression, stress and anxiety to improve understanding of its 

impact on mothers with psychosis, personality disorders or suicidal ideation and their 

family. In addition, the level of FFP varied betrween the interventions, limiting 

understanding of what degree health visitors are engaging in. Consequently, this 

thesis will examine the level of health visitors FFP, what predicts FFP, and how it is 

experienced by mothers, partners and the health visitors themselves.   

Findings from chapters 2 and 3 further emphasises the limited studies that 

have explored health visitors FFP from the integrated perspectives of health visitors, 

mothers and partners. In addition, there is little known about what family focused 

activities health visitors engage in, and what factors influence these activities. Based 

on the findings presented in chapters two and three, chapter four will outline the 

methodological approach optimised within this study to achieve the aims and 

objectives. This includes a detailed description and justification of both the 

qualitative and quantitative phases within this mixed methods study.  
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Chapter 4: Methodology and theoretical underpinning  

*Adapted from the publication: Leonard, R., Linden, M., & Grant, A. 

(2019) A multi-perspective exploration of health visitors’ family focused 

practice with mothers who have mental illness and their families: a mixed 

methods study protocol, Advances in Mental Health, DOI: 

10.1080/18387357.2019.1617640    
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4.1 Introduction  

This chapter outlines the research aims, design and methodology used within 

this thesis. This chapter initially provides an overview of the rationale for the 

theoretical framework employed and the use of a mixed methods design. The chapter 

then outlines phases one and two of the study, including sample size, data collection, 

and data analysis. Finally, the chapter discusses the approach to the integration of 

findings from phases one and two and research ethics.    

4.2 Research aim and objectives  

The aim of the thesis was to explore multiple perspectives of health visitors’ 

FFP with families impacted by maternal mental illness. The key objectives were: 

a) To investigate the predictors of health visitors’ FFP;  

b) To measure the level of health visitors’ FFP; 

c) To explore health visitors’ experiences of FFP;  

d) To explore mothers’ experiences of FFP within health visiting services; 

e) To explore partners’ experiences of FFP within health visiting services;  

f) To develop recommendations for the future development of health 

visitors’ FFP, with mothers who have mental illness and their families.    

4.3 Theoretical underpinning  

A conceptual framework visually or narratively explains the key factors, 

concepts, or variables under investigation and the presumed relationships among 

them (Miles & Huberman, 1994).  In the current study a number of theoretical 

frameworks were considered, which are discussed below. However, 

Bronfenbrennner’s (1979) ecological model was deemed the most appropriate model 

and was used to guide all subsequent aspects of the study.  
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Theoretical and conceptual frameworks that were considered include: 

Goodman and Gotlib's, (1999) integrative model for the transmission of risk to 

children of depressed mothers, Nicholson and Henry's, (2003) family recovery 

model, and Falkov's (2012) family model, each will be considered in turn. Goodman 

and Gotlib’s (1999) integrative model of the transmission of risk to children of 

depressed mothers proposes four mechanisms of which maternal depression 

adversely affects child functioning and three moderators of risk. The four mechanism 

include: (a) heritability of depression; (b) innate dysfunctional neuroregulatory 

mechanisms; (c) negative maternal cognitions, behaviours, and affect; and (d) the 

stressful context of the children's lives.  The presence of these risk factors are 

associated with increased vulnerabilities in the child, such as, cognitive (e.g. low 

self-esteem, helplessness or hopelessness), affective (e.g., low stress resilience, 

difficulties in emotional regulation), and behavioural (e.g., inadequate social and 

social-cognitive skills, problems in concentration) (Goodman & Gotlib, 1999). 

Finally, the model proposes that while children of depressed mothers may be at 

increased risk, these vulnerabilities can be moderated by a number of factors. These 

factors include the father's health and involvement with the child, the course and 

timing of the mother's depression, and characteristics of the child, such as gender and 

temperament (Goodman & Gotlib, 1999).  

The primary aim of Goodman and Gotlib’s (1999) model is to guide 

understanding of the multiple processes that might explain the adverse outcomes of 

the children of depressed mothers. While this model may explain the complex 

interactions between families (i.e. the moderating effect of supportive fathers), it 

does not consider the role of the professional within the family. As the model does 

not account for the influence of professionals, it would not be acceptable to employ 
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this in exploring health visitor’s family focused practice (FFP).  In addition, 

Goodman and Gotlib’s (1999) model exclusively considered mothers with depression 

and thus may not be relevant for other types of mental illness. While the model does 

recognise some contextual factors, it gives substantial weight to the role of genetic 

mechanisms of risk, however, acknowledges that these can be difficult to measure. 

Given the limitations discussed and as this thesis is not concerned with the role of 

genetics, Goodman and Gotlib’s (1999) model was deemed not appropriate.  

Nicholson and Henry’s (2003) family recovery model is centred on the 

relationship between parent and child characteristics, the family, and the 

environment. The model was primary developed to act as an evidence basis for 

interventions within psychiatry, as previous evidence had not considered the 

parenting role of mothers who have mental illness (Nicholson & Henry, 2003). The 

model stipulates that outcomes of interventions are optimised when parents and 

children are functioning well, their interactions are positive, and they have access to 

appropriate environmental supports (i.e. friends and family) (Nicholson & Henry, 

2003). Similarly to Goodman and Gotlib (1999), Nicholson and Henry’s (2003) 

model provides a basis on which to understand the interaction between the mother’s 

mental illness and child development. Nicholson and Henry’s (2003) model did not 

consider genetic factors and gave more weight to contextual factors than that of 

Goodman and Gotlib (1999). While this greater emphasis on contextual and 

environmental factors provides a broader understanding in which to interpret FFP, 

the professional is still absent from Nicholson and Henry’s  (2013) model. Nicholson 

and Henry’s (2003) model provides a framework for the professional to understand 

the family, however, it does not seek to understand the professional and their practice 
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and detaches this from this model. On this basis, this model was deemed to be 

unsuitable to explore health visitors FFP.  

Compared with the previous two models, Falkov's (2012) family model gives 

greater weight to the influence of professionals on the family. Falkov's (2012) family 

model provides an overarching and comprehensive way to think about an 

individual’s needs within their family and social context. The family model 

recognises that the mental illness of one family member will undoubtedly affect 

others, however, this is a reciprocal interaction (Falkov, 2015). Falkov’s family 

model was developed for professionals to promote FFP and is the theoretical basis 

behind the ‘think child, think family’ policy (Diggins, 2011) in the United Kingdom 

(UK). The core components of the model include; parental mental illness; child 

mental health and development; family relationships (i.e., parenting, marital and 

sibling interactions); risk and protective factors; services for children and adults; and 

cultural and community influences (Falkov, 2017). However, as Falkov’s (2012) 

model positions the family at the centre, the broad array of influential factors are also 

in relation to this unit of attention. However, within this thesis the health visitor’s 

practice was at the centre of investigation, thus a model that allowed for 

consideration of influences on both the health visitors and the family was required. 

After consideration of the discussed models, it was deemed that Bronenfrenner’s 

(1979) ecological model permitted the health visitor to be at the centre of 

investigation, while still considering family interactions.  

4.3.1 Bronfenbrenner’s ecological model  

Bronfenbrenner’s ecological model (1979) is centred upon the role of a 

person’s environment (i.e. family, school, work, society, culture) in shaping their 

development (Bronfenbrenner & Crouter, 1983). Bronfenbrenner was influenced by 
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many scholars such as Kurt Lewin, Lev Vygotsky, George Herbert Mead, Jean 

Piaget, and Sigmund Freud (Bronfenbrenner, 1979). Bronfenbrenner augured that 

little attention was paid to research and theory on the environmental influences on 

human development. Bronfenbrenner’s contribution was in his conceptualisation of 

the developing person, the environment and relationship between the two. He 

conceptualised these environments, contexts and settings within a set of four 

systems; microsystem, mesosystem, exosystem and macrosystem (Bronfenbrenner, 

1979).  

The microsystem referred to interactions between the developing person and 

their closest environment, such as significant others (peers, or the family). He 

defined the microsystem as, the activities, social roles and interpersonal relations 

experienced by the developing person, which in turn shapes their interaction with the 

immediate environment (Bronfenbrenner, 1994).  

The mesosystem concerns the interaction between micro systems, such as the 

influence that the home environment has on the work environment. It comprises the 

connections between two or more settings (within the microsystem) in which the 

developing person actively participates (Bronfenbrenner, 1979).  

The exosystem refers to the connection between settings that may indirectly 

influence the developing person.  For example, changes in government policy which 

may influence the interactions between professionals and families. This level defines 

the larger social system which does not involve the developing person as an active 

participant. However, events that occur at this level are both affected by and affect 

the developing person (Bronfenbrenner, 1979, p. 25). The structures in this layer 

impacts the person’s development by interacting with their microsystem, however 
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this interaction is indirect and may not be observed or involve the person (Berk, 

2000). 

The marosystem refers to the subculture or the culture of an individuals’ 

wider environment, along with any belief systems or ideology (Bronfenbrenner, 

1979). This level is the outermost layer in an individual’s environment and is 

comprised of cultural values, customs, and laws (Berk, 2000). 

Within these four levels there are a number of defining properties and 

components. Namely, process, person, context and time (Bronfenbrenner, 2005). The 

context, or environment, involves four interrelated systems of the original theory: the 

microsystem, the mesosystem, the exosystem, and the macrosystem. While 

Bronfenbrenner wanted to theorise about human development, he recognised that this 

was not a single event but one that happened over time (Bronfenbrenner & Crouter, 

1983), hence time was included as an element within the four systems. Process refers 

to the mechanisms behind the complex interaction between person and environment 

in which human development takes place (Berk, 2000). However, it also involves not 

only the relationships between people but also relations between people and the 

objects and symbols with which they come into contact (Bronfenbrenner & Morris, 

2006). The power of such processes to influence development can vary depending on 

the characteristics of the developing person, the immediate and remote 

environmental contexts and the time periods in which the process takes place. 

Bronfenbrenner (2005) suggested that a person’s disposition, whether is it 

constructive (e.g. curiosity, tendency to initiate and engage in activity alone or with 

others, responsiveness) or disruptive (impulsiveness, explosiveness, distractibility), is 

considered the most likely to influence a person's developmental outcomes 

(Bronfenbrenner & Morris, 1998). In addition, demand characteristics relating to the 
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person considered within the model, are easily noted qualities of the developing 

person that can invite or discourage reactions from the social environment, such as 

age, gender, temperament and skin colour (Rosa & Tudge, 2013). Resources 

characteristics refer to the person’s ability to influence their own development. These 

include the person’s skill, experience and knowledge. Hence Bronfenbrenner’s 

model (1979) sees the individual as not simply observing or as being passive, instead 

they play an active role in creating a supportive ecology, using past experiences and 

knowledge (Lakhan & Ekúndayò, 2013).  While this thesis will consider context, 

process and the person, it is not feasible to examine the element of time.  

Bronenfrenner’s model (1979) provides an ideal framework in which to 

understand health visitors’ family focused practice (FFP) with mothers with mental 

illness and their families. Exploring this phenomenon at the microsystem, permits 

consideration of the influence of peers, work colleagues, relationships between 

health visitor and service users and individual characteristics, on the health visitors’ 

practice. At the mesosystem, we can consider the influence of the health visitors’ 

family life and personal experience on their practice in the work setting. While the 

exosystem and marcosystem can indirectly influence the health visitors’ practice, 

they highlight how policy, procedure, and dominant ideologies of the family, gender 

and mental illness can also impact FFP. Through this model we can consider how, at 

the exosystem, increasing caseloads in mental health services can indirectly impact 

the health visitors’ workload and thus influence the interactions between the health 

visitor and mother at the microsystem level.  

While Bronfenbrenner’s initial writings suggested that these interactions and 

settings could be understood objectively through quantitative methods, his later 

writings moved from seeing the environment as solely through its objective 
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properties, but to also see the way in which the properties are subjectively 

experienced by the person living in the environment (Bronfenbrenner & Evans, 

2000). At the subjective level Bronfenbrenner (1979) highlights the 

phenomenological nature of how the environment is experienced or perceived by the 

developing person. While this thesis will employ objective measures including health 

visitor’s age, years of experience etc., their experiences of FFP must be understood 

subjectively through the use of qualitative methods. By exploring subjective 

experiences of FFP among health visitors, insights into daily challenges of working 

with mothers who have mental illness will be gained.  

 
 

4.4 Overview of Mixed Method research approach  

In light of Brofenbrenner’s suggestion of understanding the objective and 

subjective environment, a mixed methods sequential explanatory design (Creswell & 

Plano-Clark, 2010) consisting of two phases; quantitative followed by qualitative, 

was deemed most appropriate for the study. Mixed methods designs are suitable for 

research which investigates relationships or trends in quantitative data while also 

seeking to explain the mechanism behind those trends using qualitative methods 

(Ivankova, Creswell &Stick, 2006; Leech & Onwuegbuzie, 2010). Tashakkori and 

Creswell (2007) broadly define mixed method research as “research in which the 

investigator collects and analyses data, integrates the findings, and draws inferences 

using both qualitative and quantitative approaches or methods, in a single study” 

(p.4).  

Following mixed methods guidance, the research objectives were primarily 

centred around exploration, description and explanation of health visitors FFP 
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(Collins, Onwuegbuzie & Sutton, 2006). Combining quantitative and qualitative 

techniques in mixed methods research is considered to offer significant 

enhancements when compared to these approaches in isolation (Collins, 

Onwuegbuzie & Sutton, 2006). Significance enhancement is described by Collins et 

al. (2006, p. 83) as “mixing quantitative and qualitative techniques for the rationale 

of enhancing the researchers’ interpretation of data”. This thesis used qualitative data 

to provide depth on significant findings emerging from the quantitative analyses, 

thus allowing for an integrative analysis (Creswell & Plano Clark, 2010; 

Onwuegbuzie & Leech, 2004).  

4.5 Phase one (Quantitative) methodology   

As this thesis sought to measure and not manipulate variables, a non-

experimental design was employed. In deciding to employ a cross-sectional 

questionnaire in the quantitative phase, other non-experimental designs were 

considered, such as, observation, cohort and case series. However, after 

consideration a cross-sectional design was deemed appropriate as it permitted 

examination of health visitors current FFP, while measuring potential correlating 

factors. As the thesis sought to measure health visitors FFP and its predictors, it was 

deemed that a survey design was appropriate. Using a survey can translate 

unobservable content (e.g. attitudes) into numerical data to observe patterns across a 

group (Abbott & McKinney, 2013). Surveys can be cross-sectional or longitudinal, 

the latter referring to several data collection points across time, and the former 

referring to data collected at one point in time. As the study was not intended to 

measure changes in practice over time, a cross-sectional design was employed. There 

are three different types of survey design: face-to-face surveys, telephone surveys, 

and self-administered questionnaires. Face-to-face surveys are intensive, in that 
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surveying participants individually can be costly and time consuming (Abbott & 

McKinney, 2013).  Telephone surveys have been suggested to be an economical 

alternative to face-to-face surveys while still having the associated advantages such 

as, helping participants to understand the questions if required (Belli, 2008). 

However, telephone surveys tend to have higher rates of non-response (Abbott 

&McKinney, 2013). Using self-administered questionnaires can enable participants 

to complete the questionnaire without the involvement of the researcher. Through the 

removal of the researcher in survey designs, error can be reduced and questionnaire 

quality improved (Belli, 2008). This can be particularly true if the topic is sensitive 

or if privacy is required (Abbott & McKinney, 2013).  However, out of the three 

types of survey approaches self-administered are considered to be the most 

burdensome, due to the cogitative demands placed on the participant (Bowling, 

2005). These include, comprehension of the question, the ability to follow routing 

instructions, and communication of the response in a comprehensive manner 

(Bowling, 2005). Self-administered surveys also tend to have higher item non-

response rates on items, however, have less socially desirable responses and 

interviewer bias (Bowling, 2005). Given both the advantages and disadvantages of 

each method, it was deemed that a self-administered questionnaire was the most 

appropriate.  

The primary aim of the quantitative phase was to examine the extent and 

predictors of health visitors’ FFP with families impacted by maternal mental illness. 

Phase one used a cross-sectional design. Quantitative data was elicited through a 

questionnaire which comprised the Family Focused Mental Health Practice 

Questionnaire (FFMHPQ) (Maybery, Goodyear, & Reupert, 2012).  
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4.5.1 Rationale for the use of the FFMHPQ  

There have been a number of attempts to measure professional’s FFP 

(Maybery et al., 2012; Thompson & Fudge, 2005; Korhonen, Vehviläinen-Julkunen 

& Pietilä, 2010), however none of these have involved health visitors. All of the 

scales initially considered for use in this thesis have primarily been tested in samples 

of mental health nurses. A Finnish study by Korhonen, Vehviläinen-Julkunen and 

Pietilä (2010), utilised a sample of mental health nurses (n = 608) to develop and test 

a scale to meaure mental health nurses pracitce with parents with mental illness and 

their children. The scale was developed based upon a literautre review conducted by 

the authors, which was then evaluated by 50 experts, including registered nurses, 

mental health nurses, teachers, researchers, and family therapists from the mental 

health field (Korhonen et al., 2010). The final scale consisted of 5 factors and 28 

items relating to information gathered about parental status, parents well-being, 

disucssing children with the parents, support for the parent at home and support for 

parenthood (Korhonen et al., 2010). Despite possessing good internal consistency as 

measured by Cronbach's alpha (ranging from .704 - .886), Korhonen et al., (2010) 

determined the factor struture based these scores alone, with no other psychometric 

testing of the scale. In additon, scores were intially rated on a five point likert scale, 

however after analysis they combined answers to create two categories 

(agree/regularly or disgree/not regularly). On account of the lack of rigourous 

psychometirc testing, Korhonen’s et al., (2010) scale was deemed to not be realible 

to measure health visitors family foucused practcie. In addition, a lack of resoucres to 

translate the scale from Finnish to English, attributed to the scale being deemed 

inappropratie.  



106 
 

Thompson & Fudge (2005) developed a scale to test Australian mental health 

nurses’ (n = 307) beliefs and practices regarding assisting their adult clients who are 

parents to address parenting and family issues. Their scale also assessed the 

knowledge and practices related to statutory obligations regarding children. The scale 

consisted of 7 sections containing 23 items. Responses to items were either binary 

yes/no or multiple choice (i.e. What has been your response to believing a child was 

at risk of harm, with 8 possible options to choose from). While this scale is more 

detailed than Korhonen et al., (2010), and focuses primarily on family foused 

acitivties, it has never been psychometircally validated. In additon, a Likert scale 

structure is preferable over the simplified yes/no answer as utilised by Thompson & 

Fudge (2005), as it allows for greater variance in participant’s responses.  

On the basis of the information presented above, the Family Focused Mental 

Health Practice Questionnaire (FFMHPQ) (Maybery et al., 2012) was deemed to be 

the most appropriate tool to measure health visitors FFP. The FFMHPQ considers 

individual professional attributes (microsystem) such as confidence in practice, and 

knowledge and skills, while also considering more mesosystem, and exosystem 

factors such as workplace support, professional and service user interaction, and 

policy and procedure. This captures all aspects of Bronfenbrenner’s ecology model 

(1979) and thus was a suitable measurement tool for this study. A full description of 

the FFMHPQ is discussed below.  

 

4.5.2 The FFMHPQ within health visiting   

The questionnaire pack utilised in the quantitative phase of this thesis, 

comprised three sections: demographics; FFMHPQ; and questions measuring family 

focused activities (see appendix 3). Demographic information collected included the 
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health visitors’: gender; age; time qualified; training received to date; employing 

health and social care trust (HSCT); specialisms; time in current position; location of 

the team (i.e. Rural/urban); parental status; and personal experience of mental illness. 

Section three elicited more in-depth, open-ended questions which aimed to capture 

health visitors’ family focused activities (e.g. how do you support the partners of 

mother who have mental illness). Questions were centred on the interaction between 

health visitor, children, partner and mothers who had a mental illness. Open-ended 

questions were used alongside closed questions in section three, to corroborate 

answers, offering respondents an opportunity to voice their opinions (O’Cathain 

&Thomas, 2004).  

Section two of the questionnaire comprised the FFMHPQ which was 

developed to measure family focused activities, relating to key worker and 

organisational factors that enable and/or hinder FFP (Maybery, Goodyear &Reupert, 

2012). The FFMHPQ has been adapted in a number of previous studies in Australia 

(Tchernegovski, Reupert & Maybery, 2015; Laletas, Goodyear & Reupert, 2018), 

Ireland (Grant, 2014), Thailand (Tungpunkom et al., 2017), Norway (Lauritzen et al., 

2014) and, Northern Ireland (Davidson et al., 2018). The majority of the studies to 

date were conducted with samples of mental health professionals, thus the validity 

and reliability of the scale in health visiting is unknown. The role of mental health 

nurses and health visitors are distinct from one another. Mental health nurses work 

exclusively with people who have mental illness, and their primary aim is to support 

them (Barron, Snowden & Martin, 2013). Whereas health visitors work with a broad 

range of issues, such as child protection, child development, perinatal mental health, 

and domestic violence, and their remit is not only to the mother but also the children 

and partner (Cowley et al., 2015). Thus, the way in which they work with the family 
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will differ, which may affect the current reliability of the FFMHPQ. The original 

measure was developed in Australia for use with mental health nurses. This 

contained 16 subscales which are answered on a seven-point Likert scale (ranging 

from strongly disagree to strongly agree) (see appendix 4). The 16 subscales 

comprise: 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 subscales measure family focused activities such as 

parenting support, referring family members to services and collaboration with other 

professionals. The remainder measure organisational factors that can impact these 

activities such as, workplace support, workload, and workplace support.  Based on 

Cronbach’s alpha coefficients, acceptable reliability scores are typically those above 

0.6 (Cortina, 1993). Due to some poor reliabilities within the original scale, three of 

the subscales were removed for this study (see appendix 4). These included: location 

issues (α = 0.41) which assessed transport and services to refer family members to in 

a particular area; engagement issues (α = 0.42) which examined the opportunity to 

engage with family members; and support to carers and children (α = 0.58) which 

referred to the level of information, advocacy and referral provided to carers and 

children. This resulted in 13 subscales, comprising of 41 items being included in this 

thesis (see table 4.1). 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 highest being 287. The scale required minor 

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

‘worker’ was changed to ‘health visitor’.  As this is the first time the FFMHPQ has 
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been used in a sample of health visitors, it was deemed necessary to conduct an 

exploratory factor analysis (EFA) to examine the underlying factor structure of the 

scale (see chapter 5). Subsequently, a new objective was developed for the thesis: to 

determine the reliability of the family focused mental health practice questionnaire in 

health visiting.  

 

Table 4.1. FFMHPQ subscales used after modification of the original FFMHPQ 
Subscale 

(Cronbach’s 
alpha) 

Subscale 
Definition  

Item (including questionnaire code) 

Workplace 
support (.73) 

The workplace 
provides support 
(e.g. supervision) for 
family focused 
practice. 

My workplace provides supervision and/or mentoring to 
support workers undertaking child-related work in regard to 
their consumer-parents (ws1) 
My workplace does not provide supervision and/or mentoring 
to support workers undertaking family focused practices 
(ws2) 

Time and 
workload (.61) 

Time or workload 
constraints 
regarding family 
focused practice 

There is no time to work with families or children(tw1) 
The workload is too high to do family focused work(tw2) 
There is time to have regular contact with other agencies 
regarding families or children or consumer-parents(tw3) 

Policy and 
procedures 
(.78) 

Family focused 
policy and practices 
are clear at the 
workplace 

Government policy regarding family focused practice is very 
clear(pp1) 
At my workplace, policies and procedures for working with 
consumer-parents on family issues are very clear(pp2) 

Professional 
development 
(.67) 

There are 
opportunities for 
professional 
development 
regarding working 
with families 

Professional development regarding family focused practice is 
not encouraged at my work place(pd1) 
My workplace provides little support for further training in 
family focused practices(pd2) 

Coworker 
Support (.83) 

The support from 
other workers 
regarding family 
focused work 

I often receive support from co-workers in regard to family 
focused practice(cs1) 
In my workplace other workers encourage family focused 
practice(cs2) 

Family and 
parenting 
support (.73) 

Providing resources 
and referral 
information to 
consumers and their 
families 

I regularly have family meetings (not therapy) with consumer-
parents and their family(fp1) 
I provide written material (e.g. education, information) about 
parenting to consumer-parents(fp2) 
I regularly provide information (including written materials) 
about mental health issues to the children of consumer-
parents(fp3) 
I often consider if referral to parent support program (or 
similar) is required by consumer-parents(fp4) 
I provide education sessions for adult family members (e.g. 
about the illness, treatment)(fp5) 
I am not confident working with consumer-parents about their 
parenting skills(wc1) 
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Worker 
confidence 
(.72) 

The level of 
confidence the 
worker has in 
working with 
families, parents and 
children 

I am not confident working with families of consumer-
parents(wc2) 
I am not confident working with children of consumer-
parents(wc3) 

Assessing the 
impact on the 
child (.65) 

How well the worker 
assesses the impact 
of the parent illness 
on the child/ren 

I am able to determine the developmental progress of the 
children of my consumer-parents(aic1) 
I am able to assess the level of children’s involvement in their 
parent’s symptoms or substance abuse(aic2) 

Training (.89)  
 

Worker willing to 
undertake further 
training. 

I sometimes wish that I was better able to help consumer-
parents, discuss the impact of their mental illness on their 
children(t1) 
I should learn more about how to assist consumer-parents 
about their parenting and parenting skills(t2) 
I would like to undertake future training to increase my skills 
and knowledge for working with the children of consumer-
parents(t3) 
I would like to undertake training in future to increase my 
skills and knowledge about helping consumer-parents with 
their parenting(t4) 

Skill and 
knowledge 
(.81) 

Worker skill and 
knowledge 
regarding impact of 
parental mental 
illness on children. 

I am knowledgeable about how parental mental illness 
impacts on children and families(sk1) 
I do not have the skills to work with consumer-parents about 
how parental mental illness impacts on children and 
families(sk2) 
I am not experienced in working with child issues associated 
with parental mental illness(sk3) 
I am skilled in working with consumer-parents in relation to 
maintaining the wellbeing and resilience of their children(sk4) 
I am knowledgeable about the key things that consumer-
parents could do to maintain the wellbeing (and resilience) of 
their children(sk5) 

Service 
availability 
(.83) 

There are programs 
to refer families to. 

There are no parent-related programs (e.g. parenting skills) to 
refer consumer-parents to(sa1) 
There are no family therapy or family counselling services to 
refer consumer-parents and their families to(sa2) 

Connected- 
ness (.86) 

Workers assessment 
of parent awareness 
of child 
connectedness 

I am able to determine the level of importance that consumer-
parents place on their children maintaining attendance at day 
to day activities such as school and hobbies (e.g. sport, 
dance)(c1) 
I am able to determine the level of importance that consumer-
parents place on their children maintaining strong 
relationships with other family members (e.g. other parent, 
siblings)(c2) 
I am not able to determine the level of importance that 
consumer-parents place on their children maintaining strong 
relationships with others outside the family (e.g. other 
children/peers, school)(c3) 

Referrals (.65) 
Referring family 
members to other 
programs 

I do not refer children of consumer-parents to child focused 
(e.g. peer support) programs (other than child and adolescent 
mental health)(r1) 
I refer consumer-parents to parent-related programs (e.g. 
parenting skills)(r2) 
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4.5.3 Pilot study of the questionnaire  

The questionnaire was piloted with a sample of health visiting managers 

(band 7) from each of the five HSCTs. The questionnaire pack was sent to ten 

managers along with an evaluation form (see appendix 5). The evaluation form 

collected feedback on time to completion, terminology, questionnaire structure, 

relevance of questions to health visiting, questions that could have been included or 

omitted and leading questions. In total eight health visiting managers responded in 

the pilot. In addition to the pilot, extensive consultations were held with health 

visiting experts, including, health visiting and mental health academics, service user 

groups and public health agency managers. These experts provided feedback on the 

questionnaire and overall study acceptability. Consultations concluded that the study 

was justified and acceptable.   

Feedback from the pilot study suggested that the questionnaire took too long 

to complete, some of the terminology did not reflect health visiting practice, and 

items on the Likert scale were deemed to be repetitive. Feedback indicated a lack of 

leading questions, managers appreciated the option to expand upon their answers 

with open-ended questions, and helpful definitions of perinatal mental illness and 

examples of FFP were provided at the beginning of the questionnaire.  Based on this 

feedback, the terminology within the questionnaire was changed in parts to reflect 

health visiting practice, and some questions were removed to reduce the time to 

complete the questionnaire. Several questions relating to training were also 

amalgamated to decrease overall length.  
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4.5.4 Phase one sample size and selection criteria  

Based upon Onwuegbuzie and Collins (2007) typology of mixed methods 

sampling, the present sampling design used multilevel samples for both components 

of the study. Multilevel samples refers to the use of two or more samples which are 

obtained from different phases of the study (Collins, Onwuegbuzie & Jiao, 2007). 

The first sample was drawn for phase one and involved inviting all health visitors in 

Northern Ireland, obtained through a census approach to sampling (i.e. the whole 

population of health visitors was targeted). A power analyses was conducted for the 

quantitative phase  (Cohen, 1988). A power calculation was conducted using GPower 

software. Previous survey based research has used a medium effect size (i.e. 0.4) 

during power calculations (Moses & Clark, 2004; Payne & Gillatt, 2007). At 0.8 

power, p value 0.05, and an effect size of 0.4, the required sample size was 80 

participants, 10% was added to this to allow for attrition, resulting in a final minimal 

sample size of 88 health visitors.  

Health visitors were eligible to take part in phase one if they had; a minimum 

of 6 months post qualifying experience; had direct contact with families; were 

permanent members of staff (either full time or part time); and possessed adequate 

understanding of the English language. Those excluded were; midwifes; health 

visitors working within the Nurse Family Partnership (NFP) team; health visitors 

with no contact with families; agency staff; managerial level staff; and student health 

visitors.  As described in chapter 1, the NFP is a specific service for young, first time 

mothers. The team is made up of health visitors and midwifes and works with a small 

number of families on an intense basis (visiting 2 or 3 times a week) until the chid 

turns two. Given the distinct differences between universal health visiting and the 

NFP it was appropriate to excluded this particular team from the sample.  
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4.5.5 Phase one recruitment  

Health visitors were recruited from across the five Northern Ireland Health 

and Social Care Trusts (n=488). The researcher along with a local collaborator (i.e. a 

named member of managerial staff who worked within health visiting in each Trust), 

informed potential participants one month prior to commencement via a pre-notice 

letter (see appendix 19), which outlined details of the study, and gave participants 

time to decide to participate. The questionnaire pack (see appendix 3, 13 and 16) was 

disseminated through staff meetings in each Trust, which took place approximately 

once a month. At the end of the meeting the researcher was allotted time to introduce 

the study and remind health visitors of the opportunity to complete the questionnaire. 

The local collaborator and any other managerial staff were asked to leave the 

meeting at this point. The researcher emphasised that completion of the questionnaire 

was voluntary, health visitors could choose not to complete the questionnaire, 

without consequence. Health visitors were also given the option of taking the 

questionnaire away with them to complete in their own time or if they wished to have 

more time to consider their participation. If health visitors chose to complete the 

questionnaire at a later time they were provided with a pre-addressed envelope to 

return the questionnaire to the researcher. However, this option was not utilised as all 

of the health visitors decided to either complete the questionnaire during the 

allocated time or to not complete it at all. This allowed for equal opportunities to 

participate.  

4.5.6 Phase one analysis  

Data analysis was performed using the Statistical Package for the Social 

Sciences (SPSS) Version 22 for Windows (IBM Corp, 2013). All questionnaires 

were inputted into SPSS and frequencies were run on all variables to check for errors 

when inputting. Any errors were crosschecked with the hard copy of the 
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questionnaire pack and corrected. In addition, random spot checks of hard copies 

with the dataset were carried out for 20% of all questionnaires.  

Descriptive and inferential statistics were used to meet aims a) and b) of the 

thesis (outlined in 4.1), which sought to measure the extent and predictors of health 

visitors FFP. The analysis of quantitative data initially involved using descriptive 

statistics to characterise the sample of health visitors, this included sum totals, 

percentages and means of various variables. Secondly, an exploratory factor analysis 

(EFA) was conducted to psychometrically test the FFMHPQ. As discussed 

previously a factor analysis was deemed appropriate as this was the first time the 

FFMHPQ had been used in a sample of health visitors. In addition, FFP is considered 

a latent factor, and factor analysis can reveal the underlying factor structure of latent 

variables through partitioning the shared, unique and error variance of a variable 

(Kaiser, 1958; Costello & Osborne, 2005). Relevant literature was used to guide the 

various stages and assumptions of the EFA (Kaiser, 1958; Costello & Osborne, 

2005). The EFA initially revealed a three-factor solution comprising 28 items. All 

other items and factors were excluded due to having an eigenvalue less than 1. The 

reliability of these three factors were tested and found that factor three was 

unreliable. Thus, a two-factor solution, comprising of 20 items, was left. A second 

EFA was conducted which confirmed the two factor solution, through the factor 

loadings and visual inspection of the scree plot. The two-factor solution, comprising 

20 items is in contrast to the 13 factors, comprising of 41 items in the original 

FFMHPQ. The new factor solution from the EFA was used in all subsequent 

analyses.  

  T-tests were conducted to compare the means of binary independent 

variables, such as, face to face contact with partners (e.g. yes or no); support 
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provided to partners (e.g. yes or no); face to face contact with children (e.g. yes or 

no); discussing mental illness with mothers (e.g. yes or no); and frequency of visits 

(e.g. daily/weekly or monthly).  In addition, one-way analysis of variance (ANOVA) 

was conducted to compare mean scores on the two-factor solution, across 

independent variables with more than two levels. Variables included; age; experience 

of mental illness; parental status; caseload size; percentage of mothers with mental 

illness on caseload; time since registration; being in a specialist position; and 

training). Post-Hoc comparisons were adjusted with the Bonferroni correction to 

account for multiple testing, and all necessary statistical assumptions were met.  

Finally, multiple linear regression (MR) was employed to measure predictors 

of FFP, which met aim b) of the thesis. The dependent variable was FFMHPQ scores 

based upon the results from the EFA. Multiple regression analysis permits 

examination of multiple independent variables (Tabachnick &Fidell, 2006) and can 

be used to explain or predict a criterion (dependent) variable with a set of predictor 

(independent) variables (Petrocelli, Cohen &Wampold, 2003) . Independent 

variables were either continuous, binary, or categorical. Previous studies have found 

that; available services; skill and knowledge; co-work support (Maybery et al., 

2016); own parenting; experience; work setting (Grant et al., 2018a); training 

(Tungpunkom et al., 2017); and time and workload (Grant et al. 2018b), were 

significant predictors of FFP. These predictors acted as initial variables of interest 

within the analysis. 

4.5.7 Phase one: demographics of participants 

There are approximately 488 health visitors in Northern Ireland (Department 

of Health 2015). Through convenience sampling a total of 230 health visitors (47% 

response rate) were obtained (See table 4.2), which far exceeds the 88 participants 
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required by the power calculation. Age and employment status were reflective of the 

wider health visiting sample in Northern Ireland, which shows that 52% of health 

visitors are in full time employment and a third are over 50 years of age (Department 

of Health, 2018). The mean age of respondents in the present sample was 44 years 

(SD = 9.29). The mean time in practice was 11 years (SD = 9.43), with the majority 

in full-time employment (n = 130, 57%). Health visitors worked in rural (n=73, 

32.5%), urban (n=69, 30.3%) and both rural and urban areas (n= 86, 37.7%). 

Caseloads ranged from 20 to 333 families. Seventy-seven percent of health visitors 

were not in a specialist position, in addition 92% had undertaken training within the 

last 3 years. The majority of health visitors had received training in perinatal mental 

health (n=169, 73.8%) and child-focused training (n=171, 74.7%). However, fewer 

health visitors had undertaken training in areas such as substance misuse (n=88, 

38.4%), intimate partner violence (n=91, 39.7%), pre-existing mental health 

conditions (n= 29, 12.7%), and family-focused training (n=21, 9.2%). The majority 

of health visitors had personal experience of mental illness (n=127, 59.8%). Nearly 

90% of the respondents were parents (n=200, 87.3%).  

 

Table 4.2 Health visitor demographics Phase 1  

  Family Focused Practice Score 
 N (%) Mean  (SD)                  
Age Group    
25-38 74 (33%) 103.45 (9.29) 
39-50 77 (35%) 102.54 (11.70) 
51-66 
Missing 

72 (32%) 
0 

102.32 (13.64) 

Time Registered (years)   
>1-4 75 (35%) 103.01 (11.04) 
5-15 69 (32%) 103.69 (10.06) 
16-35 
Missing  

73 (33%) 
0 

101.19 (14.07) 

Service Location    
Rural  70 (31%) 101.31 (11.69) 
Urban  67 (30%) 102.70 (10.62) 
Rural and Urban 
Missing   

85 (39%) 
0 

102.94 (13.11) 
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Caseload Size    
20-200  58 (34%) 104.93 (10.75) 
201-253 57 (34%) 102.74 (12.08) 
254- 333 
Missing  

54 (32%) 
0 

99.59 (11.31) 

Percentage of mothers on Caseload with a mental illness   
1-7.5  95 (52%) 101.86 (12.45) 
8-15  72 (39%) 104.28 (10.99) 
15.50-100  
Missing  

17 (9%) 
0 

104.94 (9.11) 

Specialist health visiting position   
Yes 52 (24%) 103.54 (12.10) 
No 
Missing  

169 (76%) 
0 

102.15 (11.88) 

Training Substance misuse   
Yes 88 (38%) 104.57 (11.71) 
No 
Missing  

141 (62%) 
0 

101.04 (11.89) 

Training Intimate partner violence   
Yes 91 (40%) 104.66 (11.47) 
No 
Missing  

138 (60%) 
0 

100.90 (12.02) 

Training perinatal mental illness   
Yes 169 (72%) 102.50 (12.19)  
No 
Missing 

60 (26%) 
0 

102.12 (11.18) 

Training pre-existing mental illness (e.g. bipolar)     
Yes 29 (13%) 104.96 (10.14) 
No 
Missing  

200 (87%) 
0 

102.40 (12.14) 

Training Think Family Initiative   
Yes 10 (5%) 105.00 (11.41) 
No 
Missing  

219 (95%) 
0 

102.28 (11.95) 

Training child focused   
Yes 171 (75%) 102.79 (11.64) 
No 
Missing  

58 (25%) 
0 

101.25 (12.75) 

Training family focused   
Yes 21 (9%) 107.95 (10.66) 
No 
Missing  

208 (91%) 
0 

101.86 (11.92) 

Health visitors experience of mental illness   
Personal  42 (19%) 97.58 (11.41) 
Family member with mental illness 85 (37%) 104.29 (10.30) 
None  
Missing  

92 (40%) 
10 (4%) 

102.70 (13.00) 

Health visitors parenting status   
Parent 200 (87%) 102.79 (11.73) 
Not a parent  
Missing  

29 (13%) 
0 

99.71 (13.03) 

Frequency of Contact with family   
Daily or weekly   118 (52%) 104.76 (11.00) 
Monthly or yearly  
Missing  

100 (43%) 
11 (5%) 

100.63 (10.68)  

Discuss mental illness with mother     
Yes 203 (89%) 103.27 (11.10) 
No 
Missing  

20 (8%) 
6 (3%) 

97.88 (13.66) 
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Contact with children   
Yes 190 (83%) 103.34 (11.01) 
No 
Missing  

38 (17%) 
1 

96.97 (14.53) 

Contact with partner   
Yes 186 (83%) 103.32 (11.28) 
No 
Missing  

40 (17%) 
0 

97.78 (13.10) 

Provide support to partner   
Yes 172 (75%) 104.08 (11.29) 
No 
Missing  

48 (21%) 
9 (4%) 

97.49 (12.53) 

 

 

4.6 Phase two (Qualitative) methodology  

Following a mixed method design, this thesis utilised a quantitative 

questionnaire followed by qualitative semi-structured interviews. In deciding on the 

latter method, a number of alternatives were considered. For the mothers and 

partners it was deemed that focus groups, while they could facilitate the generation 

of collective views, the sensitive nature of mental illness increased the risk of group 

conformity or group thinking, and may not have reflected the individual experience 

of mental illness or FFP (Babbie, 2015). In addition, while focus groups for the 

health visitors may have prompted collective discussion, they also were discussing 

sensitive issues within practice, which may have been overlooked with a focus group 

(Smithson, 2000). There is also the risk that within focus groups there can be 

dominance by one or several members, meaning that individual accounts of FFP are 

lost (Smithson, 2000). Participant observation can be a useful method to access the 

backstage culture of a phenomena, while providing rich detailed description 

(DeMunck & Sobo, 1998). Observation, however, is subject to higher levels of bias, 

in that it is based on the interpretation of a biased human without the voice or 

perspective of the participant themselves (DeMunck & Sobo, 1998). Furthermore, 

the literature suggests that fathers are rarely present during the health visitors’ 
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appointments, thus would not be observed. Although this may have provided insight 

into the lack of engagement with fathers, it would not provide their perspective, 

hence, not answering one of the research questions. On this basis it was deemed that 

interviews would be an appropriate method for the study. Semi-structured interviews 

allow the researcher and participant to engage in a conversation whereby there is 

flexibility to probe areas of importance and interest and modify initial questions 

based on the participant’s responses (Smith & Osborn, 2007). It is also argued that 

the semi-structured interview may be more reliable in that the same format is used 

with each respondent (Leech, 2002). Conversely, having this predetermined format 

may also limit what the participant discusses. Structured interviews allow for 

predetermined questions to be asked with no room for variation or follow up 

questions. While this method may enable clarification of information, it only allows 

for limited participant responses and does not provide ‘depth’ (Gill, Stewart, 

Treasure & Chadwick, 2008).  Alternatively, unstructured interviews enable the 

researcher to explore an area in greater depth and are especially useful when there is 

relatively little known about a topic (Smith & Osborn, 2007). However, by not 

having some initial form of questions, the unstructured interview does not reflect any 

preconceived theories or ideas that the research may want to explore (Gill, Stewart, 

Treasure & Chadwick, 2008).  As the interviews were following on from the 

questionnaire, it was deemed that semi-structure interviews would enable flexibility, 

while still providing a format to explore any queries raised from the quantitative 

phase.  

Additionally, the inclusion of three different groups during the qualitative 

phase allowed exploration of different levels and perspectives of the same 

phenomenon. Furthermore, Rose et al., (2006) suggests that, in order to understand 
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the relationship between the systems and the environment, it is necessary to identify 

a series of stakeholders who may have differing perspectives on the phenomena 

under investigation. This approach “pays attention to the uncertainties, experiences, 

differences in views and multifaceted perspectives of the realities of those whom it 

studies” (Rose et al., 2006, p. 112).     

The primary aim of phase 2 was to expand on the quantitative findings from 

Phase 1, through exploring the experiences of health visitors, mothers and partners in 

relation to health visitors’ FFP, with families impacted by maternal mental illness.  

4.6.1 Phase two interview topic guide development   

A systematic literature review (see chapter 2), conducted by the researcher, 

along with Phase 1, quantitative findings, and the guiding theoretical framework, 

were used to frame the topics for the semi-structured interviews (see table 4.3). The 

topic guides acted as prompts for the interviews, and the researcher also made sure to 

paraphrase the questions in a way that was understandable to participants. 

Participants were encouraged to discuss issues that they felt were relevant and 

important to them. Questions in the topic guide centred around four themes: 

demographic information; the family needs and health visitors’ response to meeting 

those needs; the health visitors’ capacity to engage in FFP; and further development 

of practice. The questions were tailored accordingly (i.e. for the health visitor, 

mother or partner) to ensure relevance (see appendix 6 and 7 for mother and partner 

topic guides). For example, health visitors were asked ‘What do you think the needs 

are of a mother with mental illness/ her children/ partner?’, whereas the mother was 

asked ‘what are your needs, if any, as a mother with mental illness/ your children/ 

partner?’. The interview topic guide considered microsystem factors for each group 

(health visitors, mothers and partners) such as, age, number of children and their 
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ages, experience of mental illness, and peer and family support. The mesosystem was 

explored through questions around family functioning, the relationship and 

interactions between different family members (mother, partner, children etc.) and 

the health visitor, support from the workplace, and multi-disciplinary working. 

Challenges within the health visiting service and potential service development and 

improvement were factors considered at the exosystem level. While there were no 

direct questions about cultural norms, or social ideologies (marcosystem), this level 

aided the exploration of data during analysis. There is evidence to suggest that 

characteristics such as personal experience and being a parent can positively 

influence professionals’ FFP (Grant, 2014; Korhonen et al., 2010).  Maybery et al., 

(2016) suggest that FFP involves identifying and addressing the needs of all family 

members, not only the mother with the mental illness. Hence, the topic guides asked 

participants about the needs of all family members and asked participants to describe 

how the health visitor would meet these needs. Phase two sought not only to 

understand what health visitors’ do with families, but also why they practice in that 

particular way and the challenges they face in being family focused. The health 

visitors’ topic guides also allowed for further subjective exploration of health visitors 

FFP as captured in phase one. Thus, through interviewing health visitors who scored 

at the lower and upper ends of FFMHPQ, this thesis was able to explore quantitative 

findings through the experiences of health visitors with differing levels of FFP.   
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Table 4.3. Phase two health visitor topic guide  

1. Demographics - I first would like to know: Length of time qualified as a health visitor? 

During CPD or other training have you specialised in anything? (ie. 
CBT, safeguarding)  

Have you had any (1) family focused education/training, (2) 
domestic violence training, and (3) think family training (4) child 
focused training? 

2. Identification of mental illness  Can you describe the process of how you identify a mother’s 
mental ill health? Assessments, multi-disciplinary information 
sharing?  

What do you think the needs are of a mother with mental illness/ 
her children/ partner? 

-  Her relationship with her children and spouse?  

What do you perceive your role to be in meeting the needs you 
have identified?  
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3. Family focused activities:  

 

What is your understanding of the term family focused practice, and 
how does it relate to your role, if at all? 
Do you think that a mother’s mental illness impacts on her ability to 
parent? If so, how? 

How do you think being a parent could impact on a mothers’ MI?  
Do you have contact with a partner, when a mother has a mental 
illness? Can you describe this? What does this entail?  
How much contact do you have with the children, when a mother 
has a mental illness? Can you describe this? What does this entail? 
How confident are you at discussing the impact of the mothers’ 
mental illness on her family with (1) the mother, (2) her partner (or 
other family), (3) her children. Can you describe this? 
How much contact do you have with other services that the family 
are involved with, if any? Do you discuss the mothers mental illness?  

 
4. Capacity of health visitors to engage in family focused 

practice?  

 

Do you think that the care you provide meets the needs of mothers 
who have mental illness? The needs of their children, partner and 
families? If yes, please explain further?  
If not, why are these needs not being met? How, in your opinion, 
could the needs of these mothers be met? Their children, partner and 
families?  
How is your assessment and response different, if at all, dependant 
on whether the mother has a pre-existing mental illness or has 
developed mental illness postnatally?   
Do you think that you have the capacity to meet the needs of mothers 
with any mental illness? If you feel more confident in meeting the 
needs of certain mental illness then why?  
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What factors facilitate health visitors in meeting your needs and that 
of your children and partner? Can you tell me more about that?  

What are the current challenges, if any, that you face when you are 
working with a mother who has mental illness or substance misuse? 
Their child(ren)? Partner or family?  
How might these challenges be improved?  
How might health visiting services for mothers, their children and 
families be further developed, if at all?  

Closing questions 
 

Are there any topics which I did not address which you would have 
liked, or expected, me to have asked/discussed? 
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4.6.2 Phase two sample size 

The sample size of the qualitative phase was determined by guidelines from 

the literature. Sandelowski (1995) suggests that sample sizes in qualitative research 

should not be so small that data saturation is unlikely to be reached, but also should 

not be so large that it is difficult to uncover the richness and depth in the analysis. 

Saturation has become the gold standard by which purposive sample sizes are 

determined in health research (Guest, Bunce & Johnson, 2006). However, there are 

currently no standardised guidelines for estimating the sample size required to reach 

saturation (Morse, 1995). Thus, we must follow guidelines from the existing 

literature. Kuzel (1992) recommends six to eight interviews for a homogenous 

sample, while Creswell (1998) recommends five to twenty-five. Morse (1994) 

suggests that qualitative researchers use at least six participants in investigations 

where the goal is to understand the essence of experience. Guest, Bunce & Johnson 

(2006) analysed sixty studies and found that data saturation for the most part 

occurred by the time they had analysed twelve interviews. Ninety-two percent of all 

codes had been developed by the twelfth interview, again these findings related to 

homogenous samples (Guest et al., 2006). Based on the literature is was deemed that 

each sample of health visitors, mothers and partners would be between ten to twelve, 

depending on data saturation.   

4.6.3 Phase two sample selection and recruitment  

Semi-structured, audio recorded, interviews were conducted with a sub 

sample of health visitors who completed the modified FFMHPQ and who agreed to 

participate in interviews (n= 35). Out of the 35 health visitors who agreed to take part 

in interviews, a purposive sampling strategy was used to identify a sample of 10-12 

participants. The first six highest scoring and six lowest scoring health visitors on the 

questionnaire, were identified and invited to participate in semi-structured 
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interviews. Those with high and low scores were selected in order to identity both 

barriers and facilitators of FFP.  

During completion of the questionnaire (Phase one), participants were told 

that their participation in an interview was contingent upon them returning the 

completed questionnaire and an interview volunteer slip attached to the 

questionnaire. Participants (health visitors) selected for interview (based on 

FFMHPQ scores) were contacted by the researcher and given the opportunity to 

discuss what was involved in the interviews, and were made aware of their right to 

refuse participation or withdraw at any point without providing an explanation 

(Edwards, 2005). If they consented to continuing with the interview, a time, date and 

location was agreed that suited the participant. Interviews were held at the health 

visitors’ place of work; however, they were given the option to come to Queen’s 

University Belfast (QUB) if they preferred. Written consent was obtained before 

conducting the interview (see appendix 10). At the beginning of the interview 

participants were informed that their data would be held in confidence expect in 

circumstances where they divulged information which may cause harm to themselves 

or others or which might constitute malpractice. There was a payment in thanks (£15 

post office token) for those who completed the interviews, as acknowledgement for 

any inconvenience that it may have caused. 

 

4.6.4 Phase two sample selection of mother and partners 

Semi-structured interviews were conducted with a sample of mothers in 

receipt of health visiting. A purposive sampling strategy was used, to identify a 

sample of 10-12 participants. These participants were matched against the following 
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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; 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 could not give 

informed consent; mothers enrolled in the Family Nurse Partnership programme; 

mothers with poor English; mothers under the age of 18.  

Semi-structured interviews were also conducted with a sample of partners, 

of the mothers with mental illness. A partner was 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 et al. 2015, pg. 11) 

A purposive sampling strategy was used, to identify a sample of 10-12 

participants. These participants were matched against the following inclusion criteria. 

Must have a partner eligible for recruitment in Phase two interviews; have adequate 

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

years; have a diagnosed mental illness; have a partner enrolled in the Family Nurse 

Partnership programme. 
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4.6.5 Phase two recruitment of mother and partners  

The researcher and the identified local collaborator met with two health 

visitors in each Trust to present recruitment instructions and eligibility criteria for 

mothers and partners (see appendix 9). This was deemed the most acceptable method 

of recruitment as the health visitors were able to identify those who fit the eligibility 

criteria without the researcher examining confidential case files. The aim was to 

recruit 2 mothers and 2 partners from each HSC Trust. Mothers and partners did not 

have to be from the same family to be eligible. Mothers also did not have to have a 

partner to be eligible. If a mother was deemed eligible for the study but did not want 

to take part in interviews, her partner was still eligible to take part and vice versa. 

Eligible mothers and partners were recruited in a staggered format, to prevent 

unnecessary recruitment. Inclusion and exclusion criteria were also made explicit to 

the recruiting health visitors, to decrease the risk of unnecessary recruitment. The 

selected health visitors were informed that they should pass out two information 

packs (one for mothers and one for partners) (see appendix 14, 15, 17 and 18) to 

eligible participants. If the potential participants wished they could take the 

information pack which provided a more detailed description of what taking part in 

the study would entail, along with the researcher’s contact details. Potential 

participants were informed that they could contact the researcher to discuss what was 

involved in the interviews, or ask any questions and were made aware of their right 

to refuse participation or withdraw at any point without providing an explanation 

(Edwards, 2005). An interview volunteer slip, along with a pre-stamped addressed 

envelope was included in the information pack.  Those that wished to take part sent 

the interview volunteer form back to the researcher.  
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Those who returned the interview volunteer form were contacted and a time, 

date and location was agreed that suited the participant. The mothers and their 

partner’s interviews were not conducted at the same time but could have been 

successive of each other if it was convenient. Written consent was obtained before 

conducting the interview (see appendix 11 and 12). At the beginning of the 

interview, the participant was made aware of the strict confidence in which their data 

would be held, expect in circumstances where they divulged information which may 

cause harm to themselves or others. There was a payment in thanks (£15 post office 

token) for those who completed the interviews, as acknowledgement for the 

inconvenience that it may have caused. 

 

4.6.6 Phase two analysis  

Interviews were audio recorded, and transcribed verbatim by RL, and 

transcripts were subjected to thematic analysis (Attridge-Stirling, 2001; Braun & 

Clarke, 2006). Participants were viewed as the ‘experiential expert’ (Smith, Flowers 

& Larkin, 2013, p.64) while exploring the participants own interpretations of their 

experiences of FFP.  

Thematic analysis is a method used for identifying, analysing and reporting 

patterns within data (Braun & Clarke, 2006). The process outlined by Braun and 

Clarke (2006) was followed, as it makes explicit the procedures that may be 

employed in going from text to interpretation.  Thematic analysis is distinct from 

other methods that seek to describe patterns in qualitative data, as it is theoretically 

flexible, in that it is not constricted to any pre-existing theoretical framework (Braun 

& Clarke, 2006). As a result, thematic analysis can be used to both reflect reality and 

also to unpick or unravel reality. Braun and Clarke (2006) distingush between a top-
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down, theortically driven or bottom-up data driven appraoch to thematic analysis. 

The present study adopted an inductive approach to thematic analysis, meaning that 

codes were developed and modified throughout the coding process. In addition, 

codes were initially generated inductively from the raw data, had strong links to the 

data and were coded despite bearing little relation to the specific questions that were 

asked of the participants (Nowell, Norris, White, Moules, 2017). All codes were then 

analysed by the supervisory team, who examined whether there was a coherent and 

meaningful nature to the codes, referring back to participants responses where 

necessary. Braun & Clarke (2006) presented six steps which constitute the full 

process of thematic analysis: familiarising yourself with the data; generating initial 

codes; searching for themes; reviewing themes; defining and naming themes; and 

producing the report.  

Zartler (2010) suggests that when analysing multiple perspectives in research, 

consideration must be given to the ‘case level’ at which data is interpreted. Data were 

analysed on a group level, in which interviewees are regarded as distinctive sets of 

individuals (e.g. Health visitors, mothers, and partners). Initially these groups were 

analysed individually, however, the synthesis of the three perspectives was 

subsequently conducted. The synthesis involved developing a matrix of findings and 

considering where groups; (1) agreed, (2) complemented, (3) where there was 

dissonance, and (4) where there was silence (Vogl, Zartler, Schmidt & Rieder, 2018; 

O’Cathain, Murphy, Nicholl, 2010), these concepts are described further in section 

4.7. Brofenbrenner’s ecological model was used to frame the synthesis. NVivo 

qualitative data analysis software version 10.0 (QSR International, 2012) was used to 

aid data management. 
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4.6.7 Phase two: participant demographics  

In total, ten health visitors were interviewed (see table 4.4) based upon their 

FFP scores. All health visitors were female, and three were specialised in infant 

mental health and breastfeeding. Four worked in a rural setting, three in urban and 

three in a mix of urban and rural settings.  Seven of the health visitors worked in full 

time positions and three in part time. Nine were parents and six has some experience 

of mental illness, either personally or through a family member. 
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Table 4.4 Health visitors’ demographics Phase 2  

ID Age (years) Specialis
m   

Gender  Trust  Rural/Urban  Full-time 
/Part-time 

Parent Experience of 
Mental illness 
(family or 
personal) 

FFP 
score (20-
140) 

NHV1 52 No Female NHSCT Urban and rural  Full time  Yes Missing  75 

SHV3 42 No Female SHSCT Urban Part time Yes No  81 

SEHV4 46 No Female SEHSCT Urban and rural Full time Yes Yes 81 

NHV8 37 No Female NHSCT Rural  Full time No No 89 

SEHV2 45 No Female SEHSCT  Rural Part time  Yes Yes 90 

SEHV7 52 Infant 
Mental 
Health  

Female SEHSCT  Urban Full time  Yes Yes  98 

NHV5 51 No Female NHSCT Urban and rural Full time Yes Yes 111 

NHV10 
 

48 Breastfee
ding  

Female NHSCT Rural  Part time  Yes No 112 

SHV6 45 No Female SHSCT Rural Full time Yes Yes 115 

BHV9 44 Infant 
Mental 
Health 

Female BHSCT Urban Full time Yes Yes  140 
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In total 11 mothers were interviewed (see table 4.5). Mothers were between 

25 and 38 years of age, ten had a partner, with one being a single parent. Five 

mothers had one child, while five had 2 children, and one mother had three. Mental 

health problems ranged from postnatal depression, obsessive compulsive disorder, 

anxiety and eating disorders. Six of the mothers had more than one mental health 

problem e.g. postnatal depression plus anxiety. Five of the mothers’ mental health 

problems started after pregnancy and had no previous history, while six had mental 

health problems that pre-existed before pregnancy.  
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Table 4.5 Mothers’ demographics Phase 2 

ID Age 
(years) 

Partner  No. of children/age  Mental Illness   Postnatally, antenatally  or pre-existing   

WM1 34 Yes  1/20 months  Postnatal Depression After pregnancy  

WM2 25 Yes  1/6 months  Postnatal Depression and anxiety  Pre-existing, worsened after pregnancy  

SEM3 37 Yes  1/9 months  Postnatal Depression After pregnancy 

SM4 30 Yes  1/20 months  Obsessive compulsive disorder, 
Postnatal Depression and anxiety  

After pregnancy 

SM5 35 Yes  2/ 5 months and 3 years Postnatal Depression and eating 
disorder  

Pre-existing, worsened after pregnancy 

NM6 38 Yes  3/ 8, 6 and 4 years  Postnatal Depression After pregnancy 

SEM7 26 Yes 2/ 6 and 1 years  Depression and Postnatal depression  Pre-existing, worsened after pregnancy  

NM8 29 Yes 2/ 6 and 1 years  Anxiety  After pregnancy 

BM9 25 Yes 1/ 9 months  Depression  Pre-existing 

BM10 32 Yes 2/ 1 and 2 years  Depression, anxiety and postnatal 
depression 

Pre-existing, worsened after pregnancy 

BM11 34 No 2/ 5 and 2 years Depression and postnatal depression Pre-existing, worsened after pregnancy 
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In total seven partners were interviewed. Partners were between 27 and 38 

years of age and were all male. Four had one child, one had two children, while the 

remainder had three children. The partners of the fathers had a range of mental health 

problems, including; postnatal depression, obsessive compulsive disorder, anxiety, 

and eating disorders.  
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Table 4.6 Partners’ demographics Phase 2 

ID Age (years) Gender  No. of children/age  Partners mental Illness   

WP1 27 Male 1/6 months  Postnatal depression and anxiety 

WP2 39 Male 1/20 months  Postnatal depression 

SEP3 31 Male 1/9 months  Postnatal depression 

SP4 32 Male 1/20 months  Obsessive compulsive disorder, Postnatal 
depression and anxiety  

SP5 39 Male 2/ 5 months and 3 years Postnatal depression and eating disorder  

NP6 39 Male 3/ 8, 6 and 4 years Postnatal depression  

SEP7 27 Male  3/ 6, 3 and 1 years  Depression  



137 
 

 4.6.8 Conduct of the interviews  

All of the health visitor’s interviews took place at their place of work, within 

a privately booked room. All mothers and partners specified that they wanted the 

interview to be conducted at their home. Ten of the mothers’ interviews took place 

during working hours, and one was in the evening. Four of the partners’ interviews 

took part during working hours, three were in the evening. Interviews were 

scheduled to be accommodating to parents, subsequently, 6 of the interviews 

occurred at the weekend. Five of the partner interviews were successive of the 

mothers’ interview. While the other was being interviewed, the mothers and partners 

were typically caring for the children or left the house to provide privacy for the 

interviewee. Interview duration ranged from, 31 – 62 minutes for mothers, 30 – 46 

minutes for partners, and 37 – 70 minutes for health visitors.   

4.6.9 Phase two methodological rigor 

The aim of qualitative research is to explore phenomena in real world 

settings, in which the researcher does not attempt to manipulate the phenomena but 

rather tried to reveal the truth (Golafshani, 2003; Pandey & Patnaik, 2014). Due to 

the close nature between researcher and participants, issues of bias and subjectivity 

are often raised in qualitative research (Pandey & Patnaik, 2014). With this, 

qualitative research must employ steps to increase ‘trustworthiness’ (Lincoln & 

Guba, 1985). According to Lincoln and Guba (1985) trustworthiness involves 

establishing credibility, transferability, dependability, and conformability. Each of 

these will be looked at in turn. 

Credibility: techniques to ensure credibility include prolonged engagement in 

the field or research site. This involves spending adequate time observing the health 

visiting setting, speaking with a range of people and developing rapport with 
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participants (Pandey & Patnaik, 2014). Within this study RL spent a considerable 

amount of time engaging with health visiting services before commencing phase one 

and two. This allowed the establishment of rapport with health visitors and gaining 

their trust and engagement in the study. Another technique to ensure credibility is the 

use of peer debriefing. This involved “exposing oneself to a disinterested peer for the 

purpose of exploring aspects of the inquiry that might otherwise remain only implicit 

within the inquirer’s mind” (Lincoln & Guba, 1983, p. 308). In addition, at each 

stage findings were discussed and verified by the research team, in order to assess 

accuracy of the interpretations. Triangulation can ensure that participant accounts are 

rich, robust, comprehensive and can strengthen the integrity of the findings (Anney, 

2014).  It involves “the use of multiple and different methods, investigators, sources 

and theories to obtain corroborating evidence” (Onwuegbuzie & Leech, 2007,p. 

239). Within this study methodological triangulation has been employed, through 

using two methods to investigate the same phenomenon, and data triangulation, 

through collecting data from three groups (Denzin, 1978). In addition, the integration 

of qualitative with the quantitative, or ‘between method’ triangulation (Denzin, 1978, 

p.301), enriches the understanding of the quantitative data through allowing for 

deeper interpretations to emerge. Lincoln and Guba (1985) consider member 

checking as the single most important provision that can be made to strengthen a 

study’s credibility (Pandey & Patnaik, 2014). One technique within member 

checking involves reporting negative cases emerging from the study, namely 

negative case analysis. This refers to reporting data from the study which contradicts 

the patterns or explanations emerging from the data analysis (Bitsch, 2005). Negative 

case analysis was conducted within the three groups as well as across the three 

groups and is reported in chapter 8 and 9.  
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Transferability: Transferability refers to the degree to which the results of 

qualitative research can be transferred to other contexts (Anney, 2014). According to 

Bitsch (2005) transferability is achieved through thick description and purposeful 

sampling. This study employed purposive sampling in the qualitative component thus 

providing greater in-depth findings to aid transferability, by accessing participants 

who have in-depth knowledge about the phenomenon (Cohen, Manion & Morrison, 

2011). Another concept which is important for transferability is thick description 

which involves the researcher clarifying the research processes to allow replication 

of the study in other settings (Guba, 1981). Details of all aspects of the research 

process were made as transparent as possible, with explicit explanation of the 

research setting and context within chapter 1.   

Dependability:  Lincoln and Guba (1985) suggest inquiry audit as one 

technique which can enhance dependability. However, Merriam (1995) suggest an 

audit trial. While the two terms are similar the latter refers to the transparent 

reporting and description of all the decisions and activities throughout the research 

process (Guba & Lincoln, 1982). The former refers to examination of the research 

process by someone outside of the research team (Hoepfl, 1997). The research 

protocol for this study was peer reviewed by two academics outside of the research 

team and published in a peer reviewed journal (Leonard, Linden & Grant, 2019).  

Chapter 2 (Leonard, Linden & Grant, 2018a), chapter 3 (Leonard, Linden & Grant, 

forthcoming) and chapter 5 (Leonard, Linden & Grant, 2018b) have been peer 

reviewed during the journal submission process.  

Confirmability: Confirmability is concerned with establishing that data and 

interpretations of the findings are clearly derived from the data (Tobin & Begley, 

2004). Confirmability can be established through an audit trial, triangulation and 
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reflexivity (Lincoln & Guba, 1985). Reflexivity is both a concept and a process in 

which the researcher actively engages in recognising their role within the research 

process, and are mindful that they are part of the social world that they study 

(Dowling, 2006). It can be aided by the utilisation of a reflective research journal. 

This journal is a reflective document kept by the researcher in order to reflect on, 

tentatively interpret and plan data collection (Wallendorf and Belk, 1989). This 

journal can be used in qualitative research to assess the influence of the researchers’ 

background, perceptions, experience and interests on the research process (Krefting, 

1991). For the duration of study, the researcher has kept a reflective journal and has 

tried to incorporated reflection throughout the reporting of the qualitative findings. 

The journal allowed for reflection of the influence of the researcher’s personal 

background on the interpretation of findings for interviews. While it is not possible 

to present the contents of the journal in this thesis, the reflection that it stimulated is 

presented in chapter 7.  

 

4.7 Integration of quantitative and qualitative phases  

Integration is a key aspect of mixed methods research (Tashakkori, & 

Teddlie, 1998; Creswell, 2003). The integration of quantitative and qualitative 

findings is a critical element related to fulfilling the potential analytic value of 

combining findings ( O’Cathain, Murphy, & Nicholl, 2007; De Lisle, 2013). 

However, it does not just occur at the analytic stage, it can take place from 

formulating the research question right through to writing up (Creswell & Plano 

Clark, 2010; Punch, 1998), including the stages of design, sampling, analysis and 

interpretation (Sandelowski, 2000). The extent to which researchers have exploited 

the potential for integration within a study can act as an indicator for assessing the 
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yield of the mixed methods approach from that study (O’Cathain, Murphy & Nicholl, 

2007). Below we consider integration at the different stages in this study.  

Design: As previously discussed this is the first study to explore FFP in 

health visiting. It was therefore important to utilise mixed methods to illuminate this 

phenomenon. However, at the design stage it was also essential to give careful 

consideration of how the subsequent findings would be integrated, to yield sufficient 

integrated results.  

Sampling: The analysis of one method may be used to develop the sample for 

another method. This has been called sequential mixed methods sampling (Teddlie & 

Yu, 2007). Within this study, purposive sampling was used for the qualitative 

component by sampling health visitors who scored high and low on the quantitative 

scale (Sandelowski, 2000).  

Analysis: As previously stated the quantitative component (phase one) was 

facilitated by the qualitative component (phase two). In that the results of phase two 

aided the interpretation of phase one by providing a context within which the 

quantitative data could be understood. Caracelli and Greene, (1993) describe four 

approaches for analytical integration: data transformation, typology development, 

extreme case analysis, and data consolidation. The benefits of bringing together 

quantitative and qualitative data at the analytical stage includes the ability to 

contextualise the study findings to aid interpretation and to understand variation in 

the quantitative component (O’Cathain et al. 2007). For the present study, 

quantitative and qualitative data were initially analysed separately using the relevant 

methods, after which triangulation protocol was followed. Several techniques for 

triangulating findings have been discussed within the literature (O’Cathain, Murphy 
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& Nicholl, 2010), however, the most explicit is the triangulation protocol as 

described by Farmer, Robinson, Elliot & Eyles (2006). Following this technique, a 

coding matrix was developed in which findings from both components of the study 

were presented. Due consideration was then given to where the findings agreed, 

complemented, where there was dissonance or silence (Farmer et al., 2006; 

O’Cathain, Murphy & Nicholl, 2010). Silence within triangulation is where a theme 

or finding is arises from one data set and not the other (Farmer et al., 2006; 

O’Cathain, Murphy & Nicholl, 2010). At times silence can be expected due to the 

nature of the different methods employed, however, unexpected silences can help 

increase understanding or prompt further investigations (O’Cathain, Murphy & 

Nicholl, 2010). In addition, discrepancies in the findings from different methods can 

be considered constructive as they can be the start of the creation of a new hypothesis 

or more nuanced understanding (Miles & Huberman, 1994). Furthermore, the coding 

matrix not only aided the interpretation but also provided a graphical display of the 

data and its integration (see chapter 9), the value of which had been noted within the 

literature (Onwuebuzie & Dickson, 2008).  

Interpretation: Inferences were made from the findings of each method and 

then these inferences were brought together in the final discussion chapter to develop 

a meta-inference (Caracelli & Greene, 1993). A meta-inference refers to the 

conclusions or inferences made based on the integration of quantitative and 

qualitative data. As meta-inferences are based on findings that provide a broader 

depth of understand of phenomena than a single method would achieve, the 

subsequent recommendations for research and practice capture better informed.  
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4.8 Phase one and two ethical considerations  

Ethical approval was sought from Office for Research Ethics Committees 

Northern Ireland and National Health Service Research & Development (see 

appendix 5) office due to the recruitment of service users from all five Health and 

Social Care Trusts. For health visitors who declined follow up interviews, they were 

informed that the questionnaire would remain anonymous. For those consenting to 

participate in follow-up interviews, they were informed that all their information 

remained confidential. However, participants were also made aware that 

confidentiality may be breached should something be disclosed during the research 

that gives cause for concern.  This included revelations that are in clear breach of 

good practice, which may require confidentiality to be breached by the researcher.  

Participants were not informed of their FFMHPQ score. Implied consent was 

obtained through completion of the questionnaire.  

The autonomy of participants was central to this investigation. Participants 

were made aware that consent was fluid and that they had the right to withdraw their 

consent at any time throughout the study without any negative impact on their 

healthcare. All potential participants had the necessary information for informed 

consent and had the opportunity to ask questions about the study. For the interviews, 

written consent was obtained prior to commencing the interview, and participants 

were made aware that any digital recordings would be deleted following 

transcription. All information pertaining to participants was anonymised from the 

outset of the study and consent sought for the use of anonymised quotes from 

participants.  

Data was protected under the provisions of the Data protection Act (1998) – 

the data would only be used for the purpose of the study, no participant was 
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identifiable in any way and all data was stored in a locked office on a floor requiring 

keypad access in the Medical Biology Centre. All electronic information was stored 

on a password-protected QUB computer. Should electronic information need to be 

transferred, password-protected encrypted pen-drives were used. In accordance with 

university data protection guidelines all data will be stored for a period of up to 5 

years by a member of the supervisory team.  

At no point did the researcher seek or require access to patient records. 

Instead the cooperation of health visitors to gain access to potential mothers and 

partners ensured a more targeted sampling approach which maintained the highest 

standard of confidentiality. To ensure no service user was approached unnecessarily, 

the researcher explicitly provided selected health visitors with the eligibility criteria. 

Health visitors were informed that the researcher was contactable to clarify any 

uncertainties. Once data saturation was met, health visitors were contacted again (via 

email) to inform them to stop distributing the information packs.    

There was potential for mothers and partners to become distressed during 

interviews, were this happened participants were informed of their right to suspend 

the interview (see appendix 6). Due to the potentially sensitive nature of the 

questions, the General Practitioner (GP) was informed of participation in the study 

with participants’ consent (see appendix 8). During the interviews some participants 

(n = 3 mothers) became upset, however, wanted to continue with the interview. For 

the participants that became upset, they were given time to collect themselves and 

then were asked if they wanted to continue with the interview. For those that became 

upset their partners were present within the house, thus providing a safeguard for 

after RL left their home. In addition, before leaving RL provided participants with 

contacts (see information sheet) to seek support and advised to consult with their GP 
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if they felt it was necessary. The lone worker policy was adhered to throughout 

phases one and two, which meant that a supervisor was aware when data collection 

had commenced and finished.  While participants were informed that all information 

obtained through the study would remain confidential, they were also made aware 

that confidentiality may be breached should something be disclosed during the study 

that gives cause for concern.  This included information that indicates that their or 

another’s welfare could be seriously at risk, in which case the researcher is legally 

obliged to pass on this information to the relevant agencies (see appendix 7). 

However, no participants disclosed this sort of information.   

As noted in section 4.5.2, this research is the first to explore FFP among 

health visiting and the first to utilise the FFMHPQ within this population. Given the 

need for accurate and reliable forms of measurement it was deemed appropriate to 

conduct an exploratory factor analysis on the data from phase one to determine the 

construct validity of the existing FFMHPQ. In addition, the internal consistency of 

the scale is examined. Chapter five provides a psychometric evaluation of the scale 

and describes the methods and findings of this process.  
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Chapter 5: Psychometric properties and factorial structure of the FFMHPQ in 

a population of health visitors: an exploratory factor analysis 

*Adapted from the publication: Leonard, R., Linden, M., Grant, A. (2018) 

Psychometric evaluation of the Family Focused Mental Health Practice 

Questionnaire in measuring home visitors' family focused practice. PLoS 

ONE 13(9): e0203901. https://doi.org/10.1371/journal.pone.0203901  
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5.1 Introduction  

 The Family Focused Mental Health Practice Questionnaire 

(FFMHPQ) (Maybery et al., 2012) is a tool developed to measure family focused 

activity. The original measure was developed in Australia for use with mental health 

professionals (predominately nurses). The FFMHPQ has 16 subscales, comprising a 

total of 45 items, which are scored on a seven-point Likert scale (ranging from 

strongly disagree = 1, to strongly agree = 7). Five subscales measure family focused 

activities such as parenting support, referring family members to services and 

collaboration with other professionals. The remainder measure organisational factors 

that can impact these activities such as, workplace support, and workload. Since the 

development of the FFMHPQ, it has been adapted in a number of studies within 

Australia (Maybery et al., 2012; Tchernegovski, Reupert & Maybery, 2018; Laletas, 

Goodyear & Reupert, 2018), Ireland (Grant, 2014), Thailand (Tungpunkom, 

Maybery, Reupert, Kowalenko & Foster, 2017), Norway ( Lauritzen, Reedtz, Van 

Doesum, Martinussen, 2015; lauritzen & Reedtz, 2016) and, Northern Ireland (Grant, 

Lagdon, Devaney, Davidson, Duffy et al., 2018). The majority of the studies to date 

were conducted with samples of mental health professionals. Principal components 

analysis of the original scale in an Australian study, revealed a sixteen-factor 

solution, consisting of forty-five items. However, there was poor internal consistency 

in three of the sixteen subscales. In addition, some of the remaining factors consisted 

of two items, indicting they may have been unstable (Costello & Osborne. 2005). 

Despite demonstrably poor internal consistency ratings on the three subscales, some 

authors have continued to utilise them (Maybery et  al., 2012; Grant, 2014; 

Tungpunlom et al., 2017; Grant, Goodyear, Maybery & Reupert, 2016; Maybery, 

Goodyear & Reupert, 2016). Grant (2014), administered the FFMHPQ to 343 

psychiatric nurses, where poor reliabilities resulted in six of the subscales being 
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excluded from analysis. An adapted version of the FFMHPQ was also used with a 

sample of preschool teachers and childcare professionals in Australia (Laletas, 

Goodyear & Reupert, 2018). Eight of the original sixteen factors were removed 

based on the research team’s decision that they were not appropriate for teachers. 

Five of the remaining subscales possessed Cronbach’s alpha values below 0.5, 

consequently items were removed to improve reliability. Other studies have 

attempted to adapt the FFMHPQ without testing reliability (Tungpunkom et al., 

2017; Lauritzen & Reedtz, 2016).With the exception of Maybery et al’s (2012) 

Australian research with mental health professionals, no study to date has tested the 

construct validity of the FFMHPQ.  

 

5.1.1 Adaption of the FFMHPQ in health visiting 

Due to poor ratings of internal consistency, three of the subscales were 

removed for this study. These included: location issues (α = 0.41) which assessed 

transport and services to refer family members to a particular area; engagement 

issues (α = 0.42) which examined the opportunity to engage with family members; 

and support to carers and children (α = 0.58) which referred to the level of 

information, advocacy and referral provided to carers and children (Maybery et al., 

2012). This resulted in 13 subscales, comprising 41 items (see table 4.1 chapter 4). A 

low score in a particular subscale suggests a reduced family focus, and a high score 

an increased family focus; with the potential minimal score being 41 and the highest 

being 287. The original scale did not utilise a total score, which is something unique 

to the present study, instead the scale used scores from individual subscales which 

reduced its utility. The scale required minor adaptation for a UK context and for the 

population of interest. For example, the term ‘consumer parent’ was changed to 
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‘service user’ and the term ‘worker’ was changed to ‘health visitor’.  In addition to 

the FFMHPQ, demographic information was also collected. This included: gender; 

age; time qualified; training received; named healthcare Trust; specialisms; time in 

current position; location of the team (i.e. rural/urban); parental status; personal 

experience of mental illness.  

5.1.2 Statistical analysis  

As this was the first factor analysis of the FFMHPQ within a population of 

health visitors, it was deemed that an exploratory approach would be most 

appropriate. Factor analysis can reveal the underlying factor structure of latent 

variables through partitioning the shared, unique and error variance of a variable 

(Kaiser, 1958; Costello & Osborne, 2005). As Family Focused Practice (FFP) is a 

latent construct, an Exploratory Factor Analysis (EFA) was employed. Data met the 

underlying assumptions for conducting EFA as shown by Bartletts’s test of sphericity 

(p < 0.001), and the Keiser-Olkin index (KMO = 0.907). An EFA was performed 

using principal axis factor extraction and oblique, direct oblimin rotation. Scores of 

230 health visitors were included in the EFA, which met a 5:1 ratio of participants to 

items (n = 41) (Costello & Osbrorne, 2005).  As recommended by Kaiser (1958), 

retained factors had eigenvalues greater than 1.0, which was confirmed by the visual 

inspection of a scree plot. In addition, only factors with minimal cross-loading, those 

containing at least three items (Costello & Osborne, 2005) and those with item 

loadings above .32 (Tabachnick & Fidell, 2013), were retained. Cronbach’s alpha 

was used to estimate internal consistency of the retained factors and to determine the 

best fit for items which cross-loaded. As recommended, factors scoring less than α = 

0.6 were discarded (Bland & Altman, 1997; Cortina, 1993). EFA was performed a 
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second time to confirm these results. All statistical analyses were undertaken using 

STATA version 12.1 software (StataCorp, 2011).  

 

5.2 Results 

The sample consisted of 230 female health visitors (see Table 5.1), of whom 

the mean age was 44 years (SD = 9.29). The mean time in practice was 11 years (SD 

= 9.43), with the majority in full-time employment (n = 130, 57%). The majority of 

health visitors had received training in perinatal mental health (n=168, 73.7%) and 

child-focused training (n=171, 74.7%). Participants had a total mean FFP score of 

210 (SD = 18.5) as measured by the FFMHPQ. The lowest score on this scale was 

163 while 260 was the highest. 
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Table 5.6 Health visitor demographics  

Variable  Mean   SD 
Age 44 (years) 9.29 
Time in Practice  11 (years) 9.43 
Case Load (children) 223 60.8 
Original FFMHPQ score  210 18.5 
Adapted FFMHPQ score  102 11.92 
Location of Service  N % 
Urban  68 29.8 
Rural 73 32 
Urban and Rural  86 37.7 
Basis of employment  N % 
Full-time 130 57 
Part-time  93 40.8 
Other  3 1.3 
Currently in a specialist 
position  

N % 

Yes 51 22.4 
No 174 76.3 
Training in the past 3 years N % 
Yes 210 92.1 
None 18 7.9 
Substance Misuse  87 38.2 
Intimate Partner Violence  91 39.9 
Perinatal Mental health  168 73.7 
Pre-existing Mental health  29 12.7 
Think Family  10 4.4 
Child-Focused  170 74.6 
Family-Focused  21 9.2 
Experience of Mental 
health problems?  

N % 

No experience  92 40.4 
Personal Experience  42 18.4 
A parent  24 10.5 
A sibling  27 11.8 
A child   4 1.8 
More than one of the above  29 12.7 
Missing data 10 4.4  
Parent N % 
Yes 199 87.3 
No 29 12.7 
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5.2.1 Exploratory Factor Analysis 1. 

Exploratory Factor Analysis of the FFMHPQ initially revealed a 3-factor 

solution, consisting of 28 items. Recommended criteria for extracting factors with 

eigenvalues > 1, items loading above .30, factors with few items cross-loading and 

containing a minimum of three items (Costello & Osborne, 2005; Kaiser, 1958; 

Tabachnick & Fidell, 2013) were followed while conducting the EFA. One item (no. 

24) cross-loaded between 2 factors and was subsequently assigned to the factor with 

the stronger association. (See Table 5.2 and 5.3 for the 3-factor solution).  This 

resulted in a new questionnaire with a total of 27 items.  

 

Table 5.2 Variance and proportion of variance explained after factor analysis of 41 
items  

Factor  Variance  Proportion  
Factor 1 11.15 0.61 
Factor 2 2.63 0.14 
Factor 3  1.35 0.07 

Number of observations = 230, Retained factors = 3, Number of params = 120   

LR test: independent vs. saturated: chi(820) = 7277.49 Prob>chi = 0.00 
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Table 5.3 Factor loading of 28 items across 3 factors. 

 
Item  Factor 1 Factor 2 Factor 3 

1. Children and families ultimately benefit if health professionals work together to solve the family’s problems 0.997   
2. I am skilled in working with service users in relation to maintaining the wellbeing and resilience of their children 0.987   
3. I would like to undertake training in future to increase my skills and knowledge about helping service users with their parenting 0.986   
4. I want to have a greater understanding of my profession in a healthcare team approach to working with children and families 0.981   
5. I am not able to determine the level of importance that service users place on their children maintaining strong relationships with others 

outside the family (e.g. other children/peers, school) 
0.977   

6. There is time to have regular contact with other agencies regarding parents, families or children 0.974   
7. I am not confident working with children of service users 0.971   
8. I am not experienced in working with child issues associated with parental mental illness   0.969   
9. I provide education sessions for adult family members (e.g. about the illness, treatment) 0.969   
10. I am knowledgeable about the key things that parents service users could do to maintain the wellbeing (and resilience) of their children 0.706   
11. Team-working skills are essential for all health care professionals providing family-focused care 0.706   
12. I would like to undertake future training to increase my skills and knowledge for working with children of service users   0.705   
13. I regularly provide information (including written materials) about mental health issues to the children of service users 0.699   
14. I often consider if referral to parent support programme (or similar) is required by service users 0.697   
15. My workplace does not provide supervision and/or mentoring to workers undertaking family focused practices  0.636  
16. My workplace provides little support for further training in family focused practices  0.573  
17. There are no family therapy or family counselling services to refer service users and their families  0.558  
18. There are no parent-related programs (e.g. parenting skills) to refer service users to  0.456  
19. I refer service user to parent-related programs (e.g. parenting skills)    0.448  
20. I often receive support from co-workers in regard to family focused practice  0.427  
21. Government policy regarding family focused practice is very clear  0.398  
22. I regularly have family meetings (not therapy) with  service users and their families  0.395  
23. I am not confident working with families of  service user’s  0.386  
24. I do not refer children of service user-parents to child focused (e.g. peer support) programs (other than child and adolescent mental 

health) 
 0.346 0.312 

25. I provide written material (e.g. education and information) about parenting  to service users  0.304  
26. In my workplace other health visitors encourage family focused practice   0.606 
27. I am able to determine the level of importance that service users place on their children maintaining strong relationships with other 

family members (e.g. other parent, siblings) 
  0.502 

28. I am able to assess the level of children’s involvement in their parent’s symptoms   0.477 
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5.2.2 Assessment of internal consistency. 

Cronbach’s alpha for the 3-factor solution identified through EFA was 0.914. 

Cronbach’s alpha scores for individual factors revealed poor internal consistency (α 

= 0.516) for factor 3, which was then removed (See Table 5.4). The Cronbach’s 

alpha score of factor 2 revealed questionable consistency (α = 0.606). In order to 

improve consistency any item with a factor loading < 0.3 were removed (n = 5). This 

resulted in an increased alpha value for factor 2 (α = 0.669). The 2-factor solution 

contained 20 items and possessed good internal consistency between items. 

Cronbach’s alpha for the new 20 item FFMHPQ was 0.949.  

 

Table 5.4 Cronbach’s Alpha scores for the 3-factor solution.   

Factor  α 

1 0.972 

2 0.669 

3 0.516* 

*denotes factors which were removed due to α < 0.6 

 

 

5.2.3 Exploratory Factor Analysis 2.  

A further EFA was preformed to confirm the results of the 2-factor solution. 

EFA revealed a 2-factor solution with 20 items. Factor loading scores supported 

conclusions of the best fit for the 20 items within the 2 factors (see Table 5.5.). 

Examination of the scree plot (see Figure 5.1) supported this conclusion, showing the 
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point of inflection at the 2nd factor. The factors were named as: professional 

influences on FFP and organisational influences on FFP. Full description of the new 

measure can be found in Appendix 22.  

Table 5.5 Factor loading for 20 items across 2 factors 

 

 

Item  Factor 1 Factor2 
Children and families ultimately benefit if health 
professionals work together to solve the family’s problems 

0.997  

I am skilled in working with service users in relation to 
maintaining the wellbeing and resilience of their children 

0.987  

I would like to undertake training in future to increase my 
skills and knowledge about helping service users with their 
parenting 

0.986  

I want to have a greater understanding of my profession in a 
healthcare team approach to working with children and 
families 

0.981  

I am not able to determine the level of importance that 
service users place on their children maintaining strong 
relationships with others outside the family (e.g. other 
children/peers, school) 

0.977  

There is time to have regular contact with other agencies 
regarding parents, families or children 

0.974  

I am not confident working with children of service users 0.971  
I am not experienced in working with child issues 
associated with parental mental illness   

0.969  

I provide education sessions for adult family members (e.g. 
about the illness, treatment) 

0.969  

I am knowledgeable about the key things that parents 
service users could do to maintain the wellbeing (and 
resilience) of their children 

0.706  

Team-working skills are essential for all health care 
professionals providing family-focused care 

0.706  

I would like to undertake future training to increase my 
skills and knowledge for working with children of service 
users   

0.705  

I regularly provide information (including written 
materials) about mental health issues to the children of 
service users 

0.699  

I often consider if referral to parent support programme (or 
similar) is required by service users 

0.697  

My workplace does not provide supervision and/or 
mentoring to workers undertaking family focused practices 

 0.636 

My workplace provides little support for further training in 
family focused practices 

 0.573 

There are no family therapy or family counselling services 
to refer service users and their families 

 0.558 

There are no parent-related programs (e.g. parenting skills) 
to refer service users to 

 0.456 

I refer service user to parent-related programs (e.g. 
parenting skills)   

 0.448 

I often receive support from co-workers in regard to family 
focused practice 

 0.427 
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Figure 5.1 Second EFA Scree Plot of Eigenvalues 
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5.3 Discussion 

The objective of this chapter was to present the psychometric evaluation of 

the FFMHPQ within the sample of health visitors. The analysis suggested a 2-factor 

solution with 20 items from the original FFMHPQ included, and 21 items removed. 

The internal consistency of this newly proposed 20-item version, was found to be 

excellent with a Cronbach’s alpha of 0.949.  

Since the development of the original scale, there have been several attempts 

to adapt the FFMHPQ. Some studies have adapted the FFMHPQ without attempting 

to validate their changes (Tungpunkom et al., 2017; Lauritzen & Reedtz, 2016), 

while those that tested internal reliabilities revealed many of these to be unacceptable 

(Laletas et al., 2018; Grant et al., 2016). The EFA conducted as part of this thesis is 

the first attempt to explore the factor structure of the FFMHPQ since the 

development of the original scale. The EFA revealed a different structure than the 

original FFMHPQ, which originally suggested a sixteen-factor solution with 45 

items, compared with 2 factors and 20 items in the present work. It is important to 

note that the variability in factor solutions and internal reliability of previous 

versions may be due to differences between samples, cultures and countries. The 

majority of previous research (Tungpunkom et al., 2017; Grant et al., 2018; Grant & 

Reupert, 2016) consisted of mental health nurses, while the present sample 

comprised health visitors. While the two professions (mental health nurses and health 

visitors) may have underlying similarities, mental health nurses will have specialised 

mental health training, whereas health visitors often receive minimal training in 

mental health making comparison problematic (Vijayshankar, 2018). The second 

explanation may be due to some limitations in the original principal components 

analysis which was performed by Maybery et al (2012). For example, the original 
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study opted to conduct a principal component analysis instead of a factor analysis, 

which is the preferable method when considering latent variables (Costello & 

Osborne, 2005). Secondly, items in the original scale were divided into three factors 

prior to the principal components analysis (PCA). This was conducted on the basis 

that the authors wanted to meet a 5:1 ratio of participants to items, however initially 

their 307 participants to 83 items did not meet this requirement. Subsequently, 

Maybery et al., (2012) divided items into three factors prior to the PCA to meet the 

5:1 ratio for each factor, which is not common practice. Finally, some factors were 

retained in the final version despite having fewer than three items or had poor 

reliabilities (< 0.5), which is contrary to accepted practice (Costello & Osborne, 

2005; Tabackhnick & Fidell, 2013). Given the stark differences between the original 

and new versions of the FFMHPQ, including the differing methods and differing 

results, it is important to consider the impact on the reliability of comparing and 

contrasting the present findings with any existing evidence base that has used the 

original FFMHPQ.  

Even with the shortcomings highlighted in the introduction of this chapter, 

the FFMHPQ provides a much needed means of measuring the concept of FFP. 

However, as discussed in chapter one, there is consensus in the FFP literature, that 

challenges exist in how the concept of FFP is defined and used within practice and 

research (Leonard et al., 2018; Foster et al., 2016; Ward, Reupert, McCormick, 

Waller & Kidd, 2017). Sechrest (2005) suggests that there are central issues in the 

validity of inferences about constructs that are poorly defined, further emphasising 

the need to reach consensus on what constitutes FFP. In turn the lack of agreement 

over FFP has created challenges in how it can be accurately measured. However, to 
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assess the extent of professionals’ FFP, there needs to be a means of measurement 

which is reliable and valid.  

5.3.1 Limitations  

While a 5:1 ratio of participants to items is deemed adequate, a 20:1 ratio is 

recommended (Costello & Osborne, 2005). However, this would have required the 

authors to obtain a sample of 820 participants, which would have exceeded the total 

population of health visitors available. In light of this limitation, future studies are 

needed which employ rigorous psychometric procedures to further assess the validity 

and reliability of the FFMHPQ with new samples of health visitors in the UK and 

internationally.   

 

5.4 Conclusion  

There is increasing evidence that FFP can be beneficial in supporting families 

when mothers have mental illness. If practice is to be improved, it is important that 

we possess a reliable means to assess performance. This EFA has enabled evaluation 

of the construct validity of the FFMHPQ for use with a population of health visitors. 

Evaluation of FFP can inform decisions about improving service delivery. However, 

this evaluation should be based on the best available evidence, using valid and 

reliable measures. The ability to assess health visitors FFP can facilitate targeted 

training to improve practice and explore the impact of key variables, such as 

caseload, experience, and workload on FFP.  

The findings presented in this chapter highlight the need to examine practice 

through a reliable and valid means. The EFA presented in the current chapter 

provides the ability to assess the influence of factors such as workload, knowledge 
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and experience on FFP, with a two factor scale that is relevant to health visiting. As 

noted in chapter 1, there are currently limited studies that examine factors that 

influence health visitors FFP. As shown in this and previous chapters, there is 

evidence to suggest that health visitors’ workload (including caseload size and 

complexity), knowledge, and personal and professional experience can influence 

their FFP. In chapter six these variables are considered through t-test, ANOVA and 

regression analysis.  
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Chapter 6: Quantitative findings of family focused practice among health 

visitors 
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6.1 Introduction 

As previously discussed in chapter 1, while it is recognised that health 

visitors play a key role in supporting families when mothers have mental illness 

(Health education England, 2016), there is limited understanding of health visitor’s 

family focused practice (FFP) in this context and what factors predict it. In contrast, 

there is increasing understanding of FFP within other services, including adult 

mental health. While studies have predominately focused on barriers to FFP some 

have identified predictors (Maybery et al., 2016; Grant, Reupert, Maybery & Grant, 

2018; Tungpunkom, Maybery, Reupert, Kowalenko & Foster, 2017). Previous 

studies primarily in the area of mental health professionals, have found that; 

available services; skill and knowledge; co-worker support (Maybery et al., 2016); 

own parenting experience; work setting (Grant, Reupert, Maybery & Grant, 2018); 

practitioner experience (Goodyear et al., 2017; Grant et al., 2018); training 

(Goodyear et al., 2017; Tungpunkom, Maybery, Reupert, Kowalenko & Foster, 

2017); and time and workload (Grant et al., 2018) were significant predictors of FFP. 

This knowledge can be used by these services to inform developments in FFP.  

On this basis it is important to examine health visitors FFP and to determine 

factors that predict it. Within health visiting, time and workload are undoubtedly a 

concern due to the demands they place on the service (Doi & Hardie, 2017; Institute 

of health visiting (IHV) 2018). In addition, new roles within specialist perinatal and 

infant mental health visiting are on the increase, and have received substantial 

funding (Health education England, 2016; Vijayshankar, 2018).  With many 
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believing that these specialist roles will play a valuable part in reducing the incidence 

and impact of maternal mental illness in the perinatal period (Casanova & Walker, 

2016; Vijayshankar, 2018). Furthermore, it has been shown that health visitors’ 

personal experiences can also shape their identity as a professional (Brook & 

Salmon, 2015), with studies within mental health demonstrating that personal 

experience of mental illness can have a positive influence on understanding and 

establishing positive relationships with service users (Oates, Drey & Jones, 2017; 

Waugh, Lethem, Sherring, & Henderson, 2017).  Chapter 3 explored health visitor 

delivered family focused interventions and found that overall the included studies 

were not effective for reducing maternal depression or stress. However, the chapter 

concluded by highlighting that these interventions were primarily focused on 

postnatal depression and utilised minimal levels of family focused activities. 

Promoting effective FFP in future interventions or practice requires knowledge of 

predictive factors.  

On this basis, this chapter sought to examine key differences in health visitors 

FFP in addition to exploring those factors which predicted their FFP It was 

hypothesised that: 

  Workload, health visitors’ knowledge and health visitors’ experience 

would predict health visitors FFP; 

 There would be a statistically significant difference in mean FFP 

scores in those who had more interaction with the family compared to 

those who had less; 

 There would be a statistically significant difference on FFP scores 

based on health visitors’ personal experience, practice knowledge and 

professional experience.  
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This chapter presents the results of analyses which aimed to describe and 

examine health visitors FFP. Prior to reporting these findings, a brief recap of the 

methodology and analysis will be provided.  

6.1.1 Phase one methods and analysis  

As described in chapter 4, a cross sectional design was employed in phase 1, 

which was utilised to recruit a sample of health visitors. Health visitors were 

included if they had a minimum of six months post qualifying experience, had direct 

contact with families, were permanent members of staff (either full time or part 

time), and possessed adequate understanding of the English language to understand 

the questionnaire. At the time of initiation of the study the population consisted of 

488 health visitors. A power calculation was conducted using GPower software. At 

0.8 power, p value 0.05, and an effect size of 0.4, the required sample size was 80 

participants, 10% was added to this to allow for attrition, resulting in a final sample 

size of 88 health visitors. Through convenience sampling, a total sample of 230 

health visitors were recruited. Further details of recruitment are outlined in chapter 4 

section 4.5.6.  

Data was elicited through a questionnaire which included the FFMHPQ 

(Maybery et al., 2012). The questionnaire comprised three sections: demographics; 

the FFMHPQ; and family focused activities. The FFMHPQ originally had 16 

subscales which were scored on a seven-point Likert scale, however due to poor 

reliabilities three of these were not used within this study. Further details of the 

questionnaire used are outlined in chapter 4 section 4.5.2. Once data was collected an 

exploratory factor analysis was conducted to evaluate the scales performance in a 

population of health visitors. The analysis revealed a two-factor solution consisting 

of 20 items. With a potential minimal sore being 20 and the highest being 140. All 
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subsequent analysis was based upon the total score of the new two-factor solution. 

Further details of the EFA are outlined in chapter 5.  

6.2 Quantitative data analysis  

Independent t-tests were used to compare the means of binary independent 

variables. Variables included; face to face contact with partners; support provided to 

partners; face to face contact with children; discussing mental illness with mothers; 

and frequency of visits.   

A one-way analysis of variance (ANOVA) was conducted to compare mean 

scores on the two-factor solution, across independent variables with more than two 

levels. Variables included; age; experience of mental illness; parental status; caseload 

size; percentage of mothers with mental illness on caseload; time since registration; 

being in a specialist position; and training). Post-Hoc comparisons were adjusted 

with Bonferroni correction to account of multiple testing. The assumptions of 

homogeneity were tested by the Levene’s test of variance: the assumption was met if 

significance was > 0.05. Results that violated this assumption are reported with the 

corresponding p-value.  

Variables for the regression model were initially based on previous literature. 

As previously noted in chapter 1, parenting status, location of service, time since 

registration and time in current position, family focused training, child focused 

training, and age were found to have a significant effect on FFP (Grant et al., 2018; 

Grant, 2014; Maybery, Goodyear, Reupert & Grant, 2016). Thus, a regression model 

was developed and tested using the suggested variables. Preliminary results revealed 

that there was a non-significant proportion of variance in FFP scores explained by 

the model Adjusted R² = .01, F(7,202) = 1.418, p = .20. None of the variables 
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included in model 1 significantly predicted FFP scores, with the exception of family 

focused training (b = -.16, t(202) = -2.249, p = .03).  

Accordingly, the model was deemed a poor fit in explaining health visitors 

FFP, therefore the wider health visiting literature was searched for predictors that 

may have been more reflective of the profession.  

Based upon health visiting literature, three Multiple Regression (MR) models 

were subsequently developed to test the hypothesis that there would be a significant 

prediction of FFP by workload, health visitors’ knowledge and health visitors’ 

experience. Model 1 tested the prediction of FFP by workload, variables included; 

service location; caseload size; percentage of mothers on caseload with mental 

illness; and frequency of contact with families. The prediction of FFP by health 

visitors’ knowledge was tested in Model 2. Variables included; being in a specialist 

role; and various types of training relating to mental health or the family. The final 

model tested the prediction of FFP by the health visitors’ experience: variables 

included; health visitors parenting status; experience of mental illness; time since 

registration; and time in current position. Categorical variables were recoded into 

dichotomous variables prior to conducting the analysis (i.e. Are you a parent, have 

you completed substance misuse training: yes = 1 no = 0). Multiple regression 

assumptions were checked and reported in 6.3.4. All analysis was conducting using 

Statistical Package for Social Sciences (IBM, 2017).  

 

6.3 Results 

6.3.1 Characteristics of respondents and descriptive statistics   

The following section outlines the first set of findings, including participant’s 

demographic profile. Means and standard deviations were used to describe the data. 
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The questionnaire was completed by 230 health visitors from 5 Health and Social 

Care Trusts across Northern Ireland. All participants were female, with a mean age 

of 44.31 (SD = 9.35). Time since registration ranged from 6 months to 35 years (M= 

11.39, SD = 9.54). The majority of the sample were parents (87%). The mean time in 

practice was 11 years (SD = 9.43), with the majority in full-time employment (n = 

130, 57%). Health visitors worked in rural (n = 73, 32.5%), urban (n = 69, 30.3%) 

and both rural and urban areas (n = 86, 37.7%). Caseloads ranged from 20 families to 

333 families. Seventy-seven percent (n =169) of health visitors were not currently in 

a specialist position. Nineteen percent (n =42) of health visitors had personal 

experience of mental illness, 37% (n =85) had experience of a family member with 

mental illness, and 40% (n = 92) had no personal or familial experience of mental 

illness. Frequency of contact with the family was nearly equally split between, daily 

or weekly visits (56%) and monthly or yearly visits (44%). Eighty three percent (n = 

190) of health visitors said they had contact with children, and 83% (n = 186) had 

contact with a partner. In addition, 75% (n = 172) of health visitors stated that they 

supported partners of mothers with mental illness. The sample had a mean FFP score 

of 102.40 (SD = 11.92). Scores ranged from 59 to 140. Further descriptive results are 

detailed in Table 6.1.  
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Table 6.7 Characteristics of health visitors.  

  Family Focused 
Practice Score 

 n Mean  (SD)                  
Age Group (years)   
25-38 74 (33%) 103.45 (9.29) 
39-50 77 (35%) 102.54 (11.70) 
51-66 
Missing 

72 (32%) 
0 

102.32 (13.64) 

Time Since Registration (years)    
>1-4 75 (35%) 103.01 (11.04) 
5-15 69(30%) 103.69 (10.06) 
16-35 
Missing  

73 (35%) 
0 

101.19 (14.07) 

Service Location    
Rural  73 (32%) 101.31 (11.69) 
Urban  68 (30%) 102.70 (10.62) 
Rural and Urban 
Missing   

86 (38%) 
0 

102.94 (13.11) 

Caseload Size*   
20-200  58 (34%) 104.93 (10.75) 
201-253 57 (34%) 102.74 (12.08) 
254- 333 
Missing  

54 (32%) 
0 

99.59 (11.31) 

Mothers on Caseload with a mental illness (%)   
1-7.5  95 (52%) 101.86 (12.45) 
8-15  72 (39%) 104.28 (10.99) 
15.50-100  
Missing  

17 (9%) 
0 

104.94 (9.11) 

Specialist health visiting position   
Yes 51 (22%) 103.54 (12.10) 
No 
Missing  

169 (78%) 
0 

102.15 (11.88) 

Training: Substance misuse*   
Yes 87 (38%) 104.57 (11.71) 
No 
Missing  

141 (62%) 
0 

101.04 (11.89) 

Training: Intimate partner violence*   
Yes 91 (40%) 104.66 (11.47) 
No 
Missing  

138 (60%) 
0 

100.90 (12.02) 

Training: Perinatal mental illness   
Yes 168 (72%) 102.50 (12.19)  
No 
Missing 

60 (26%) 
0 

102.12 (11.18) 

Training: Pre-existing mental illness (e.g. bipolar)     

Yes 29 (13%) 104.96 (10.14) 
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No 
Missing  

200 (87%) 
0 

102.40 (12.14) 

Training: Think Family Initiative   
Yes 10 (5%) 105.00 (11.41) 
No 
Missing  

219 (95%) 
0 

102.28 (11.95) 

Training: Child focused*   
Yes 170 (75%) 102.79 (11.64) 
No 
Missing  

58 (25%) 
0 

101.25 (12.75) 

Training: Family focused*   
Yes 21 (9%) 107.95 (10.66) 
No 
Missing  

208 (91%) 
0 

101.86 (11.92) 

Experience of mental illness**   
Personal  42 (19%) 97.58 (11.41) 
Family member with mental illness 85 (37%) 104.29 (10.30) 
None  
Missing  

92 (40%) 
10 (4%) 

102.70 (13.00) 

Parenting status   
Parent 199 (87%) 102.79 (11.73) 
Not a parent  
Missing  

29 (13%) 
0 

99.71 (13.03) 

Frequency of Contact with service users   
Daily or weekly   118 (52%) 104.76 (11.00) 
Monthly or yearly  
Missing  

100 (43%) 
11 (5%) 

100.63 (10.68)  

Discuss mental illness with female service user   
Yes 203 (89%) 103.27 (11.10) 
No 
Missing  

20 (8%) 
6 (3%) 

97.88 (13.66) 

Contact with service users’ children**   
Yes 190 (83%) 103.34 (11.01) 
No 
Missing  

38 (17%) 
1 

96.97 (14.53) 

Contact with service users’ partner**   
Yes 186 (83%) 103.32 (11.28) 
No 
Missing  

40 (17%) 
0 

97.78 (13.10) 

Provide support to service users’ partner**   
Yes 172 (75%) 104.08 (11.29) 
No 
Missing  

48 (21%) 
9 (4%) 

97.49 (12.53) 

*p=0.05, **p=0.01, ***p=<0.001 
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6.3.2 Results of comparison of means through independent T-Tests and analysis 

of variance  

T-Tests were conducted to test the hypothesis that there would be a 

statistically significant difference in mean FFP scores in those who had more 

interaction with the family than those with less.  

There was a statistically significant difference in the scores for health visitors 

that had face to face contact with the partner (M = 103.32, SD = 11.28) compared to 

those that did not (t(221) = 2.61, p = .01); those with more contact had higher scores 

(M = 103.32; SD = 11.28) than those with less contact (M = 97.78; SD = 13.10) . In 

addition, there was a statistically significant difference in the FFP scores for health 

visitors who indicated that they supported the partner (M = 104.08; SD = 11.29) 

compared to those who said that they did not (t(221) = 2.61, p = 0.01). There was 

also a significant difference in scores for those that had face to face contact with 

children (M = 103.34, SD = 11.01), compared to those that did not (M = 96.97; SD = 

14.53) (t(220) = 3.00, p = .003). However, there was no statistically significant 

difference between those that discussed mental illness (M = 103.27; SD = 11.10) 

with the mothers compared to those that did not (M = 97.88; SD = 13.66) (t(215) = 

1.89, p = .06). There was also a statistically significant difference of frequency of 

visits (daily, weekly, monthly, yearly) (F(4,211) = 8.10, p = .00), however post-hoc 

comparisons using the Bronferroni test were no significant between all levels of 

frequency of contact.  

A one-way analysis of variance was conducted to test the hypothesis that the 

health visitors personal experience (age, experience of mental illness, and being a 

parent) had a significant effect on FFP.   
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There was a statistically significant effect of experience of mental illness 

(F(2,210) = 4.569, p = 0.011) on health visitors FFP. The mean scores of FFP by 

experience of mental illness were: personal experience, M = 97.58; No experience, 

M = 102.70; and having a family member with mental illness, M = 104.29. 

Employing the Bonferroni post-hoc test, significant differences were found between 

personal experience and family member experience (p = 0.009).  There was no 

significant difference between personal experience and no experience (p = 0.1), and 

no experience and family member experience (p = 0.065). There was non-significant 

effect of age (p = 0.866) and being a parent (p = 0.202).  

To test the hypothesis that practice knowledge and professional experience 

(caseload size, percentage of mums with mental illness on caseload, time since 

registration, being in a specialist position, and training) had a significant effect on 

FFP, a one-way analysis of variance was conducted.   

There was a statistically significant effect of caseload size (F(2,166) = 3.122, 

p = 0.047). The mean score of FFP by caseload size were: low, M = 104.93; medium, 

M = 102.78; and high, M = 99.60. Employing the Bonferroni post-hoc test, 

significant differences were found between low and high size caseloads (p = 0.042). 

There was no significant difference between low and medium size caseloads (p = 

0.95), and medium and high size caseloads (p = 0.43). There was also a statistically 

significant effect of family focused training (F(2,221) = 4.841, p = 0.029), substance 

misuse training (F(1, 221) = 4.701, p = 0.031) and intimate partner violence 

(F(1,221) = 5.429, p = 0.021) on total FFMHPQ scores. There was no significant 

effect for perinatal mental health training (F(2,221) = 0.042, p = 0.837) , existing 

mental health training (F(2,221) = 1.544, p = 0.215), and child focused training 

(F(2,221) = 0.700, p = 0.404). There was no significant effect of being in a specialist 
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position; time since registration (p = 0.420); and percentage of mothers with mental 

illness on caseload (p = 0.328). 

 

6.3.3 Multiple Regression results.  

All relevant assumptions of MR were tested prior to analysis. Firstly, a 

sample size of 230 was deemed appropriate given 19 independent variables (see 

tables 6.2 – 6.4) were to be included in the analysis, thus there was a ratio of 1:12 

(Tabacknick & Fidell, 2014; Green, 1991). In addition, a power analysis was 

conducted prior to data collection, which indicated that the sample exceeded the 

required minimum sample of 88 (see chapter 4, section 4.5.4). The assumption of 

singularity was also met and determined through inspection of the correlation matrix. 

Examination of the correlation matrix revealed that no independent variables were 

highly correlated (> 0.7), with the exception of the two dummy variables for 

frequency of contact with the family (see table 6.2). Consequently, the variable 

“monthly or yearly visits” was removed from the regression. Correlations for each 

model are presented in Table 6.2, 6.3 and 6.4. In addition, the assumption of 

multicollinearity was not violated, evidenced by acceptable limits of tolerance and 

variance inflation factors. Finally, visual inspection of residuals and scatter plots 

confirmed that the assumptions of normality, linearity and homoscedasticity were all 

met (Mulhern & Greer, 2011).   
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Table 6.8 Correlations between workload variables included in model 1  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Variable  1 2 3 4 5 6 
1.Rural 
Location  

-      

2. Urban 
Location  

-.449** -     

3. Caseload 
size  

.003 -.043 -    

4. Total 
mothers with 
mental 
illness on 
caseload  

-.104 .219** -.276** -   

5. Daily or 
weekly visits  

-.101 .018 -.097 .170* -  

6. Monthly 
or Yearly 
visits  

.107 -.014 .088 -.160* -.964** - 

*p < .05. **p <.01. ***p <.001.     
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Table 6.9 Correlations between professional knowledge variables included in model 
2  

 

 

 Table 6.10 Correlations between professional and personal experience variables 
included in model 3  

 

 

Variable  1 2 3 4 5 6 7 8 
1. Specialist 
position   

-        

2. Substance 
misuse 
training  

-.038 -       

3.Domestic 
violence 
training  

-.109 .312** -      

4. Perinatal 
mental illness 
training  

.016 .164* .402** -     

5. Existing 
mental illness 
training   

-.136* .185** .227** .167* -    

6. Child 
focused 
training  

-.041 .171** .227** .155* .192** -   

7. Family 
focused 
training  

-.006 .060 .175** .086 .334** .150 -  

8. Think 
family training  

-
.189** 

.139* .219** .079 .111 .075 .154* - 

*p < .05. **p <.01. ***p <.001.       
      

Variable  1 2 3 4 5 
1. Family 
member with 
mental illness   

-     

2. Personal 
experience of 
mental illness 

-.388** -    

3. Being a parent  .061 .071 -   
4. Time since 
registration   

-.25 -.047 .068 -  

5. Time in 
current position    

.013 -.049 .029 .694** - 

*p < .05. **p <.01. ***p <.001.    
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 Model 1: Health visitors’ workload.   

The first MR model, revealed that there was a non-significant proportion of 

variance in FFP scores explained by workload, Adjusted R² = .03, F(6,132) = 1.79, p 

= .10. None of the variables included in model 1 significantly predicted FFP scores 

(Table 6.5), thus the hypothesis was not supported.  

Table 6.11 The unstandardized and standardised regression coefficients for 
workload variables entered into model 1 

 

 

 

 

 

 

 

Note: Model 1 was not statistically significant (F(6,132) = 1.79, p = .10) 

 

Model 2: Health visitors’ knowledge.  

There was also a non-significant proportion of variance in FFP explained by 

health visitors’ knowledge, Adjusted R² = .01, F(8,212) = 1.39, p = .20. None of the 

variables included in model 2 significantly predicted FFP scores (Table 6.6), again 

the hypothesis was not supported.  

 

 

 

 

 

Variable  B SE B β 
Rural Location  .12 2.31 .00 
Urban Location  .84 2.39 .03 
Caseload size  -.03 .01 -.16 
Total mothers with 
mental illness on 
caseload  

.02 .08 .02 

Daily or weekly 
visits  

3.35 1.97 .15 

*p < .05. **p <.001.  
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Table 6.12  The unstandardized and standardised regression coefficients for 
professional knowledge variables entered into model 2 

 

 

 

 

 

 

 

 

 

 

 

Note: Model 2 was not statistically significant (F(8,212) = 1.39, p = .20) 

 

Model 3: Health visitors experience. 

The third MR model, revealed that health visitors’ experience explained a 

significant proportion of variance in FFP scores, Adjusted R² = .06, F(5,202) = 3.79, 

p < .01. Being a parent significantly predicted FFP scores, b = .14, t(202) = 2.02, p = 

.04. In addition, time since registration (b = -.20, t(202) = -2.22, p = .02) and having 

personal experience of mental illness (b = -.20, t(202) = 2.77, p = .00), significantly 

predicted FFP scores. The remaining variables included in model 3 did not 

significantly predict FFP (Table 6.7). As the overall model was significant, results 

supported the hypothesis that FFP was predicted by health visitor’s experience.  

 

 

 

Variable  B SE B β 
Specialist position   -.98 1.93 -.03 
Substance misuse 
training  

2.76 1.75 .11 

Domestic violence 
training  

2.47 1.82 .10 

Perinatal mental 
illness training  

-1.09 1.92 -.04 

Existing mental 
illness training   

-.10 2.6 -.00 

Child focused 
training  

-.1 1.93 -.00 

Family focused 
training  

5.36 3.02 .13 

Think family 
training  

-.88 4.03 -.01 

*p < .05. **p <.001.  
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Table 6.13 The unstandardized and standardised regression coefficients for 
professional and personal experience variables entered into model 3 

 

 

 

 

 

 

Note: Model three was statistically significant (F(5,202) = 3.79, p  < .01), with an 
adjusted R² of .06. 

 

6.4 Discussion  

Previous research has identified variables such as; skill and knowledge 

(Maybery et al., 2016); personal experience of parenting (Grant, 2014); work setting 

(Grant et al., 2018); professional experience (Goodyear et al., 2017; Grant et al., 

2018); child and family focused training (Goodyear et al., 2017; Tungpunkom et al., 

2017); and time and workload (Grant et al., 2018) as significant predictors of FFP. 

However, many of these findings were shown to be non-significant in the present 

study. In addition, the preliminary regression model (i.e. parenting status, location of 

service, time since registration and time in current position, family focused training, 

child focused training, and age) which was based upon previous literature, showed a 

non-significant proportionate of variance. A potential explanation may lie in the 

variation and adaption of the FFMHPQ used in the present study compared to 

previous research.  

Variable  B SE B β 
Family member 
with mental illness   

1.14 1.78 .05 

Personal 
experience of 
mental illness 

-6.05 2.1 -.20** 

Being a parent  5.06 2.51 .14* 
Time since 
registration   

-.25 .1 -.20* 

Time in current 
position    

.23 .14 .15 

*p < .05. **p <.001.  
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Many previous studies (Grant, 2014; Tungpunlom et al., 2017; Grant, 

Goodyear, Maybery & Reupert, 2016; Maybery, Goodyear & Reupert, 2016) utilised 

the original FFMHPQ without psychometric evaluation and have continued to use 

subscales despite poor reliabilities (Grant et al., 2014, 2016; Maybery et al., 2016; 

Tungpunkom et al., 2017). It was on this basis that an exploratory factor analysis was 

conducted for the present study (see chapter 5). Due to alterations following 

psychometric evaluation, the scale utilised in the present study is distinctive from 

both the original study and successive studies employing the FFMHPQ. This may 

have resulted in differing effects and relationships between the predictor variables 

and FFMHPQ scores (dependent variable). Furthermore, there were some differences 

in how the present study and previous studies utilised the FFMHPQ in the analysis. 

While the present study calculated a total score of all items (n=20) for the dependent 

variable, previous studies totalled and averaged individual subscale scores (Grant et 

al., 2014, 2016; Maybery et al., 2016; Tungpunkom et al., 2017). As previously 

discussed, scores were not based on the same factor structures. Thus, the regression 

models in the present study are distinctive from previous work. Finally, previous 

studies have largely explored FFP within a sample of mental health professions, as 

opposed to health visitors, potentially explaining differing findings. Due to the 

differences in the FFMHPQ factor structure, approaches to the analysis, and differing 

populations, it may be difficult to draw comparisons from previous findings to the 

present study.  

Despite differences with previous FFP literature, the health visiting literature 

nevertheless suggests that factors such as time, and workload impact practice 

(CPHVA, 2016). Results using independent t-tests found that health visitors who had 

face to face contact with partners and children, and those that supported the partner 
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had a significantly higher mean score on the FFMHPQ, than those that did not. 

However, frequency of visits (daily, weekly, monthly or yearly) had no effect on 

FFMHPQ scores. Additionally, the results from the regression showed that workload, 

including variables such as caseload and frequency of visits, were not significant 

predictors of FFP. This suggests that health visitors’ FFP is not dependent on 

workload and quantity of visits, instead it is dependent on the quality of the visit and 

who they have contact with.  

Within the UK, health visiting caseloads are at an all-time high (CPHVA, 

2016). The Community Practitioners and Health Visitors Association (CPHVA), a 

UK organisation, recommend that health visitors can safely manage a maximum 

caseload of 250 families (CPHVA, 2016). However, as evidenced through the 

present research, caseloads can be well above this limit i.e. maximum of 333. In 

addition to increasing caseloads, there is also greater complexity within caseloads, 

evidenced by the high numbers of mothers with mental illness (see Table 1). These 

factors have been linked to a lack of time spent with families which has been shown 

to be a significant barrier to effective FFP (Maybery et al. 2016). Despite high 

caseloads, 55% of health visitors met with families daily or weekly, and 35% visited 

families on a monthly basis. Indicting, that caseload size did not affect time spent 

with families, nor did time spent with families affect FFP.  Findings from this thesis 

suggest that effective practice is dependent on quality and content of visits and not 

quantity of time spent with families.  

Furthermore, the analysis examined whether health visitors’ professional 

knowledge would have a significant effect on FFMHPQ scores. Health visitor’s 

professional knowledge did not significantly predict FFP, however, in the ANOVA 

training had a significant effect on FFMHPQ scores, with those who had family 
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focused, substance misuse, and domestic violence training having significantly 

higher scores. While training (specifically family and child focused training) has 

been shown to be a significant predictor of FFP in previous studies with mental 

health nurses (Tungpunkom et al., 2017). Within the current findings, while the 

ANOVA showed health visitors who had received family and child focused training 

had higher FFMHPQ scores, it was not a significant predictor within the regression. 

Thus, while viewed in isolation these variables are significant however, when other 

variables were taken into account in the regression modelling, this relationship did 

not remain significant. In addition, within the sample there were varying rates of 

training received. For example, only 9% of the sample had received family focused 

training, while 75% had received child focused training. With such small proportions 

of those receiving family focused training, it is perhaps unsurprising that a significant 

effect was not found in the regression. These findings also call into question why so 

few health visitors are receiving family focused training, when it remains a policy 

recommendation (Department of Health, Social Services & Public Safety, 2010).  

The final hypothesis examined whether personal or professional experiences 

significantly predicted FFP. Model III of the regression analysis found that personal 

and professional experiences significantly predicted FFP. Similarly, analysis of 

variance revealed that personal experience of mental illness had a significant effect 

on FFMHPQ scores, however variables such as, age, parental status, time since 

registration, and being in a specialist position had no effect on FFMHPQ scores. 

Health visitors’ personal experiences can influence their identity as a professional 

(Brook & Salmon, 2015). In addition, there is some evidence to suggest that personal 

traits such as empathy (Derksen, Hartman, Bensing, Cagro, & Janssen, 2016), sense 

of coherence (Kennedy, Curtis & Waters, 2014), conscientiousness, and emotional 
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stability (Chen, Perng, Chang, & Lai, 2014) are factors which influence practice. The 

present findings from the regression suggest that being a parent, having personal 

experience of mental illness and time since registration as a health visitor 

significantly predicted FFP. However, while being a parent positively predicted 

higher FFMHPQ scores, having personal experience of mental illness and time since 

registration had a negative association with FFMHPQ scores.  

Among health visitors in Australia personal experience of mental illness was 

associated with a deeper understanding of service users with mental illness (Oates, 

Drey & Jones, 2017; Waugh, Lethem, Sherring & Henderson, 2017). However, the 

present findings suggest that health visitors with personal experience of mental 

illness are less family focused. When examining the wider literature this finding is 

surprising. Many of the studies that explore professionals with personal experience 

of mental illness, report that professionals use this experience to guide practice with 

the service user (Oates, Drey & Jones, 2017; Moll, Eakin, Franche, & Strike, 2013). 

Professionals in these studies used their experience to build rapport, trust, and 

relationships with the service user (Gardner, 2010; Moll, Eakin, Franche, & Strike, 

2013; Welch, 2005), viewing themselves as more authentic (McAllister, Happell, & 

Bradshaw, 2013), and credible (Oates et al., 2017). However, these studies did not 

explore how these experiences lead to a deeper understanding of the needs and 

impact beyond the service user (i.e. partner, children, grandparents), highlighting the 

limited existing research in this area. Thus, this thesis offers a unique examination of 

the influence of health visitors personal experience of mental illness and 

understanding of the wider family. Accordingly, caution must be taken when 

assuming shared experience, such as mental illness, will automatically lead to better 

practice for all members of the family.    
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While the findings of the regression found that time since registration did not 

significantly predict FFP, the wider literature suggests the contrary. Indeed, there are 

models of nursing practice that specify that professional expertise and development 

is a linear process that is dependent on time (Benner, 1996; McHugh & Lake, 2010). 

And that the more experienced (in years) the nurse, the better the quality of care for 

patients (Hill, 2010). However, for some, these models are too limiting, and argue 

that the concept of expertise has been oversimplified, in that it is not solely 

dependent on time nor is it linear (Arbon, 2003). Furthermore, when stating that 

years in practice leads to better quality of care for service users, it is unclear who 

constitutes a service user. For example, in health visiting the mother and child are 

considered to be the primary patients/service users, while the other family members 

(partner) are not. It is possible that time since registration does improve quality of 

care for the mother or child, however, not for any other family member.  Thus, as the 

care of the mother and child improves, FFP decreases. However, with limited and 

contrary research in this area, it is difficult to determine a definitive explanation for 

this result.   

6.4.1 Methodological considerations and limitations  

The FFPMHQ was a self-report tool and was thus subject to social 

desirability bias. While efforts were made to minimise this (e.g. participation was 

anonymous), the possibility of its influence exists. The sample size comprised 47% 

of the total available population of health visitors in NI. While this is lower than the 

ideal, this sample still met the underlying assumptions for multiple regression and 

was in excess of that suggested by the power calculation. This cross-sectional study 

took place within the UK which is subject to country specific policies and practices. 

It is therefore likely that the lack of definition of FFP described in previous chapters 
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will mean that these guiding policies will differ from those of other countries, which 

could therefore limit the generalisability of these findings.  

6.4.2 Conclusions  

The evidence base for FFP is continually growing and suggests that FFP can 

produce positive short and long-term outcomes for all the family. In order to promote 

a whole family approach in health visiting, it is important to develop an 

understanding of their FFP and factors that predict it. This chapter attempted to 

determine factors that predicted health visitors’ FFP and showed a large proportion 

of variance in model III was unexplained. This suggests that there are further 

variables which require consideration in understanding health visitors’ FFP. The 

results also showed that factors such as health visitor’s personal and professional 

experience, and frequency of contact health visitors have with families are worthy of 

further investigation. In addition, caution should be taken in drawing comparisons 

between the present findings and previous studies due to the differing versions of the 

FFMHPQ. The need for further consideration of factors and discrepancies with 

existing literature highlights the need for the qualitative phase of this thesis to 

explore and expand upon these findings. As discussed in chapter 4, use of mixed 

methods investigates relationships or trends in quantitative data while also seeking to 

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

Creswell &Stick, 2006; Leech & Onwuegbuzie, 2010). The following two chapters, 

chapters 7 and 8, will present the findings and synthesis of interviews with health 

visitors, mothers and partners, with the aim of exploring the findings presented in the 

current chapter.  
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Chapter 7: Qualitative findings of Mothers, Fathers and Health Visitors’ 

interviews. 
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7.1 Introduction  

Chapter 2 highlighted the limited evidence base that have explored 

experiences of health visitors’ family focused practice (FFP). For those few studies 

that have, the majority are based on the experiences of health visitors, with very few 

considering the mother’s perspective and even less the partners. In addition, the 

majority of studies to date have explored mothers with postnatal depression 

exclusively, with little exploration of other mental illnesses. This chapter therefore 

explores the experiences of health visitors, mothers and partners in relation to health 

visitors’ FFP. The inclusion of three different groups during the qualitative phase 

allowed exploration of different levels and perspectives of FFP, providing a deeper 

understanding (Rose et al., 2006). The aim of the study was: 

 To explore the experiences of health visitors, mothers and partners in 

relation to health visitors’ FFP, with families impacted by maternal 

mental illness. 

The chapter begins by providing the reader with a brief summary of the 

researcher’s personal and professional background. A more in-depth 

acknowledgment of the potential impact of the researcher’s background on the 

interpretation of findings is discussed at the end of the chapter. The participants are 

then introduced to provide the reader with some context. The chapter then gives an 

overview of key findings and presents the themes from the health visitor, mother, and 

partner interviews, respectively. Finally, some conclusions are provided based upon 

the findings, alongside methodological considerations. Due to the length of this 

chapter it was felt that the broader discussion of these findings would be better 

presented alongside the synthesis of findings in chapter 8.  
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7.2 A reflection on the researcher’s background  

Part of the qualitative research process involves reflectivity, in which it is 

important that the researchers background and its influence on the research process, 

is made explicit. Below is a brief summary of my personal and professional 

background, which I acknowledge has influenced my approach to my PhD, from 

initiation to completion.  

I began my career in women’s aid and children’s support, which was my first 

experience of working with mothers who have mental illness and their children. 

During this time, I witnessed the negative effect of mothers of mental illness on the 

child own mental health and behaviour. For example, where a mother had become 

withdrawn due to her depression, which contributed to her child displaying 

challenging behaviour in an effort to engage with the mother. Through this time, I 

came to recognise the bidirectional relationship between the mother’s and child’s 

mental health. I subsequently went on to complete my degree in social work in 2015, 

in which I undertook a placement in child and adolescent mental health services 

(CAMHS). While my primary service user was the child or adolescent, it was 

necessary to engage with the wider family, as promoting a positive family dynamic 

often helped the young person’s mental illness. In addition, many of the young 

people that I saw in CAMHS, has parents in adult mental health services.  After 

completing my degree, I undertook a masters in social research which equipped me 

with the skills necessary to start my PhD. I decided to undertake this topic within the 

PhD as based off my experiences I understood the importance of family focused 

practice with mental illness and wanted to explore this area further. I am also a 

mother of two young boys, whose father I have been with for 13 years. I became a 

mother at a young age and feel that my experience has given me a deeper 
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understanding of the pressures and pleasures of motherhood. A more in-depth look at 

how my background may have impacted on the findings presented in this chapter is 

detailed in section 7.8.  

7.3 Phase 2 methods and analysis  

Semi-structured interviews were conducted with a sub sample (n = 10) of 

health visitors who completed the Family Focused Mental Health Practice 

Questionnaire (FFMHPQ) and who agreed to participate in interviews (n = 35). A 

purposive sampling strategy was used, to identify a sample of 10 participants for 

interview (based upon data saturation) (Morse, 1994). The five highest scoring and 

lowest scoring health visitors on the questionnaire were identified and invited to 

participate in semi-structured interviews. Interviews were held at the health visitors’ 

place of work and lasted between 37 and 70 minutes.  

Semi-structured interviews were conducted with a sample of mothers and 

partners in receipt of health visiting. A purposive sampling strategy was used, to 

identify a sample of 10 mothers and 10 partners (based on data saturation). These 

participants were matched against the inclusion criteria and invited to take part in 

interviews via their health visitor. For the mothers, inclusion criteria included; 

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; capacity 

to give informed consent; have adequate understanding of the English language. For 

partners, inclusion criteria included; must have a partner eligible for recruitment in 

Phase two interviews; have adequate understanding of the English language. 

Interviews were held within the participant’s homes and lasted between 31 and 62 



188 
 

minutes for mothers and 30 and 46 minutes for partners. Further details on phase 1 

methodology is described in chapter 4.  

Transcripts from the interviews were subjected to thematic analysis applying 

an inductive approach. Through the process of analysis described in chapter 4, 

themes were produced that captured the experiences of participants. Codes arising 

from the data, which were similar to one another, were collated into potential themes. 

These initial themes were reviewed on an ongoing basis to produce a final collection 

of themes. These themes are presented below and are outlined in Table 7.1.    

  

7.4 Purpose of the interviews  

Interview topic guides were centred on four themes: demographic 

information; the family needs; the health visitors’ capacity to engage in FFP; and 

further development of practice. The topic guides probed participants about the needs 

of all family members and asked participants to describe how the health visitor 

would meet these needs. The interviews sought to understand not only what health 

visitors’ did with families, but also why they practiced in that particular way and the 

challenges they faced in being family focused.  

 

7.5 Introducing the participants  

The aim of this section is to provide readers with contextual information 

about the interview participants. For further information on the participants see 

chapter 4 section 4.6.7 and tables 4.4 – 4.6.   

7.5.1 Health visitors  

In total, ten health visitors were interviewed based upon their FFP scores. All 

health visitors were female, and three were specialised in infant mental health and 
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breastfeeding. Four worked in a rural setting, three in an urban setting and three in a 

mix of urban and rural settings.  Seven health visitors worked in full-time positions 

while three worked in part-time positions. Nine were parents and six has some 

experience of mental illness, either of a personal nature or through a family member. 

7.5.2 Mothers  

In total 11 mothers were interviewed. Mothers were aged between 25 and 38; 

ten had a partner, with one being a single parent. Five mothers had one child, while 

five had two children, and one mother had three. Mental health problems ranged 

from postnatal depression (n =9), obsessive-compulsive disorder (n= 1), anxiety (n = 

4) and eating disorders (n = 1). Six of the mothers had more than one mental health 

problem e.g. postnatal depression plus anxiety. Five of the mothers’ mental health 

problems started after pregnancy and had no previous history, while six had mental 

health problems that existed before pregnancy. 

7.5.3 Partners  

In total seven partners were interviewed. Partners were between 27 and 38, 

years and were all male. Four had one child; one had two children, while the 

remainder had three children. The partners of the fathers had a range of mental health 

problems, including; postnatal depression, obsessive-compulsive disorder, anxiety, 

and eating disorders. 

 

7.6 Findings  

7.6.1 Overview of findings   

Health visitors, mothers and partners described their experiences of FFP, the 

perceived needs of the family, and how the health visitor met or failed to meet those 

needs. Health visitors FFP largely consisted of supporting the mother and child, with 
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partners seen as secondary. This was based upon perceptions of family and gender 

roles, which all three groups of participants held. In addition, underpinning FFP in 

the context of mental illness were feelings of stigma and fear, again, expressed by all 

three groups. These underlying assumptions and perceptions shaped the health 

visitor’s role within the family and the support they provided. The themes are 

presented in table 7.1 and discussed below.  

 

Table 7.14 Summary of Mothers, Fathers and Health Visitors’ themes.  

Superordinate themes  Subordinate themes 
Health visitors 
Perceptions of Mental illness   Feelings towards mental illness  

  
  
 Is mental health my role?  
Health visitors professional and personal 
experience  

A deeper understanding through personal 
experiences 

 Professional, practical experience as a 
diagnostic aid    

 Increased confidence through practice 
experience 

 Importance of training in skill acquisition   

Health visitors’ perception of the family Supporting the child through the mother   

 Ancillary role of the partner   
 Supporting mothers: the bread and butter of 

health visiting   

 Supporting the mother through developing a 
positive relationship 

 Influence of the extended family on mother’s 
mental health 

Mothers  
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Mother’s mental illness and associated 
feelings 

Feelings about themselves as parents 

 Personal acceptance of mental illness 

  
  
 Striving for normalcy   
  
  
Mothers’ perceptions of supportive 
relationships 

Importance of the mother-health visitor bond    

 The mothers trust in health visitor 
competence  

Expectation placed on mothers versus fathers   The partners ease at slipping back into 
normal life  
Partner mental health being overlooked  

Partners  
Partner’s perceptions of mental illness The partners feelings towards the mothers 

mental illness   

 Gendered stereotypes of mental illness   

It takes a toll: the demands of mental illness 
and family life 

A change within the family 
 

 Impact of mother’s mental illness on the 
partner 

 Positive and negative influence of wider 
family support 

Partners perceptions of support needs     Partners perceptions of health visiting 
services  

 Masculinity as a barrier to support    

 Male empowerment to support mothers 
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7.6.2 Health visitor’s themes  

Superordinate theme 1: Perceptions of Mental illness  

Health visitors’ response to mothers with mental illness was primarily 

determined by their individual perceptions of mental illness. Health visitors’ 

perceptions were influenced by firstly, their feelings towards supporting mothers 

with mental illness, and secondly how they perceived their role in supporting 

mothers with mental illness. These themes are presented below.   

Subordinate theme 1: Feelings towards mental illness   

Some health visitors felt fear of the risk and accountability associated with 

mental illness, leading to them feeling overwhelmed. Others health visitors gained 

enjoyment from supporting mothers with mental illness. These are presented below.  

Health visitors described feelings of fear, in relation to risk and accountability 

when supporting mothers with mental illness. Fears were largely around child 

protection and fears for the mother: “the biggest challenge, I think risk, yeah. You 

carry a lot of risk, because they are very small babies. Risk to the children, risk to 

the mum” (SEHV7).  

Those health visitors that felt fear in supporting mothers with mental illness 

discussed how they perceived that they were supporting families on their own. One 

health visitor reported her concerns around being the only professional involved with 

a mother, for example: “that lady I go to and she is up and down like a yoyo. And she 

would have a history of self-harm and you do think she could go over the edge at any 

time and who is looking out for her apart from me (SEHV2). Fear of being the sole 

professional involved in caring for vulnerable mothers stemmed from a perceived 

lack of support from other services, such as mental health or social services. Health 
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visitors described “picking up the slack” when other services were not involved. 

Health visitor SEHV4 discussed the lack of timely engagement from social services:  

“I think you maybe need support from a social worker, for someone to come 

out and do a bit of work. But then in saying that we refer in to social services, and if 

it’s not a child protection issue, and they’re not going to child protection, you could 

sit for 6 months, 9 months, on a waiting list” (SEHV4).  

Health visitors described supporting mothers with mental illness as 

overwhelming and draining. Feelings of being overwhelmed stemmed from both a 

lack of knowledge and the demands of the work. Some health visitors reported a lack 

of specialist knowledge about more serious mental illnesses (i.e. bipolar, psychosis), 

resulting in uncertainty in how to support these mothers. For example, health visitor 

SHV3 reports: “someone is saying that I’ve have thoughts of my life not worth living 

and this, that’s quite overwhelming you know” (SHV3).  

In addition, this lack of knowledge left some feeling out of their depth in 

supporting mothers with serious mental illness. One health visitor described; “Then 

we start going into bipolar, and personality disorder, and things like that. I would 

really feel out of my depth, and sometimes I can feel like I don’t know if I should be 

going in there. And offering advice and support” (NHV8).  

Others highlighted the demanding nature of supporting mothers with mental 

illness. For some health visitors, excessive demands were caused by the volume of 

work they were required to undertake, which was perceived as unrealistic and 

unmanageable. For example, SEHV4 states;  

“you’re thinking oh gosh, em another one with postnatal depression, when 

am I going to slot her in because you cannot physically do three postnatal depression 
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in a day. Otherwise you are mentally drained. You sometimes look at your diary and 

think I really need to see you next week and I can’t slot you in.” (SEHV4) 

Health visitors also found meeting the diverse range of mothers’ needs 

demanding. Some mothers experienced a number of complex issues such as, sexual 

abuse, child abuse and domestic violence. Health visitors discussed challenges in 

supporting all of these issues, as they were seen as specialist areas.  

In addition, health visitors found some mothers with mental illness required 

intensive support. This was not always possible to give, due to time constraints and 

high caseloads. One health visitor reported; “I just think you would have to have a 

minuscule caseload to be able to offer what that person needs as a whole” (SEHV2).  

Some mothers had little support other than the health visitor and relied heavily on 

their support. For the health visitor, this was both overwhelming and sombre:  

“she would tell me that I'm the only person that she can ring cause I'm the 

only person who understands her. And that will listen to her. Know I take that as a 

compliment. But at the same time I feel very sad that I'm the only person that girl can 

ring in life. She doesn’t have anybody else” (NHV1). 

Due to the health visitors volume of work and the demanding nature of the 

role, many health visitors felt physically and emotionally drained:  

“just physical time, you’re thinking oh gosh, em another one with postnatal 

depression, when am I going to slot her in because you cannot physically do three 

postnatal depression in a day. Otherwise you are mentally drained” (SEHV4). 

Not all health visitors reported negative feelings towards supporting mothers 

with mental illness. For some health visitors supporting mothers with postnatal 

depression and anxiety was their “bread and butter” (NHV5). The majority of health 
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visitors felt confident supporting mothers with postnatal depression and enjoyed the 

work. Those that enjoyed the work described going above and beyond to support 

mothers: “I would have done weekly listening visits, and we are curtailed to 5-6 

weekly listening visits, I did many many more. Many many more. I’m not even going 

to say how many” (NHV10). Moreover, despite challenges in time and caseloads 

some health visitors described, “making the time” (NHV10) to support families.  

 

Subordinate theme 2: Is mental health my role? 

For health visitors, mental illness was viewed as a specialist area, and one 

that should be supported by mental health services. One health visitor reported not 

being able to provide advice due to a lack of specialist knowledge: “And they can say 

something and I would be thinking right, I know about that but I cant, I cant, I cant 

give you the answer because that’s a specialist area” (SHV3). This perception 

resulted in many health visitors withdrawing their input when mental health services 

became involved with a mother. Moreover, mental health services were viewed as 

the experts, while health visitors perceived that their capabilities did not extend 

beyond supporting mothers with postnatal depression. As one health visitor 

discussed, her training limited the support she could offer: “I am not trained to do 

that. You know I feel training, I don’t feel, I feel like I can listen, but that’s about it” 

(SEHV2).  

Health visitor’s perception of their role in supporting mothers with mental 

illness also influenced their experiences. The majority of health visitors perceived 

that it was within their remit to support mothers who had postnatal depression. 

However, there was uncertainty in relation to the parameters of postnatal depression: 

“specifically when we are talking about postnatal depression, is up to the baby is 
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sort of 7 -8 months, but then I think if its after 7 months, its picked up then its maybe 

clinical depression, so then its out of our remit” (SEHV4). Furthermore, there was 

dissent around other types of mental illness. Some health visitors viewed supporting 

mothers with serious mental illness as outside their remit: “and that’s a huge burden 

because really that is not, that’s way outside what I feel my remit is” (SEHV2).  

As part of the health visitor’s role in supporting mothers with mental illness, 

they had to collaborate with other services. Services included; General Practitioners 

(GP), maternity services, social services, and mental health teams. Key to positive 

collaborations were good relationships, effective communication, information 

sharing, and utilising one another’s expertise. For example, the following health 

visitor explained her positive working relationship with the GP: “we do have a good 

working relationship and I can just go down and say can I speak to you. I think team 

work and communication are the key to things such as mental health” (NHV10). 

Collaborations enabled health visitors to support the family, and reduced feelings of 

fear and emotional burnout. Health visitors also described how collaboration enabled 

a more holistic picture of families:  

“from my experience my community psychiatric nurses and mental health 

social worker, and GP’s worked well together. But it was crucial. Because if you 

didn’t, things got missed. And maybe escalated concerns could have been dealt with 

sooner” (BHV9).  

Normalising mental illness was viewed as part of the health visiting role. 

Health visitors described the myths that surrounded mental illness, which they felt 

necessary to dispel. Families where the mother had a mental illness were unaware of 
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how common postnatal mental illness was, which made them feel isolated. Health 

visitors tried to normalise the family’s experience:  

“you’re not the only one going through this and I’ll always say you know 

what I’ve been in two or three houses and I see this all the time so don’t worry, 

you’re not on your own. There is loads of people out there feeling like this” (NHV1).  

Furthermore, the mothers were reluctant to take medication because of the 

perceived stigma. This posed a challenge to the health visitor, who was mindful that 

medication was necessary to improve mothers’ mental health. Again, the health 

visitors employed strategies of normalising medication use: “it is a myth but they 

have this thing in their head that they, it's an awful travesty to have medication, anti-

depressants are a terrible thing you shouldn’t be on them. But I always say to them 

you know what, probably ¾ of your friends are on them and you don’t realise it” 

(NHV1).  

In addition to expelling myths about mental illness, health visitors also 

reported confronting myths about parenthood. Many of the mothers had unrealistic 

expectations of motherhood which placed undue pressure on themselves. For 

example, “the majority of mummies will say why am I feeling like this. I should be 

happy, I just had a baby, the most wonderful thing in the world why do I feel so bad” 

(NHV1). Overly high expectations were believed to contribute to feeling of guilt, 

which in turn compounded the mothers’ mental illness. The health visitors felt that as 

part of their role in supporting mothers, they needed to present a realistic picture 

about what motherhood entailed. For example, health visitor NHV5 described 

helping a mother to be realistic about her capacity as a mother: “the parents they are 

looking forward to being parents, and then they feel so guilty for feeling like this too. 
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But I would stress to them in those early days, you have to eat and you have to sleep. 

You can’t be super women.” (NHV5) 

Health visitors described difficulties in supporting mothers who had high 

expectations of motherhood. Those mothers from a professional background were 

seen to be more private and had higher and sometimes unrealistic expectations. 

Health visitor BHV9 described this trend:  

“a lot of mummies who come, maybe worked as a teacher, would have had 

more anxieties about their new born, than a wee 17 year old mummy who got 

pregnant at school, and lives with her own ma. You know but they would have been 

more honest and said I don’t know what to do whereas that mummy would have had 

an expectation on herself  well I should know what to do because I’m educated, and 

but actually we are all learning” (BHV9).  

 

Superordinate theme 2: Health visitors professional and personal experience  

Health visitors described how their personal and professional experience 

influenced their experience of supporting mothers with mental illness. They 

discussed the influences of personal experiences of mental illness, their own 

parenting experience, training and time in practice. These themes are presented 

below.  

Subordinate theme 3: A deeper understanding of mothers’ needs through 

personal experiences 

Health visitors disclosed personal experiences of postnatal depression. They 

indicated that this personal experience allowed them to empathise and have a deeper 

understanding and compassion for the experiences and needs of mothers. In addition, 
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those with personal experiences of mental illness felt more in-tune to the mother’s 

needs: “I suppose it’s my forte because I experienced postnatal depression myself, so 

I think it’s one of the things I would be more in-tune with” (SEHV4).  

Subordinate theme 4: Professional, practical experience as a diagnostic aid   

Health visitors discussed the influence of professional experience on their 

practice. Those with extensive practice experience described enhanced skills such as 

observation; gut feelings; and professional judgement. Health visitors described their 

professional judgement and gut feelings alerting them to concerns and aiding in 

unmasking mother’s deteriorating mental health. In homes where concerns may not 

have been obvious, health visitors with extensive experience described being able to 

see past the mask that mothers portrayed. As one health visitors’ states: “I thought 

there is something not right here, and I can see it in her. And eventually then she just 

broke down”. (NHV1) 

Furthermore, a key skill that was enhanced over time was observation. Health 

visitors used observation to read ‘in-between the lines’ and build a deeper picture of 

the family. Observation severed as a method of assessing relationships and bonds, 

particularly between mother and baby:  

“well I just watch. Are they picking them up (child) or even when I'm doing 

examinations and stuff there are mums that would just be completely standing off, 

whereas it would be more instinctive for ok mum……But is suppose if someone is 

very low. They just don’t respond to that” (SEHV2)  

Subordinate theme 5: increased confidence through practice experience 

With increased years in practice came greater experience of managing and 

supporting mothers with mental illness. Practice experience was thought to decrease 
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the fear around mental health, and with time a growing sense of confidence was 

developed. Those that had extensive contact with mothers with mental illness 

reported a sense of confidence in their ability to identity mental illness, to ask about 

mental health, and in implementing strategies to support mothers’ mental health. 

Those with more practice experience felt enabled to identify which mothers were 

more at risk of mental illness:  

“You do have mummies who have had maybe depression as a young girl, 

maybe the puberty years, maybe 15, 16. And they have had a few issues, and that sort 

of lies dormant, and I suppose with postnatal depression, it can become more 

prevalent. Your depression can come back a wee bit.” (SEHV4).  

The ability to identify those at risk of mental illness meant that health visitors 

were enabled to intervene early and stop the mothers’ mental health from 

deteriorating further. As one health visitor highlighted;  

“there are ladies who maybe are not PND but I think are on the verge of it, 

maybe have had a really bad experience with breastfeeding. And I would be giving 

them extra visits.. But I'm thinking this person is very low here. And I just don’t want 

them going over the edge.” (SEHV2) 

Furthermore, practice experience was seen to instil confidence in enquiring 

about a mothers’ mental health. Health visitors developed techniques for enquiring 

about mental health that were not intrusive yet were also direct. As one health visitor 

sates: “I suppose with experience you do start to generally word it in a way that you 

think awk god I’m a bit concerned about you, you’re not your usual self today, you 

know what questions to ask.” (SEHV4).  



201 
 

Subordinate theme 6: Importance of training in skill acquisition     

Not all health visitors had a wealth of practice experience, however, some 

believed that confidence could be gained from other sources, such as training. Extra 

training in mental health provided health visitors with knowledge and skills to utilise 

in their practice. A deeper understanding of mental illness brought some health 

visitors to the realisation that mental illness was a complex and multifaceted issue. 

Training allowed health visitors to be realistic about their own limits in supporting 

mental illness by identifying gaps in knowledge. One health visitor spoke of 

accepting the limits of her own capabilities and drew on other services where 

necessary:  

“I certainly know my limits. I would never ever go out to a house and say I 

know everything, and I’ll say look you know what, not sure about that I’ll find that 

out. I’ll come back to you. Em or if I need to do a referral to somewhere else” 

(NHV1).  

 

Superordinate theme 3: Health visitors’ perception of the family  

Health visitors reported varying levels of engagement with families, and 

family members.  Differing levels of support arose from the health visitor’s 

perception of the role and need of the child, the mother, the partner and the wider 

family. These themes are presented below.  

Subordinate theme 7: supporting the child through the mother  

Health visitors supported the child mainly through mother focused 

interventions such as, baby massage, the Solihull approach (i.e. a psycho-therapeutic 

approach, which looks at the relationship between the mother and infant and supports 
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parents to promote positive infant brain development), skin-to-skin contact, 

breastfeeding, tummy time (i.e. time that baby spends on his stomach to strengthen 

muscles and motor skills). Parenting support was largely offered through the 

provision of advice and by physically showing mothers how to interact with their 

child in an appropriate way: “I would say you know em try and get down and talk to 

your baby, and try and interact with him and stimulate, because the baby feels your 

anxiety” (NHV1). Health visitors provided advice to mothers on issues such as 

bonding and attachment, feeding, communication, play, and stimulation. The health 

visitors understood that these types of intervention had mutual benefits for both the 

baby and mother. As one health visitor said;  

“she em thinks the baby isn’t hers. Not quite a psychosis. And has no feeling 

for the baby at all. And I’m out doing baby massage with her. And it really is helping 

her. It even just releasing that oxytocin.” (SEHV7) 

Furthermore, health visitors recognised that they needed to look beyond the 

baby, when considering the needs of children within a family. They acknowledged 

that ‘the family’ might include children of various ages, all of which could be 

impacted by the mothers’ mental illness. The majority of health visitors hence 

inquired about older children and their well-being as illustrated in the following 

quote:  

 “I would generally, ask just whoever is in the house, how’s everybody 

coping with the new baby, because again you could have someone with older 

children who have autism or whatever, and if they baby is crying they just can’t deal 

with that, or cope with that. So sometimes you maybe have to put some sort of 

support in there for the older child with a new baby in the house” (NHV8). 
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Infant mental health was a priority and a concern for the majority of health 

visitors and was viewed as a key aspect of their role. There was a sense of 

compassion and a duty of care for these children, which was a key driver in their 

practice. As one health visitors explained;  

“her interaction with her baby wasn’t great. So she wasn’t picking up on 

these babies cues and I suppose as a health visitor, we are big into infant mental 

health. And baby brain, and I suppose it’s getting them to play and stimulate. And 

sometimes they’re not doing that” (SEHV4).  

However, while some health visitors reported that parents were able to meet 

the physical needs of their children, there was difficulty in identifying and 

understanding the emotional impact of the mothers’ mental illness. One health visitor 

described how children could appear to be well cared for but there always 

uncertainty around their emotional needs: “these mummies are looking after their 

children perfectly and you can never say that the care of the child has been affected. 

Emotionally that’s a question mark” (NHV10).  

Subordinate theme 8: Ancillary role of the partner  

The health visitor’s perception of the partner heavily influenced the extent to 

which they engaged with them. Health visitors did not view the partner as a primary 

focus in their practice, while others viewed engagement with the partner as essential.  

The majority of health visitors reported some type of contact with partners in 

their initial visits (either at the antenatal visit or new baby review). After these two 

visits, contact with partners was minimal. Even for those health visitors who actively 

engaged with partners, all agreed that working hours were the single greatest barrier 

to having contact with them. Support for the partners largely involved providing 
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advice and information. Health visitors reported supporting the partners to 

understand the mothers’ mental illness: “we involved him in the conversation. And to 

understand where she’s, where her frustration are. And how she is feeling” (SHV3).  

Health visitors described working with partners who were traditional in their 

views of the family and their role within it. However, they also described working 

with partners who did not ascribe to these traditional views and were very much 

involved in caring for the children. These “modern dads” were seen to be easier to 

engage with and were more likely to be supportive. Moreover, health visitors 

reported the positive influence of a supportive partner, on overall family wellbeing. 

The positive influence of the partner acted as a buffer to the negative impact of the 

mother’s mental illness on the family. For example, “the daddy came out of work for 

a wee while there, just because things were so bad. And he was great, it really helps 

the baby, and then with that, it really helped mum”. (SEHV7) 

Those that viewed engagement with the partner as vital to their role described 

a changing view of fatherhood in society. Some health visitors described “modern 

dads”, as “more tuned in to. The want help, the want support, they want you to tell 

them exactly wants happening. Whereas years ago they would have said that’s none 

of my business” (NHV1). For some health visitor’s engagement with the partner 

arose from a response to challenging traditional notions of parenting as a whole. 

Parenting was no longer perceived as the sole responsibility of the mother, 

“parenting is a partnership” (SHV3). This view on parenting resulted in health 

visitors engaging proactively with fathers, as this health visitor described;  
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“encouraging daddy, that when he comes home from work to spend time with 

the baby for their bonding and attachment. And allowing mummy to go up for half an 

hour and have a bath to have a bit of time” (SHV3).  

In addition, health visitors utilised the partner as a source of information 

about the mother, for example to get an update on her mental health. As one health 

visitors pointed out “I would always say if the partner is there, you know you’re 

partner better than me or any other health professional. And often you will see a side 

of you partner that I don’t see, I'm only in for a snapshot of time” (SEHV2).  

However, not all health visitors viewed engagement with partners as being 

within their remit. Some were of the opinion that if “the partner is there they are 

there”, otherwise they would not actively seek to engage with them. These views 

stemmed largely from viewing the mother as the primary carer and thus the primary 

focus of support. The partner being viewed as a secondary carer for the children was 

evident within cases of child protection. Some health visitors viewed this as the only 

time where they would regard the partner as a support and carer for both the children 

and the mother. As this health visitor stated:  

“we wouldn’t see them (partners) not unless they are those families that are 

on the child protection register and of course then you may have to be visiting and 

talking to your daddy more because of the circumstances” (SHV6).  

Moreover, health visitors felt that engaging with partners could result in a 

breach of the mothers’ confidentiality. Some health visitors were of the opinion that 

the mothers’ mental health was personal to her, and that it was not necessary for the 

partner to be informed and included in the conversation. For some, the partners’ 
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presence was seen as a deterrent for open and honest discussion the mothers’ mental 

health. For example, one health visitor indicated; 

 “you’re going into the home, it’s very difficult if the partner is there to start 

talking about mental health and things like that there. It’s something that your 

always wary of and conscience of. That you don’t want to be discussing that, because 

that’s their own personal information” (NHV8).  

Subordinate theme 9: Supporting mothers: the bread and butter of health 

visiting  

Health visitors worked primarily with mothers. They described an array of 

activities to support the mother, including; directly discussing mental health; goal 

setting; building confidence; listening; building resilience; normalising mental 

health; supporting parenting; and providing advice. The health visitors report using 

measurement tools such as the Edinburgh postnatal depression scale (EPDS) (Cox, 

1987) and the NICE Wholley questions (National Institute for Health and Care 

Excellence, 2018) to assess mothers mental health. Some health visitors believed that 

the EPDS provided “more scope to probe” (BHV9), while the wholley questions 

could “be quite fluffy” (SEHV4) and were not specific enough.  

One of the main supports that health visitors felt they could offer was 

listening to the concerns of mothers during visits. These visits were a time for the 

health visitor to solely focus on the mother, as this health visitor described:  

“we offer like listening visits… it’s not about coming out and weighing the 

baby and all of that there. It’s about coming out and specifically to talk to the 

mummy. Or to let her talk to you about her feeling.” (NHV8).  
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While health visitors spoke of supporting mothers in a largely positively 

light, they described feeling frustration at times. Frustration stemmed mainly from 

not knowing how to support mothers, the mother’s high expectations, and mother’s 

lack of disclosure.  

They described challenges in supporting mothers who were overly needy and 

socially isolated. Health visitors felt unsure how to effectively support mothers who 

had become highly dependent on them. One health visitor discussed how she felt 

frustrated by not being able to “fix” the mother. No matter how much she felt she 

was helping it seemed like it was never enough: “I just find it hard to deal with the 

ones who I can’t fix it all. No matter how much I listen to them, then it's going to be 

another drama the next time” (SEHV2).  

In addition, health visitors felt frustrated by supporting mothers who were 

overly private, leading to them not being open about their mental illness. Health 

visitors believed that mothers feelings of shame and guilt were the driving factors for 

hiding their mental illness. Health visitors were frustrated by some mothers’ lack of 

openness, with regard to their mental illness. They suggested that hiding the mental 

illness prohibited early intervention, and could result in crisis: “sometimes it’s 

frustration too, because they’re not willing to admit that there is something going on. 

And their saying their fine their fine, until something happens” (SEHV4). Moreover, 

health visitors reported feelings of shock and surprise when mothers finally did 

disclose their deteriorating mental health. One health visitor described a mother who 

outwardly appeared as if she was coping, but was not. For example, 

 “the dinner is made, the house is kept tidy, all of that….and then she 

basically said you know could I come and visit. And then it all just spilled out. And 
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she basically said that she had felt so so low. Third baby, she would initially she 

would have said she had no history of depression” (NHV10).  

Subordinate theme 10: Supporting the mother through developing a positive 

relationship 

Challenges in supporting mothers were lessened by a positive relationship 

between health visitor and mother. Positive relationships were based on trust, a non-

judgemental approach, sincerity, and continuity.  

All ten health visitors made reference to the importance of the relationship. 

Relationships were initiated through building rapport and making a connection with 

the mothers. As this health visitor described; “I think the key thing in all my mums is 

to make the connection. If you get the connection and the rapport with these mums, 

they will seek you out and they would look of advice. And they will engage with you” 

(SHV6). However, in order to make a connection the health visitor must demonstrate 

values of trust and sincerity, while adopting a non-judgemental approach. Without 

these values, the mothers’ openness and honestly about her mental illness was 

unlikely: “if they don’t have a relationship with you or they don’t trust you, they 

won’t tell you anything” (SEHV4). In addition, health visitors felt that being genuine 

and sincere helped to develop a positive relationship. One health visitor described 

how her intentions for supporting the mother needed to be sincere: “you’re there for 

them a sincerity about why you’re there. So I think in all my mums that that’s the 

key.” (SHV6) 

Inevitably, not all relationships were easy to establish. Some health visitors 

spoke of challenging relationships with mothers: there is a couple of girls where I 

don’t have a great, well I wouldn’t say I don’t have a great relationship, but I don’t 
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know them. Yeah and I find that really strange (SEHV7). Difficulties in establishing 

a relationship were attributed the mothers being overly private, particularly for 

mothers in some cases who had eating disorders.  

 A consistent factor discussed in relation to both challenging and positive 

relationships was continuity. Relationships were not built in one or two visits but 

required prolonged and consistent engagement. Some health visitors had been with 

the same families through multiple pregnancies and with children from birth to 

school age: “I would have been seeing them from when they had the baby, to the 

baby was going to school nearly, and I would believe it would take, it takes quite a 

bit of time to build a relationship” (BHV9). Building a relationship with mothers did 

not necessarily take years; some health visitors believed a positive relationship could 

be established within a few weeks or months as long as there was consistency.  

Subordinate theme 11: Influence of the extended family on mother’s mental 

health 

Health visitors viewed the wider family as an important source of support for 

the family under their care. Health visitors had varying levels of engagement with the 

wider family, from no contact to directly working with grandparents. While health 

visitors did not believe it was their role to inform the wider family of the mother’s 

mental illness, they did acknowledge that there was a positive influence when they 

were aware. Health visitor NHV5 described this positive impact for the mother: “the 

other thing I think in that situation is that if they let family know it really does help 

them as well. If they open up to close family and friends. That’s help them” (NHV5).  

Family engagement was not always supportive. Where family support was 

absent or was not supportive, health visitors reported a negative influence on the 
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mothers’ mental health and the family’s ability to cope. For example, health visitors 

reported how some mothers felt their own parents were very judgemental which 

intensified their guilt and shame about their mental illness. For example, 

 “I have one lady and it was consistently her mother in law was coming up, 

and she didn’t drive so was dependant on her. And then felt judged. Em so am I 

hearing that she is feeling a bit trapped”. (SEHV2) 

Where there were issues of child protection, the wider family was more 

readily utilised, and in some cases became the primary carers of children: “Then the 

grandparents, if they weren’t there the children would be removed. Because they 

weren’t able to manage any sort of safe scenario” (SEHV2). Some health visitors 

viewed the wider family as the supportive scaffolding around the mother, partner and 

their children. As one health visitor described, the wider family had the potential to 

act as a buffer for the negative influence of the mothers’ mental illness:  

“for mums it’s about the scaffolding they have around them to support them. 

So as we know in a lot of our families that go to a level 3 level 4 threshold it’s about 

the buffers, that’s within the family circle. So do I have a nice wee granny in that 

background that is tottering into that house, to dilute that situation” (SHV6).  

 

 

   

7.6.3 Mothers themes 

Superordinate theme 4: Mother’s mental illness and associated feelings 

The mothers described various ways in which their mental health affected 

their life and the feelings this evoked. Mother’s feelings were in relation to 
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themselves as a parent, acceptance, and wanting to be normal. These themes are 

discussed below.  

Subordinate theme 12: Feelings about themselves as parents 

For mothers there was a sense that they had missed out on experiences they 

expected to have. One mother described her sense of disappointment, that she did not 

experience pregnancy in the way she would have liked:  

“I was in bed probably about 70% of the whole pregnancy. Then your better 

and you’re walking out and seeing people pregnant with their bumps and I didn’t get 

to do that. I think I have like three pictures from all from both pregnancies” (SEM7, 

mother of two aged 26).  

For mothers they felt that they had missed out on that initial bond with their 

baby. One mother described her distress when her bond with her baby was not what 

she expected it to be:  

“to be honest with you. I didn’t feel a connection to the baby, and that was 

stressing me out even more. I was thinking I need to feel something here, I need to 

feel like fireworks going off here” (SEM3, mother of one aged 37).  

Furthermore, mothers described their difficulties in getting out of the house 

and socialising, with family, friends or other mothers. This was partly due to a lack 

of motivation, which left the mothers with a sense of sadness about their situation. 

As one mother explained:  

“cause you just stop going out, you don’t want to go out and you don’t want 

to see anybody. You don’t want to do anything with the kids. I remember [1st child] 

asking to play and I just wouldn’t slash couldn’t. Because I just wanted to lie down 
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on the sofa and probably feel sorry for myself. But it was just so hard getting up and 

getting motivation to go” (SEM7, mother of two aged 26). 

Moreover, some mothers reported difficulties in parenting; over half of the 

mothers described having “a difficult baby”. This included issues such as colic, being 

unsettled, reflux, feeding difficulties, and generally being upset. In addition, the 

mothers identified that their mental illness impacted their ability to provide 

appropriate stimulation for their children (i.e. playing or interacting). They stated that 

they had reduced patience and reduced enjoyment from spending time with their 

children. Conversely, two of the mothers suggested that there was no impact on their 

children: “it was never an issue. I was still giving them my attention and looking 

after them. But no there was never an issue with bonding” (SM5, mother of two aged 

35). While not all mothers who have mental illness may experience difficulties in 

parenting, a lack of acknowledgment in relation to impact, may have been firstly due 

to a lack of insight and secondly, a reluctance to disclose the extent of the impact on 

their children.  

Mothers placed blame on themselves for the difficulties they faced, in 

relation to socialising and parenting. One mother discussed how her lack of 

motivation to leave the house, meant that her child’s needs were not being met: “I 

feel as if [child’s name] is not getting what she should be at times. You know because 

of me. Because I’m happy enough to live within this room. I’m happy enough to let 

the world go by” (WM1, mother of one aged 34).  In turn, this evoked intense 

feelings of guilt and shame. One mother described her feelings of guilt, regarding the 

lack of bonding with her child: “and some of the other thoughts I had, I just couldn’t 

even repeat it because it’s the guilt now. The guilt of not feeling attached to (child) 

for the first four months is just killing me” (SEM3, mother of one aged 37).  
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Despite reassurance from people around them, mothers experienced self-

doubt about their parenting ability. The mothers discussed how they felt they were 

not giving their children what they needed, believing that they were not getting 

motherhood right. For one mother she described not feeling worthy of being a 

mother: “at times I looked at these two kids and thought, you deserve better than 

me” (BM11, mother of two aged 34).   

   

Subordinate theme 13: Personal acceptance of mental illness 

There were a number of reasons identified by mothers as creating challenges 

in accepting their mental illness. These included not believing mental illness would 

affect them or their children, feeling vulnerable, and wanting to escape. Moreover, 

the mothers also described other people’s difficulties in accepting their mental 

illness, namely their partner and health visitor. Mother’s perceived that this largely 

stemmed from a lack of understanding of mental illness.  These are discussed below.  

While many mothers expressed how they had grown to accept their mental 

illness, several discussed an initial unwillingness to admit their condition.  Mothers 

spoke of their belief that mental illness would not affect them and thus could not 

accept that this was happening. One mother explained that she believed mental 

illness was something that happened to other people but not her: “I thought naw 

that’s for other people” (NM6, mother three aged 38). Moreover, there was a fear 

that by accepting their mental illness, they were admitting they were a bad mother: “I 

just didn’t want to accept this is what was happening to me, cause I thought this will 

just consolidate all of my thinking that I am a useless mummy” (NM6, mother of 

three aged 38).  
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The mothers spoke of how accepting their mental illness made them feel 

vulnerable. At the height of their mental illness the mothers described being “at your 

most vulnerable” (SEM7, mother of two aged 26). This induced fear, particularly for 

those mothers that were not accustomed to being vulnerable in their life. One mother 

discussed her own difficulties in accepting her mental illness and exposing her 

vulnerabilities: “there is something about exposing you real vulnerabilities, like I 

have never felt as vulnerable in my entire life” (NM6, mother of three aged 38).  

Moreover, the mothers found it difficult to accept their mental illness and 

wanted to escape. Many of the mothers described feelings of wanting to escape from 

both being a mother, and their mental illness.  While the majority of mothers were 

not suicidal, they described wanting to get away from their life circumstances. As 

one mother explained: “I never felt suicidal or never felt that way. But I felt I just 

wanted to get away from everything” (WM1, mother of one aged 34).  Mothers 

expressed a desire to escape the emotional pain that they felt. One mother described 

wanting to stop her anxiety:  

“I just thought if I actually had a gun to my head I would just pull the trigger 

now if I could just stop the thoughts. Like it’s not like I wanted to get a gun and put it 

to my head. I just wanted to stop the thinking” (NM8, mother of two aged 29).  

The mothers were not unique in having difficulties in accepting their mental 

illness. Mothers described their partners and health visitors’ lack of acceptance of 

their mental illness, stemming from a perceived lack of understanding. The mothers 

described their partner’s inability to understand their mental illness because they had 

never personally experienced the condition. In addition, the mothers were frustrated 
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by their partner’s lack of recognition that this was an illness and not something that 

they could control. One mother described this frustration:  

“he just thinks that you can straighten out your thinking or you just need to 

sort yourself out, to stop thinking like that. But he doesn’t understand that you 

actually sometimes have no control over want your thinking. You can’t just stop, but 

that’s the thing he doesn’t acknowledge it as an illness” (NM8, mother of two aged 

29).  

Moreover, mothers also experienced a lack of understanding from their health 

visitors, which at times resulted in limited and unhelpful advice. Some mothers 

sensed the health visitor’s uneasiness of discussing their mental illness, and felt that 

they were “walking on egg shells” (WM1, mother of one aged 34) around them. 

Additionally, the health visitors’ lack of understanding sometimes resulted in limited 

advice:  

“I think she knows enough to pick up the signs, and be aware of what’s going 

on. But that’s about it really. She didn’t offer me, more support, techniques, like how 

to cope that sort of thing” (SM5, mother of two aged 35).  

Furthermore, advice was at times seen to be unrealistic, unhelpful and given 

without consideration of the mother’s mental illness. One mother described her 

experience of a student health visitor who gave her advice without fully 

understanding her state of mind at the time: “she said don’t worry if you don’t love 

your baby it will be alright. And I took that going does she think I’ll not love my baby 

or why is she saying that remark. It was just that trigger the way she approached it” 

(SM4, mother of one aged 30).  
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Subordinate theme 14: Striving for normalcy  

The mothers conveyed their desire for their experiences to be ‘normal’. This  

mainly derived from fear of having abnormal experiences, in relation to their 

children, themselves and the future. This manifested itself in a number of ways; 

namely, hiding their mental illness, and seeking normalisation. These are discussed 

further below.  

The mothers discussed fears regarding child protection, their mental illness 

not going away, and of the stigma of mental illness. The mothers reported not being 

honest to professionals out of fear that child protection procedures would be initiated. 

One mother described her assumption that society equated mental illness to bad 

parenting:  

“because everybody used to think, oh you have depression, you can’t cope 

with your kids. You are going to get your kids taken away” (BM10, other of two 

aged 32). In addition, this assumption related more so to mothers than fathers: “there 

is a bit of a taboo about depression and I probably feel more so in mums” (BM10, 

mother of two aged 32).  

Furthermore, mothers feared that mental illness was a life -long illness, that 

they may never recover from. As one mother explained: “my biggest fear was how 

could I get out of it then” (NM6, mother of three aged 38). Fears of having mental 

illness were associated with mother’s awareness if the potential stigma surrounding 

mental illness. As one mother described, her fears of seeing patients with serious 

mental illness and fearing she was also going to be like that:  

“because of the mental health stigma of it. You were sitting in the clinic with, 

and I don’t wish this on anybody, but you were seeing extreme extreme case coming 
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in and out of the doctor. And I was sitting in that too. Thinking is this me, you know 

is this what I’m going to be like” (SM4, mother of one aged 30).  

Moreover, the stigma of mental illness also made mothers reluctant to either 

start medication or stay on it. One mother explained her haste in coming of 

medication: “I was adamant that I wanted off the medication. I suppose all the lingo 

with it didn’t really help and the whole term mental health” (SM4, mother of one 

aged 30).   

The mothers wanted to be perceived as being ‘normal’. This resulted in 

efforts to hide their mental illness from family, friends and professionals. One 

mother described how she tried to appear strong so that people in the outside world 

would not see her depression:  

“I get up and I get my kids, out to baby group four days a week. And people 

can’t believe… how can I do that with depression? I think sometimes when you are 

trying to be strong, people find it hard to believe that there is actually a problem” 

(BM10, mother of two aged 32). In addition, some mothers made efforts to cover up 

their mental illness from their family. One mother discussed how she tried to cover 

up her mental illness by doing things she perceived to be normal:  

“I always had the dinner on the table for him coming home. We went 

swimming, baby sensory, and (child) was happy, content you know what I mean. 

Dressed to kill for. I wanted to keep it as normal as possible” (SM4, mother of one 

aged 30).   

However, covering up their mental illness was not without its cost. For some 

mothers they were conflicted by both feeling they wanted to hide their mental illness 

but also that it was “the elephant in the room” (SM4, mother of one aged 30). For 
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those that concealed their issues from the outside world, their home became a 

sanctuary where they would escape the mask they portrayed to others: “you have that 

mask that you put on for society. And then you have days where you just don’t want 

to wear that mask so you just stay in the house” (BM11, mother of two aged 34).  

For those that had accepted their mental illness, they sought to normalise their 

situation through identifying mothers in similar situations. Sometimes this was 

achieved through the health visitor informing mothers about other mothers in similar 

situations. As one mother described: “she was able to tell me obviously, within 

confidence, there are other mummies who are out there feeling like this. And you 

know there are other mummies who have got over this, just because you’ve got this 

now doesn’t mean you’ll have it again” (SM4, mother of one aged 30). At other 

times, this was achieved through seeking out peer support from other mothers who 

also had mental illness. One mother described how peer support from other mothers, 

helped her to feel she was not alone:  

“it is a life saver and I have to say that only for them I don’t know where I’d 

be and that just telling you the truth. So I would know that right it’s not just me, it’s 

not just me feeling like this” (WM1, mother of one aged 34).  

 

Superordinate theme 5: Mothers’ perceptions of supportive relationships  

The mothers described their perceptions of what constitutes both positive and 

negative support from family and professionals. Through their descriptions, they 

conveyed that good relationships, experienced practitioners and having knowledge of 

mental illness and child development were essential to positive professional support. 

These themes are discussed below.  
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The mothers had mixed experiences of family support; some had none, while 

others had good family support. Those that had positive experiences of family 

support, largely received this from their own mothers, sisters, and female friends. 

The main support received was practical support with the children, including; 

bringing older children to school, or babysitting for respite. For some mothers, it was 

simply about companionship. One mother described how having her family around 

her helped her anxiety: “it was so good to have people around you. Just to be able to 

spend time with people because it lifted your mind. I found when I was at home on 

my own, I was just left with my thoughts” (NM8, mother of two aged 29).  

The mothers acknowledged that they primarily relied on their partners and 

turned to them for support.  The mothers discussed how their partners had taken on 

extra responsibilities within the home. For those mothers that discussed positive 

support, they described their partners as non-judgemental. One mother explained 

how her partner had taken on a lot of household responsibilities, in addition to having 

a full-time job. She felt well supported by him, as he never judged her:  

“he would have come home and would have to wash and sterilise and make 

up six bottles after a full day of work. Maybe make dinner maybe not. Do washing, 

and never once said what you have been doing all day. Never judged me” (NM6, 

mother of three aged 38).  

In addition to receiving support from partners and wider family and friends, 

mothers described the support they received from health visitors. Many of the 

mothers spoke highly of their health visitors, reporting that they were “worth their 

weight in gold” (SM4, mother of one aged 30), or acted as “a crutch” (SEM3, 

mother of one aged 37), on which they relied. There was a mixture of experiences in 
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relation to frequency of contact with the health visitor.  Some mothers reported 

minimal contact with their health visitor, while others had weekly or fortnightly 

contact, with some receiving additional daily phone calls. Irrespective of the time 

health visitors spent with mothers they felt well supported when they had a good 

relationship and they felt the health visitor was experienced.  

Subordinate theme 15: Importance of the mother-health visitor bond   

A good working relationship between the mother and health visitor, was built 

on a number of core principles. Firstly, the mothers described needing to feel valued 

by the health visitor. This largely referred to the health visitor making time for the 

mother, and not watching the clock. As one mother described her experience of the 

health visitor giving her the time she needed: “she came in and she chatted, there 

was no rush on her. She gave me all the time of day” (SM4, mother of one aged 30). 

In addition, the mothers discussed the importance of genuineness, sensing when a 

health visitor was actually interested in supporting them.  As one mother explained: 

“you can tell if somebody doesn’t understand or doesn’t care. You can tell that 

somebody is there for their own… maybe not their own needs but because they have 

to be” (BM11, mother of two aged 34).  

The mothers discussed the importance of continuity of support. Some 

mothers felt fortunate to have had the same health visitor through multiple births, 

while others had various health visitors. One mother described how she felt more 

comfortable opening up to her health visitor as she had been there for both her first 

and second child:  

“cause she was here when I had (1st child) and she was here with (2nd 

child). Because I know her, I just feel more comfortable. Because if it was a different 
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health visitor I’d probably just bottle it all up in me. Cause I'm sort of a private 

person so, I don’t feel too comfortable opening up to a stranger” (SM5, mother of 

two aged 35).  

Those that had a lack of continuity were frustrated by continually “starting 

from scratch” (BM11, mother of two aged 35), in explaining their situation. One 

mother described how she found it hard when the health visitor changed: “because 

what you do find hard, eh when the person changes, you know when the health 

visitor changes to someone else. I find things like that a wee bit hard” (BM9, mother 

of one aged 25).  

When the health visitors support was perceived to be beneficial, the mothers 

felt they could be themselves. One mother discussed how she put on a mask for 

everyone else, but when the health visitor arrived, she could just be herself: “I was 

able to paint a picture on for (childs name) paint a picture on for visitors and it was, 

when she came here it was purely for me. Which was great you know” (SM4, mother 

of one aged 30).  

Positive support was not only gained from health visitors, the mothers were 

also involved with mental health services and general practitioners (GP). Those 

mothers that spoke of positive support, discussed the importance of compassion, 

considering the whole family, and genuine collaboration between professionals. One 

mother spoke of her GP’s compassion towards her, which helped her to open up 

about her mental illness: “my doctor is she is an amazing amazing person she has 

very compassionate, you know she is so so good. She does not make you feel like 

your silly or anything like that” (NM8, mother of two aged 29).  
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Some mothers suggested that they perceived that some professionals were 

aware of the importance of addressing their family’s needs. One mother described 

the way in which her community psychiatric nurse (CPN) took the whole family into 

account:  

“he was a CPN coming out to see someone with depression, but he took this 

entire family into that appointment and into his….like I care about all your opinions 

and I care about all your mental health and everything even though I'm just here for 

(mother). Cause there is always time for (partner) and for (1st child) like he never 

rushed us” (SEM7, mother of two aged 26).  

For other mothers, there was a sense of gratitude towards all professionals 

who had supported them. One mother discussed how she was grateful for the support 

of both the CPN and health visitor: “like I truly do believe, without (CPN) and 

(health visitor) in them days, I don’t know where I would be. And that is the truth. I 

don’t know where I would be or where my kids would be” (BM11, mother of two 

aged 34).  

 

Subordinate theme 16: The mothers trust in health visitor competence  

 Mothers perceived that health visitors were able to effectively support them 

by drawing upon their personal and professional experience. These sub-themes are 

presented below.  

Some mothers perceived that health visitor’s drew upon their professional 

experience to identify when the mother was struggling. As one mother explained: 

“And it was her who knew straight away I don’t know what it was. I don’t know if 

she is just that bloody experienced she can catch on to things or what” (SEM3, 
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mother of one aged 37). In addition, the health visitors professional experience 

allowed them to relate to the mother and understand what she was going through:  

“because she is a professional in that industry em, and she has so many 

years’ experience and she was able to relate to me.  It was if sometimes she was able 

to read my mind. The things that she was saying. Eh, it was like oh my goodness how 

did you know I was thinking that or she would just put me at ease” (SM4, mother of 

one aged 30).  

Some mothers perceived health visitors’ personal experience (i.e. parenting 

and/or mental illness) was particularly important in enabling them to provide 

effective support. Mother’s perceived that professionals could use these personal 

experiences to engage them as they were more credible and genuine and could relate 

to their difficulties. For example: “I know she has four other girls and I know she 

had experience of postnatal and I know she has done the training, I don’t know why I 

have got this in my head, that I need someone who knows what they’re talking 

about” (WM1, mother of one aged 34).  

 

Superordinate theme 6: Expectations placed on mothers versus fathers  

The mothers conveyed differences in the expectations that were placed on 

them compared to those placed on fathers. They discussed the ease at which fathers 

could slip back into ‘normal’ life after having a child; however, for the mother this 

was much more difficult. In addition, they also spoke of the difficulties that men 

have in being open about their own mental health. Mothers reported fathers being 

overlooked when it came to the provision of support for the family. The mothers 

suggested that in addition to the fathers being overlooked by professionals, there was 
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also a reluctance on the part of fathers to open up and accept support. These themes 

are discussed below.  

Subordinate theme 17: The partners ease at slipping back into normal life  

All of the mother’s partners were either in part-time or full-time employment. 

Their partners returning to work after the birth of their baby highlighted the stark 

contrast between changes in the mother’s life versus those in their partners. One 

mother described how she felt her partner had slipped back into normal life, while 

her own life was now completely different: “I felt his life was continuing on as 

normal and my life had completely changed, didn’t even recognise what person I 

was” (SM4, mother of one aged 30). The different changes in the mother’s life 

compared to those in their partners, was further compounded by the mother’s sense 

of a loss of identity. The mothers described feeling a sense of loss for their “old self”, 

and felt they had “just lost the person they used to be” (WM1, mother of one aged 

34).  

Subordinate theme 18: Partners mental health being overlooked  

Furthermore, mothers reported that men’s mental health was not as widely 

discussed as women’s mental health. Some mothers believed that at times, 

professionals overlooked their partner when supporting the family. One mother 

described how the focus of the health visitor remained on supporting her, while her 

partner was not considered: “it’s just like ok right we’ll sort the mother out and when 

she’s ok right that’s it who cares about the father. It’s not a selfish thing I just think 

there’s no knowledge” (WM1, mother of one aged 34). Not all mothers thought that 

the health visitor was the right person to support their partner. Many of the mothers 

suggested that peer-to-peer support would have been beneficial. It was suggested that 

this need not be through a formal support mechanism, but just “to talk to another 
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man. Not necessarily in a group setting, but somebody just to help him” (NM6, 

mother of three aged 38).  

Despite suggesting beneficial support, the mothers were hesitant about how 

much the partners would be accepting of any form of support. Mothers described 

how their partners portrayed the image of “a typical man” (SEM3, mother of one 

aged 37), and put on a brave face when underneath they may have been struggling.  

Moreover, some mothers worried about their partners own mental health. One 

mother described her concerns, regarding how her partner was coping:  

“like I see him coping, but sometimes underneath I think is he really coping. 

You know how is he really feeling underneath? He might just put on a brave face and 

smile away. But men’s mental health is not talked about as much as women” (SM5, 

mother of two aged 35). 

 

 

 

7.6.4 Partners themes  

Superordinate theme 7: Partner’s perceptions of mental illness  

Partners described difficulties in understanding and accepting the mother’s 

mental illness. These difficulties evoked feelings of surprise, shock, helplessness, 

fear and frustration. In addition, some partners reported avoidant and dismissive 

behaviours in relation to the mother’s mental illness. Moreover, partners associated 

gender as an explanation for the different experiences of mental illness.  These 

themes are discussed below.  
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Subordinate theme 19: The partners feelings towards the mothers mental 

illness  

Partners described an inability to understand the mother’s mental illness. 

They reported finding it difficult to understand something that they had never 

personally experienced. As one partner stated:  

“understanding depression, I think is quite hard. For someone who is not 

depressed. Like I hear what (partner) is saying and sometimes she says things and I 

understand it and then there are other times where I just don’t understand why you 

feel like that” (SEP7, father of three aged 27). Moreover, the partners described 

difficulties in understanding something that is not physically obvious. Mental health 

is an illness which is not readily visible and was thus difficult to understand:  

“it’s a strange thing like the whole mental health thing, because I know they 

say it’s very hidden like, but like if someone cuts themselves you see the cut, but you 

can’t see what goes on in someone’s head” (SP5, father of two aged 39).  

Furthermore, the partners also found the mother’s mental illness difficult to 

accept, and at times where not convinced that the mother was truly suffering from 

mental illness. Many partners described their perception that the mother may have 

been overreacting or exaggerating their condition. One partner discussed how they 

did not believe the mother had postnatal depression:  

“again it’s just my perception of the whole postnatal depression thing. You 

know knowing (partner name) the way I do, you know something somewhere inside 

tells me that she didn’t have postnatal depression, I just think that it was maybe a 

case of her overthinking things and exaggerating things, because I know [partners 
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name] for years you know.  I just I could being ignorant again, that maybe down to 

not knowing enough about it” (SP4, father of one aged 32).  

Due to a lack of understanding and acceptance, the partner described avoidant 

and dismissive behaviours towards the mother’s mental illness. Partners discussed 

instances where the mothers may have tried to open up about their mental illness; 

however, the partners’ response was to avoid engaging in conversation. As partner 

SEP3 stated: “she would have tried to. And I would have sort of, I would have 

ignored her, not ignored her but sort of said look you’re alright” (SEP3, father of 

one aged 31).  

Many of these responses were due to feelings of fear around mental illness. 

Some of the partners were fearful that addressing the mother’s mental illness “might 

make it worse” (SP3, father of one aged 31). This resulted in the partners feeling like 

they were “walking on eggshells” (SP5, father of two aged 39) around the mothers. 

In addition, partners described uncertainty on how to support the mothers, leaving 

them feeling helpless: “you felt bad, you felt helpless you know what I mean. You 

couldn’t do anything like.  I couldn’t help her” (SP5, father of two aged 39).  

Many of the partners attributed feelings of helplessness in not having enough 

knowledge of mental illness. Some partners reported wanting information on; “signs 

of, or early signs of it. What’s the best thing for me to do like. You know. For 

somebody to sit telling me look, your wife has got postnatal depression, this is what 

you can expect over the next weeks months whatever it may be. You know. Em….just 

basically a bit of guidance” (SP4, father of one aged 32).  

Furthermore, the partner’s frustration stemmed from the mother’s secrecy 

about their mental illness. The partners described shock and surprise on learning of 
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the mothers’ deteriorating mental health. These feeling largely derived from mothers 

portraying an image of perfection, in order to mask their true feelings. As one partner 

reported: “everything was being handled really well. You know the house was 

spotless the baby was spotless” (NP6, father of three aged 39). These concerns were 

not only concealed from the partner, but also professionals:  

“you know [mother] was good at bottling it up. And anytime [health visitor] 

came in here, everything seems happy. And it was happy, I wouldn’t say it wasn’t, 

everything was happy. We were loving life, [health visitor] probably had no reason 

to suspect anything, she wouldn’t have suspected anything” (SP4, father of one aged 

32).  Due to the mothers hiding their mental illness, the partners did not suspect 

anything was wrong, resulting in shock and surprise when these concerns were 

revealed.  

Subordinate theme 20: Gendered stereotypes of mental illness  

Assumptions about gender influenced how partners viewed and experienced 

mental illness. Some of the partners believed that men were less susceptible to 

mental illness, while others believed it was less socially acceptable for a man to have 

the condition. All agreed that gender played a role in their experiences of mental 

illness: “maybe you know I’m a man I don’t suffer from them things. I don’t know 

probably just the culture we’re living in” (WP2, father of one aged 39).  For those 

who felt unaffected by the mother’s mental illness, their attitudes towards advice 

were largely based on masculine norms.  One partner described his prior attitude 

towards mental illness:  
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“I just assumed it was (mother) over reacting, in my mind the attitude would 

have been towards it, you know just get with it, it’s just a change in life and you just 

have to toughen up and get on with it” (SP4, father of one aged 32).  

Gender roles within the family influenced the partner’s views of mental 

illness. Reflecting mothers’ perspective, as previously reported, partners discussed 

how they could easily slip back into normal life after the birth of their baby, while 

the mother was very much rooted in this new life of motherhood. As one partner 

described:  

“to be honest it probably didn’t really impact me a lot. Em…..you know it’s 

easy for someone might argue, it’s very easy for the husband to slip back into his 

normal way of life. So soon after a babies born. You know you still go out to your 

work in the morning like” (SP4, father of one aged 32).  

Going back to work was a social outlet and a chance to break from the 

tensions of family life for the partner. In addition, some partners drew on the advice 

and knowledge of their work colleagues. Partner SEP3 described: 

 “I think I wasn’t too bad. In the fact that I had gone back to work. And I was 

sort of I wasn’t in the full of it all the time….A lot of people at work helped me. They 

are a lot older than me and their kids are all grown up” (SEP3, father of one aged 

31).  

Superordinate theme 8: It takes a toll: the demands of mental illness and family 

life  

Partners described the impact that the mother’s mental illness had on the 

family. They discussed changes within family dynamics and relationships. 

Furthermore, they described how the mother’s mental illness could have a knock-on 
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effect on all the family, compounded by other stressors. They also described how 

wider family support could have both a negative and positive influence.  These 

themes are discussed below.  

Subordinate theme 21: A change within the family 

 Partners observed the mothers’ deteriorating mental health, and reported, 

“noticing a change” (WP2, father of one aged 39) in the mothers that they found 

difficult to express. Many partners described feeling “something wasn’t right” 

(WP2, father of one aged 39), but could not pinpoint what the cause was. In addition 

to changes in the mother, the partner also discussed changes within the relationship, 

described as a “distancing”. As one partner described: “there for a few months we 

definitely weren’t close but I just thought that was the norm after having a baby like” 

(SP4, father of one aged 32).  

In addition, some of the partners believed that the mother’s mental illness had 

a knock-on effect on all the family. The mother’s mental illness, while unintentional, 

contributed to an increased sense of stress within the family. As one partner 

described:  

“it just sort of builds up and builds up and then with (partner) depression as 

well, with her already feeling low it's 10 times worse for her again. Which has a 

knock on effect on everyone else. Cause she is extra stressed. Which is extra 

irritable” (SEP7, father of three aged 27).  

Furthermore, the partners discussed changes within the family dynamics, 

reporting their increased sense of responsibility. The partners described taking on 

more of the household tasks and childcare responsibly. While all the partners worked  

full-time or part-time, they reported needing to give the mother a break when they 
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were at home: “I come home and it’s like I basically just take over and (partners 

name) can just go do something on her own, if she wants to go to sleep, she can go to 

sleep” (WP1, father of one aged 27).  

Subordinate theme 22: Impact of mother’s mental illness on the partner  

 The partners described the mother’s reliance on them. Some partners 

described the mothers’ anxiety and frustration about being at home all day on their 

own, while the partner was at work. The partners work was thus a source of 

contention within the house. Some partners acknowledged that paternity leave was 

not long enough to adjust to parenthood and to support the mother, resulting in many 

taking additional leave. Additional leave at times resulted in a decrease in financial 

income into the home which was another source of pressure for the partners. For 

some, it was not possible to extend their leave, which added to tensions. 

With the changes occurring in the family and increased stress, some of the 

partners reported a deterioration of their own mental health. One partner described 

how the pressure led to him becoming increasingly anxious: “I’ll be honest with you, 

I’ve became, now I’m not saying that’s because of (mothers) mental health or 

whatever. Eh, but I would have became quite I don’t know, anxious all the time” 

(WP2, father of one aged 39).  

Subordinate theme 23: Positive and negative influence of wider family 

support 

 Not all partners felt that they had been negatively affected by the mother’s 

mental illness. This was largely down to mitigating factors, such as positive family 

support. Partners discussed support from their wider family, mainly brothers, sisters, 

and parents. Family support was perceived to be positive if there were strong bonds, 
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if the family were open with each other, if they gave appropriate support, and there 

was a sense they would “bend over backwards” (WP1, father of one aged 27) to 

help. However, family support was not always perceived as positive. Families that 

were closed and private, judgemental, too involved, had a lack of understanding of 

mental illness, and had their own issues to contend with, were perceived as negative. 

As one partner described, having family around only added to his stress: “You would 

have had my family would have visited but it was very much a processional thing, 

you felt even more stressed that they were visiting. You know it wasn’t a visit to 

relieve any stress” (NP6, father of three aged 39).  

 

Superordinate theme 9: Partners perceptions of support needs    

Partner’s perceptions of their need for support were founded on how they 

perceived services and how they perceived themselves and their own needs. The 

partners viewed health visiting as a service aimed primarily at mothers and children 

and not fathers. Engagement in services was not only attributed to the partner’s 

perception of services but also their perception of themselves. The partners did not 

see themselves as service users, thus did not require health visiting support.  Partners 

that did want support suggested that peer support might be a more acceptable form of 

support for fathers. Nonetheless, the partners described views of masculinity as a 

barrier to accessing any type support. In addition, the partners viewed themselves as 

the best source of support for the mother but felt left out of the decision-making 

process, in relation to treatment and support options. The partners suggested services 

should empower partners to support the mothers. The partner’s eagerness to support 

the mother without services could be formed by this masculine perception of their 

role. These themes are discussed in detail below.  
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Subordinate theme 24: Partners perceptions of health visiting services  

Partners spoke positively about the health visiting role in relation to 

supporting the mother and children. The majority of partners reported minimal 

contact with health visitors, with many seeing their health visitor a few times. 

Contact largely involved advising partners on how to support the mother, passing out 

leaflets, and advising on parenting. In addition, some partners reported that health 

visitors used appointments to obtain their opinions or views on the situation. Those 

partners that had positive contact with the health visitors, described their health 

visitors as, personable, approachable, informal, reliable, genuine, knowledgeable, 

and flexible. As the partner was not always able to attend appointments, they 

discussed needing to trust and feel comfortable with the health visitor supporting 

their family. As one partner described: “she just made us feel so comfortable. She 

was so easy to get on with, so nice to (partners name) and the baby. And that 

probably why I only met her twice because I felt so comfortable” (SP4, father of one 

aged 32).   

While partners described positive health visiting support, this largely referred 

to positive support for the mother and child. The partner’s engagement with services 

was determined by how they perceived the health visitor’s role. Partners perceived 

health visitors to be constrained by workload and time. This resulted in the partners 

viewing the possibility of health visitors supporting them as unrealistic.  One partner 

discussed budget and time as a contributing factor to health visitors lack of 

engagement with fathers:  

“it’s like everything in life I'm sure their up to their eyes. They have enough 

people to see without trying to see husbands as well like. Like what they do is a 
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fantastic job they do. I don’t know, it’s probably a time factor is it? Or budget factor, 

I really really don’t know” (SP5, father of two aged 39).  

Subordinate theme 25: Masculinity as a barrier to support   

The majority of the partners did not perceive themselves as needing support 

from health visitors. Instead, they wanted to be empowered to support the mothers 

through, having knowledge and information about mental illness:  

“I don’t think that the men need to be asked, you know if your wife has 

postnatal depression I don’t think they really need to focus on the men like….it’s just 

an information thing” (SP4, father of one aged 32).   

For those partners that did want support, the health visitors were not viewed 

as the appropriate person. As one partner described: “it probably would but I don’t 

think the health visitors themselves are the people you need to talk to” (SP5, father 

of two aged 39). Many partners discussed the potential benefits of peer support from 

other fathers in similar situations. The partners believed that this might help them to 

normalise their situation and could help them to develop strategies to support the 

mother. However, many of the partners identified certain challenges in establishing 

this type of support, including, recruiting and retaining fathers. One main challenge 

was the partner’s acceptance of help. Men’s reluctance to seek help was described by 

one partner: “a lot of men would probably say they don’t need guidance, they’re 

probably thick skinned but you know, I think deep down a lot would appreciate 

something like that there (SP4, father of one aged 32). This reluctance was seen as 

one of the main barriers to a peer support group for partners: “if somebody says to 

me there’s a group kina, you know would 90% of the men probably go, probably 

not” (WP2, father of one aged 39).  
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Subordinate them 26: Male empowerment to support mothers 

While the majority of the partners believed that they did not need health 

visiting support, partners felt that they wanted to be empowered to support the 

mother. Partners believed that through being empowered to support the mother, the 

impact on her would be lessened:  

“I think probably a couple of days after the (partners name) was diagnosed 

properly with it, I would have like somebody to sit us down and the first question I 

probably would have asked if look what is postnatal depression? You know…..and I 

think probably, if I had f heard it from a professional, exactly what postnatal 

depression was I probably could have lessened that impact on (partner name) after 

that there” (SP4, father of one aged 32).  

Some partners expressed resentment and frustration at health visitor’s lack of 

acknowledgment that the partner is the mothers’ main source of support. As one 

partner described:  

“because like I think it's all well and good, say (partners name) goes to a 

counsellor this Friday, she might not get an appointment say for another three weeks 

or a month. What happens between that time, who is the person who deals with 

(partner name)…me, but there’s no one talking to me about how I deal with it” (SP4, 

father of one aged 32).  

Moreover, they had not been included in the planning of future support for 

the mother: “maybe she did need somebody. But then that should have been me. That 

shouldn’t have been down to getting the health visitor to get somebody to come in. 

That should have been down to me to turn around and say well I’ll be here” (SEP3, 

father of one aged 31).  
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This chapter presented the findings from interviews with health visitors, 

mothers and partners. Health visitors, mothers and partners described their 

experiences of FFP, the perceived needs of the family, and how the health visitor met 

or failed to meet those needs. Health visitors FFP largely consisted of supporting the 

mother and child, with partners seen as secondary. This was based upon perceptions 

of family and gender roles, which all three groups of participants held. In addition, 

underpinning FFP in the context of mental illness were feelings of stigma and fear, 

again, expressed by all three groups. These underlying assumptions and perceptions 

shaped the health visitor’s role within the family and the support they provided. A 

discussion of the strengths, limitations and chapter conclusions are presented below.  

 

7.8 Strengths, limitations and reflectivity  

One of the main strengthens of this thesis is the inclusion of three different 

groups during the qualitative phase to explore differing perspectives of health visitors 

FFP. This approach allowed for a deeper exploration of the uncertainties, 

experiences, differences in views and multifaceted perspectives of health visitors 

FFP (Rose et al., 2006, p. 112). As shown in chapter 2, there are limited perspectives 

of partners within the health visiting evidence base, which this thesis has attempted 

to reconcile. An additional strength is the steps that were taken to ensure rigor in this 

phase. Firstly, at each stage of the analysis, findings were discussed and verified by 

the research team, in order to assess accuracy of the interpretations. Secondly, to aid 

conformability, the research actively engaged in reflectivity throughout the research 

process, optimising transparency through offering a personal context to this thesis. 
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Finally, interviews were audio recorded, conducted and transcribed verbatim by RL, 

which maintained consistency throughout the analysis. During the analysis all codes 

were then scrutinised by the second and third author, who examined whether there 

was a coherent and meaningful nature to the codes, referring back to participant’s 

responses where necessary. A further strength of the interviews was that health 

visitors with both high and low scores on the FFMHPQ were selected, to permit 

additional exploration of the quantitative findings. While there was some difference 

in health visitors’ experiences of FFP these were not always reflective of their scores.  

Despite this research being novel in presenting multiple perspectives of 

health visitors FFP, several limitations should be noted. Firstly, the majority of 

mothers within the sample had postnatal depression. Thus, it is not possible to say if 

there are any differences in FFP with mothers who had postnatal mental illness 

versus mother with enduring mental illness. However, this was not the primary aim 

of the research and was also reflective of the wider population. Finally, there were 

less partners recruited than initially anticipated (between 10-12 partners). However, 

the majority of codes had been generated by the fifth interview, thus the 

requirements of data saturation were met (Guest, Bunce and Johnson, 2006).  

 At the beginning of this chapter, my personal and professional context was 

described. Reflecting on this, it is possible that my personal background influenced 

the interpretation of participants experiences. Firstly, as a female researcher, the 

partners may not have been completely open with me in relation to their needs and 

experiences (Dowling, 2006). It is possible, that the experiences they shared would 

have been different had it been a male researcher interviewing them. It is also 

possible that during the analysis process I looked more favourably toward themes 

that were empathic towards the mothers, due to also being a mother. Having a shared 
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experience may have meant that I was more in-tune with the experiences of mothers 

and less so with the fathers. In addition, on reading the mothers transcripts it is 

possible that my feelings of empathy towards them impacted how I understood the 

text and generated codes. Perhaps overemphasising aspects that I felt empathy for or 

that I perceived to be relatable. Due to the perceived position of power as a 

researcher, it is possible that during the interviews the mothers were not fully open 

about challenges they faced out of fear of child protection procedures or fear of 

judgement. In addition, my position as a researcher may have meant that the health 

visitors wanted to highlight positive aspects of their practice and minimise any 

challenges.   

 

7.7 Conclusions  

From the findings, it is clear that health visitors FFP is complex and 

multifaceted. In the interviews, health visitors described family focused activities 

which largely focused on mother and child. Health visitors and mothers both valued 

the relationships and bonds between them, which appeared to be central to the health 

visiting role. Thus, health visitors must consider how they can achieve effective FFP 

in a way that does not compromise this relationship. In addition, not all partners 

perceived themselves to need health visiting support, despite a push for father’s 

engagement in regional policy. However, this theme is intertwined with issues of 

stigma, parenthood and masculinity; hence, it would be an oversimplification to 

conclude that partners do not need support.  

The findings of health visitors, mothers and partners individually have 

provided insight into the experiences of health visitors FFP. However, the lack of 

integration of views provides a limited understanding (Rose Thornicroft & Slade, 



239 
 

2006), and singular view of FFP (Zartler, 2010). On this basis, in chapter eight, the 

themes from the three perspectives outlined here are synthesised and discussed in 

relation to the relevant evidence base. In addition, a summary table of synthesised 

results are presented, displaying where there is dissonance, silence, and convergence 

of themes.  

 

 

 

 

 

 

 

 

Chapter 8: Synthesis of health visitor, mother and partners’ perspectives 
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8.1 Introduction 

  The aim of this chapter is to synthesise and discuss the qualitative findings 

presented in chapter 7 on health visitors, mothers and partners experiences of family 

focused practice (FFP). The chapter begins by providing a rationale and summary of 

the synthesis. The synthesis is structured using Bronfenbrenner’s ecological model 

and discussed in relation to convergence, dissonance, silence and complementing of 

findings. The findings are then discussed in relation to the wider evidence based.  

Chapter 2, identified the need for studies to look at health visitors’ FFP from 

multiple perspectives, as opposed to exclusively focusing on the professional’s 

perspective. Thus, the aim of this study was to explore the experiences of health 

visitors, mothers and partners in relation to health visitors’ FFP. Furthermore, Rose 

et al., (2006) suggests that in order to fully understand the relationship between 

systems and environment, it is necessary to identify multiple stakeholders (i.e. 

mothers, partner and health visitors) who may have differing perspectives of the 

phenomena (FFP) under investigation. However, it is not enough to view these 



241 
 

perspectives in isolation from one another, consideration must be given to where 

these perspectives concur or differ (Rose et al., 2006). While chapter 7 presented 

health visitors, mothers and partners experiences of FFP separately, the present 

chapter will synthesise these findings.    

 The synthesis will involve considering where the perspectives converge, 

complement, and where there is dissonance or silence. Convergence in when there is 

full agreement between all perspectives (Farmer et al., 2006); complementing refers 

to perspectives that offer complementary information on the same issue; where there 

is disagreement between the results this is referred to as dissonance; and silence is 

where a theme is discussed from one perspective but not the another (O’Cathain, 

Murphy & Nicholl, 2010).  

The synthesis was framed using Bronfenbrenner’s ecological model (1979). 

As discussed in chapter 4, the model provides a framework for considering the role 

of the environment in shaping human development at differing levels. These include 

the micro, meso, exosystem and macro levels. Exploring health visitors FFP at the 

microsystem level, permits consideration of the influence of the relationships 

between the health visitor, mother, partner and family. In addition, it allows 

consideration of individual characteristics, on the health visitors’ practice. At the 

mesosystem, we can consider the influence of the health visitors’ personal 

experience on their practice in the work setting. At the exosystem and marcosystem 

levels, policy, procedure, and dominant ideologies of the family, gender and mental 

illness can impact the health visitors and the families they work with. Using 

Bronfenbrenner’s model to frame the synthesis allows for further analysis of the 

interview findings in relation to these levels.  
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In Brofenbrenner’s later writings he moved beyond seeing the environment as 

solely objective, to also considering viewing the way in which it is subjectively 

experienced by the person (Bronfenbrenner & Evans, 2000). This model accounts for 

both the objective environment and subjective experience and complements the 

mixed methods design of this thesis. In addition, the model can aid comprehension of 

the multidimensional nature of FFP, through providing a framework for 

understanding findings from multiple perspectives and methods.   
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Table 8.15. Summary table of synthesised study findings  

Ecological 
level  

Theme  Participants: Converged, 
complemented, dissonance 
or silence  

Finding  

Micro  Professionalism 
through 
experience: 
practice makes 
perfect 

Mothers and health visitors: 
Converged  

Years in experience increased health visitor’s competence in working with 
mental illness. 

  Mothers and health visitors: 
Converged 

Personal experience of mental illness gave the health visitor a deeper 
understanding of the mother’s experiences. 

 Trusting 
relationships: 
gender disparities 

Health visitors, partners and 
mothers: Converged 

The importance of a trusting parent/health visitor relationship. 

  Health visitor: Silence from 
partner and mother  

The struggle in developing a relationship with mothers who were overly 
private. 

  Partner: Silence from health 
visitor and mother  

Partners required to trust the health visitor in order to feel assured that they 
would effectively support the mother and their children. 

Meso level  Beyond health 
visiting: enhancing 
wider support 
systems 

Mothers and health visitors: 
Converged 

Positive working relationships and collaboration with other services were 
fundamental in supporting the family. 

  Health visitors, partners and 
mothers: Converged 

The wider family can be supportive, however it can also be a source of 
stress.  

Macro level  Fear and stigma of 
mental illness: a 
gendered 
experience 

Health visitors, partners and 
mothers: Converged 

The stigma of mental illness. 
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  Mothers and health visitors: 
Converged 

Stigma for mothers derived from idealistic expectation of motherhood.  

  Health visitors, partners and 
mothers: Converged 

The mother’s made efforts to hide their mental illness.  

  Mothers: silence from 
health visitor an partner  

The mothers wanted to escape their situation.  

  Health visitors and partners: 
converged,  
complemented by mothers 

Health visitors and partners both experienced fear in relations to the mother’s 
mental illness. The mothers sensed the partner’s and health visitor’s 
uneasiness.  

  Mothers and partners: 
Converged  

The partner’s inability to understand the mother’s mental illness.  

  Mothers and health visitors: 
Converged 

Fear around child protection procedures 

  Health visitors: 
Complemented by mothers 
and partners 

Health visitors attempted to normalise parenthood and mental illness. The 
mothers and partners desired to normalise their situation.  

 Masculinity and 
femininity: a 
paradox 

Health visitors: Dissonance 
with mother and partner  

Health visitors changing perception of fathers did not correspond to the 
mothers and partners experiences of gender roles within the family.  

  Partners: Complemented 
by mothers 

Partners as providers and supportive for the mother.   

  Partners: Silence from 
health visitor and mother  

The partners desire to be empowered to support the mother.  

  Partners: Silence from 
health visitor and mother 

Increased pressure within the family unit, worry about the relationship 
between them and the mother deteriorating and employment pressure.  

  Health visitors, partners and 
mothers: Converged 

Did not consider the partner to be the primary focus of health visiting 
services.  
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  Health visitor and mother 
Converged, Dissonance 
with partner  

Health visitors and mothers perceived that partners needed supported. 
Partners questioned their need for support and their entitlement.  

  Mothers and partners: 
Converged  

Did not consider health visiting to be the right service to support partners, 
suggesting peer support as an alternative.  
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8.2 Results and discussion: Synthesis of health visitors, mothers and partners 

perspectives  

8.2.1 Micro level: individual  

 Within this level there is discussion of the contribution of the individual 

health visitor’s personal and professional experience in enhancing their competence 

in supporting mental health. Moreover, there is discussion of the gender disparities in 

the parent/health visitor relationship, namely, the non-existent relationship between 

health visitors and partners.  

Professionalism through personal and professional experience: practice makes 

perfect  

Health visitor’s years in practice was viewed as essential for working with 

mental illness. Both mothers and health visitors agreed that practice experience led to 

enhanced skills, observation and increased capacity to unmask deteriorating mental 

health. In addition, health visitors considered increased practice experience to 

improve confidence in working with and discussing mental illness with mothers.  

There is limited evidence on the benefits of practice experience, within the 

health visiting literature. However, health visiting has been likened to a progressive 

journey of change (Shaw-Flach, 2014), which requires time to adjust and adapt. 

Thus, with increased time spent in practice, it may be expected that health visitors 

become more competent in their role.  However, there is a lack of consensus within 

the wider body of literature, in relation to the impact of practice experience on 

professional competence and service user outcomes. Professional experience has 

been identified as a significant predictor of FFP in adult mental health services 

(Grant et al., 2014; Grant et al., 2018; Goodyear et al., 2016). Grant (2014) suggests 

that professional experience facilitated mental health nurses’ FFP by enabling them 
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to acquire effective interpersonal skills and knowledge which they used to form 

relationships with parents. These relationships then enabled the nurses to build trust 

with parents and support them in difficult circumstances, such as issues of child 

protection (Grant, 2014). Furthermore, some research also suggests that lower levels 

of experience is correlated to higher levels of stress (Galvin, Suominen, Morgan, 

O'Connell, & Smith, 2015), however, lower levels of stress does not directly equate 

to increased competence. Furthermore, the majority of studies that explore years in 

practice and service user outcomes are outdated or are anecdotal (e.g. Stein & 

Lambert, 1984; Strupp & Hadley, 1979). There is consensus however, that skills and 

competence are not enhanced solely through time spent in practice, instead these are 

enhanced through training (Garzonis, Mann, Wyrzykowska, & Kanellakis, 2015), 

and education (Aiken, Sloane, & Bruyneel et al,. 2014; Resnik & Jensen, 2003). 

Additionally, findings from the present thesis, found that health visitor’s interviews 

referenced the importance of training in relation to increasing their skills. 

Furthermore, while mothers and health visitors implied that ‘practice makes perfect’, 

this is contrary to the wider literature.  

The current findings found that both mothers and health visitors perceived 

that the health visitors could use their personal experiences of mental illness to 

support mothers. The use of professionals with lived experience of mental illness in 

their practice has received attention in recent years (Gilbert & Stickley, 2012; 

Happell et al., 2015; Triplett, 2017). A shared experience, such as mental illness, 

may produce shared understanding of loss or changes to social status/inclusion; 

relationships; employment and concepts of self (Mead & MacNeil, 2006). Lived 

experience is thought to assist professionals in empathising with service users, gain a 

deeper understanding (Gilbert & Stickley, 2012), increase hope for recovery and 
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reduce stigma (Boyd, Zeiss, Reddy, & Skinner, 2016). Moreover, in the therapeutic 

arena, the concept of the ‘wounded healer’ (Barker, 1996) encourages the 

professional to recognise their own pain and vulnerability to enhance their skill 

(Brandon, 1999). Findings from this thesis found that health visitors’ personal 

experience of mental illness allowed them to empathise with mothers, have a deeper 

understanding of their needs and provide advice that was relatable.  

There are some barriers to professional’s using and disclosing their lived 

experience of mental illness in practice. While employers can no longer discriminate 

against those with mental illness (Department of Health, 2008), professionals may be 

cautious in disclosing mental illness due to queries around their capacity to practice 

effectively (Khalid, 2011), and issues of fear and power (Happell et al., 2015). 

Moreover, caution must be taken when assuming shared experience, will 

automatically lead to shared understanding. For example, to assume that two 

individuals who have went through the mental health system will have shared 

experience and understanding is problematic, as it neglects the heterogeneity of both 

mental health and individual experience (Mead & MacNeil, 2006; Pattadath, 2016). 

While health visitors’ lived experience can be advantageous to their practice, caution 

must be taken that the health visitors experience does not overshadow their 

professional ability to understand the individual experiences of the mother, thus 

recognising that all experiences are not the same.  

Trusting relationships: gender disparities  

All participants described the importance of a trusting relationship between 

health visitors and parents. The mothers and health visitors described positive 

relationships built through consistency, continuity, and listening. This has also been 

shown in previous research (Bidmead, 2013; Russell & Drennan, 2007; Shakespeare, 
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Blake, & Garcia, 2006). A positive, trusting relationship is particularly relevant for 

mothers with mental illness (Grant et al., 2018; Shakespeare et al., 2006), as it 

determines whether the mother seeks and accepts support (Slade et al., 2010). 

Developing a trusting relationship requires effort, in addition to, a non-directive 

therapeutic approach (in which the professional refrains from explanation or 

interpretation and allows the client to talk freely) (Cowley & Houston, 2003; 

Cowley, Mitcheson, & Houston, 2004), and active listening (Reed-Purvis & Dakin, 

1993; Shakespeare, et al., 2006). Furthermore, some research suggests that the health 

visitor’s personal qualities are likely to affect the nature of the relationship. Qualities 

include, being empathic (Davis et al, 2002); approachable (Cowley & Houston, 

2003); non-judgemental (Normandale, 2001; McIntosh & Shute, 2006); showing 

respect (Davis & Day, 2010); reliability (Jack et al, 2005); and being able to use 

humour (Warner & Forryan, 1988).  

This thesis has shown that not all relationships were developed with ease, 

with health visitors indicating that defensive attitudes of some mothers reduced their 

capacity to support them. When feelings such as denial or defensiveness are 

impeding the health visitor/mother relationship, it is easy to place blame on the 

service user (Trevithick, 2011). However, it is important to consider both 

professional barriers to effective communication such as, not including parents in 

decision making, or not actively listening to them (Bateson & Darwin, 2017; 

Bidmead, Cowley, & Grocott, 2017; Trevithick, 2011).  Organisational barriers such 

as, the quality of health visitors’ supervision, lack of continuity of care and excessive 

workload can also reduce communication (Bateson & Darwin, 2017; Bidmead, 

Cowley, & Grocott, 2017; Trevithick, 2011). This thesis has extended the existing 

evidence-base by showing that relationships were also difficult to establish when the 
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mothers were overly private. The secrecy that some mothers displayed arose from the 

perceived stigma of maternal mental illness, and from denial of their illness; the 

issues of stigma are discussed further is section 8.2.3. 

While both positive and challenging relationships with mothers were 

discussed in the present study, what was notably absent was reference to the health 

visitor’s relationships with partners. For partners the relationship with health visitors 

took on a different meaning. The partners did not describe a direct relationship with 

health visitors, instead, partners needed to be able to trust the health visitor in order 

to feel assured that they would effectively support the mother and their children. 

Health visitors’ lack of engagement with fathers is widely discussed in the health 

visiting literature (Bateson & Darwin, 2017; Baldwin, 2015; Humphries & Nolan, 

2015; Whitlock, 2016). A number of strategies have been suggested to promote 

health visitor’s engagement with fathers. These include, father-focused training 

(Humphries & Nolan, 2015); changing health visitor’s notions of fatherhood 

(Baldwin, 2015); and engagement with fathers outside of the home visit (Donetto et 

al., 2013). Despite policies such as the ‘healthy child programme’ promoting the 

central role of fathers in child and family health (Baldwin, 2015), fathers are still 

considered to be of secondary importanceto mothers in health visiting and in many 

other services (Donetto et al., 2013). This has prompted wider notions of fatherhood 

to be examined within the health visiting literature, with the aim of promoting 

engagement (Baldwin, 2015; Taylor & Daniel, 2000; Sherriff & Hall, 2011).  In 

addition, some qualitative research has suggested that engaging with fathers in father 

only groups outside of the home, may be more beneficial than a home visit, due to 

the mother centred nature of visits (Donetto et al., 2013), however this has never 

been tested or shown to be effective. Additional barriers to engagement and 
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subsequent development of relationships with fathers have been attributed to reticent 

fathers (Whitlock, 2016); discretionary engagement with fathers (Whitlock, 2016), 

the division of labour between the parents (Donetto et al., 2013), and a 

predominantly female workforce of health visitors (Page & Whitting, 2008). The 

challenges of female-centric health visiting and ideas about fathers are discussed 

further in section 8.5.2. While this thesis also found that health visitors have minimal 

engagement with partners, the findings add to the evidence base by highlighting that 

partners needed to be able to trust the health visitor in order to feel confident in their 

competence in supporting their family. 

Findings from this thesis suggest that while it is important for health visitors 

to develop trusting relationships, the success of these relationships is heavily 

determined by the individual qualities of the health visitor. Furthermore, current 

findings add to the evidence base by suggesting that it is necessary to consider both 

individual, system and societal factors when examining barriers to developing 

relationships with both mothers and partners.  

 

8.2.2 Meso level  

 Within this level there is discussion of the wider support systems that families 

utilise, namely, services beyond health visiting, and the broader family beyond the 

immediate family unit.  

Beyond health visiting: wider support systems  

Current findings suggest that both mothers and health visitors recognised how 

essential positive working relationships with other services were for supporting the 

family. For health visitors, positive working relationships with other services helped 

them to more effectively support mothers to cope with their mental illness. The 
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importance of other services, in supporting mothers and their families, beyond health 

visiting was evidenced by the mother’s accounts of positive support from both GP 

and CPN. 

 Collaborative working has been shown to reduce stress levels in 

professionals (Firth-Cozens, & Rayner, 2000) and provide improved patient care 

(Firth-Cozens, 2001). Effective collaboration involves working with other 

professionals, but also valuing the family’s autonomy (Ness, Borg, Semb & 

Karlsson, 2014). However, in order for collaboration to be achieved, professionals 

must have the opportunity, willingness, and the ability to engage in such practices 

(Morely & Cashell, 2017). The benefits of collaborative working are not only limited 

to professionals. Families can benefit from improved access and communication with 

a broad range of professionals and the resources to which they have access (Byrne & 

Onyett, 2010). Moreover, collaborative working is thought to produce better clinical 

and social outcomes for families (Byrne & Onyett, 2010: Priest, Roberts, Dent, 

Blincoe, Lawton, & Armstrong, 2008). In agreement with existing research, the 

findings from this thesis also suggest that for effective collaboration to occur there 

needs to be optimum conditions to facilitate this, such as structural opportunities for 

services to collaborate and willingness of all services to engage and work with each 

other.  

Beyond health visiting and other services, families also turned to their 

extended family for support, mainly grandparents or siblings. Health visitors, 

partners and mothers all agreed that the wider family can be supportive for the 

mother, partner and children, however this was not always a given. Research on 

wider family support largely focuses on grandparents (Cleaver, Unell, & Aldgate, 

2011; Gatsou, Yates, Goodrich, & Pearson, 2017). Many parents still relay on 
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grandparents to provide childcare, particularly in early childhood and in single parent 

households (Fuller-Thomson & Minkler, 2001; Grant et al., 2018; Statham, 2011). In 

addition, having support from family, such as grandparents, has been suggested to 

diminish the effect of parental mental illness on children and adolescents (McDole & 

Limke, 2008; Cleaver, Unell, & Aldgate, 2011; Gatsou, Yates, Goodrich, & Pearson, 

2017). It is proposed that grandmothers also provide considerable emotional, 

financial, and informational support to parents (Smith & Drew, 2002). On this basis, 

government polices tend to suggest assessment of broader family systems and their 

capacity to provide support (Social Exclusion Task Force, 2008). 

While the evidence base suggests that extended family support is important, 

current findings showed that support from the wider family may firstly be non-

existent and secondly, be perceived as non-supportive. The greatest source of 

criticism of parenting typically comes from family itself (Mott Children’s Hospital, 

2017; Hubert & Aujoulat, 2018; Zero to Three, 2016). Discipline and diet are 

reported to be the top two areas of criticism and judgement (Mott Children’s 

Hospital, 2017).  In addition, judgement can increase the stigma that the mother with 

mental illness and partner may already face, which has been linked to parental 

burnout (Hubert & Aujoulat, 2018). The current findings showed that when the wider 

family was perceived as being overly judgemental, it added to the stress of the 

mother and partner. Thus, while family, such as grandparents, can be an invaluable 

source of support for mothers and partners, as policy suggests (Social Exclusion Task 

Force, 2008) it is imperative to assess the usefulness and impact of this support. 

8.2.3 Macro level  

 At the macro level participants discussed perceptions and behaviours that 

related to the structural and societal issues of stigma and gender. Firstly, the fear and 
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stigma of mental illness is discussed. Partners and health visitors recognised the 

societal stigma of mental illness and stigma through association, however, it is 

mothers who ultimately faced the brunt of individual stigmatisation. The ideals of 

motherhood and the fear of social disapproval are the leading contributing factors to 

the mother’s stigma.  

 Secondly, there is discussion of the influence of masculinity and femininity 

on perceived gender roles within the family. Ideals of gender roles influenced how 

mothers and fathers perceived themselves and impacted on how services perceived 

and engaged with them. There were discrepancies between health visitor’s and 

mother’s perception of partners need for support and how partners perceived 

themselves. These perceptions are grounded in notions of masculinity.   

Fear and stigma of mental illness: a gendered experience  

The stigma of mental illness was acknowledged by both health visitors and 

partners within the present findings, however, it was the mothers who believed that 

they faced stigmatisation. Stigma is an extreme disapproval of someone or group of 

people because of a certain characteristic (Moore, Ayers, & Drey, 2016). External 

stigma presents as a stigmatised attitude held by the public, whereas internal stigma 

is where the stigmatised individual believes this negative attitude and applies it to 

themselves (Moore, Ayers, & Drey, 2016).  

The stigma mothers feared was inevitably linked to notions of motherhood. 

Health visitors and mothers agreed that maternal mental illness generated feelings of 

shame and guilt for the mother, particularly in relation to parenting. There is 

evidence to suggest that mothers experience guilt to a higher degree that fathers 

(Hoffman, 2000; Silfver & Helkama, 2007). Rotkirch & Janhunen, (2010) found that 

maternal guilt was attributed to myths about motherhood. Society perpetuates myths 
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of the perfect mother, and displays motherhood as a fulfilling and happy experience, 

thus those with feelings that deviate from this, fear being viewed as abnormal 

(Nicolson, 1990; Beck, 2002; Mauthner, 1995; Robertson, Celasum & Stewart, 

2008). Moreover, myths about motherhood are sustained through the mother’s own 

expectations and the expectations of others (Sambrook Smith, Lawrence, Sadler & 

Easter, 2019), such as loving unconditionally, perfectionism, projection of the future 

(Hubert & Aujoulat, 2018) and constant attentiveness, with the fear of social 

disapproval when these expectations are not met (Rotkirch & Janhunen, 2010). 

Additionally, there have been many studies that have examined factors that stop 

women with postnatal mental illness from seeking support, with stigmatisation being 

a leading factor (Brown, Mills & McCalmont, 2009; Dennis & Chung-Lee; 

Sambrook Smith, Lawrence, Sadler & Easter, 2019). Moreover, concerns around 

stigmatisation and expectations of motherhood have been linked to parental burnout, 

where the burden of perceived stress exceeds personal resources required to cope 

(Hubert & Aujoulat, 2018; Meeussen, & Van Laar, 2018). Thus, the current findings 

support the wider evidence base on the impact of stigma on mothers.  

In the current thesis, health visitors and partners discussed the mother’s 

efforts to hide her mental illness, while mothers spoke of wanting to escape their 

situation. These behaviours and feelings could be viewed as the mother’s coping 

mechanism with the aim to reduce or prevent burnout (Hinshaw, 2004). Mothers who 

have mental illness are likely to feel stigmatised and hold themselves to society’s 

idealised expectations of motherhood. When expectations are not fulfilled, mothers 

may engage in behaviours such as secrecy and hiding symptoms. Thus, the current 

findings add to the evidence base by suggests that professionals working with this 
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group of mothers must not view symptoms and behaviours in isolation, instead they 

must consider the wider societal ideology and context.  

While not directly impacted by stigma, the partner’s and health visitor’s 

attitudes and behaviours towards mothers were still affected by their fear and lack of 

understanding of mental illness. The stigma of mental illness derived in part from 

fear and lack of understanding (Ladd, 2018; Laurance, 2003). Current findings show 

that health visitors and partners both experienced fear in addressing the mother’s 

mental illness, and described this feeling like they were ‘walking on eggshells’. This 

was confirmed by the mother’s experiences of sensing the partners and health 

visitor’s uneasiness. The stigma experienced by individuals with mental illness has 

been widely acknowledged (Corrigan & Watson, 2002; Parcesepe & Cabassa, 2013), 

including parents who have mental illness (Bruland, Lenz & Wahl, 2017). However, 

the evidence to date has focused on the stigma of mothers, with limited research on 

fathers (Addis & Mahalik, 2003; Galasinski, 2013). In addition, while there is 

evidence of the stigma experienced by children whose parents have a mental illness 

(Hinshaw, 2018; Reupert, Maybery & Kowalenko, 2013), there is little evidence on 

the stigma of other family members, such as partners (Lefley, 1987; Byrne, 2001). 

The stigma experienced by families of individuals with mental illness, is described in 

Goffman’s (1963) theory of stigma by association, in which the person is stigmatised 

by virtue of association with another stigmatised individual (Ostman & Kjellin, 

2002). Thus, the current findings add to the evidence base by highlighting that the 

fear of stigma by association may have contributed to partners’ fear and uneasiness 

in relation to maternal mental illness and their hesitance at speaking about it with 

others outside of the family.  
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Mothers described frustrations at the partners’ inability to understand their 

mental illness, which was confirmed by the partners. Within the health visiting 

literature, the partner’s lack of understanding of maternal mental illness has been 

previously reported (Boots Family Trust, 2013; Ladd, 2018; McIntosh, 1993). Some 

women want their partners ‘to be able to read their minds’ and take some initiative in 

supporting them (McIntosh, 1993), however, this is difficult due to the different 

coping styles of men and women (Morgan, Matthey, Barnett & Richardson, 1997), 

and the partners lack of information. These issues are discussed further in section 

8.2.3.  

Partners were not the only ones to feel uneasy about mental illness. The 

mothers and health visitors agreed that some health visitors were fearful of mental 

illness, resulting in health visitors backing off when other services became involved, 

such as mental health services. Fear is thought to manifest through the process of 

power, control, discrimination and stigma (Sweeney, Gillard, Wykes, & Rose, 2015). 

The stigma that surrounds mental illness, contributes to the misconception that 

individuals with mental illness are dangerous and pose a risk to their children 

(Laurance, 2003; Diaz-Caneja, & Johnson, 2004). This may explain why both 

mothers and health visitors expressed concerns around child protection procedures in 

their interviews. In addition, working with mental illness is viewed as a specialist 

area, and one that requires specialist skills. Current findings contribute to the 

evidence base by suggesting that health visitor’s fear of working with mental illness 

was attributed to health visitor’s perception that mental illness, with the exception of 

postnatal depression, was outside their remit.  

Despite fears of being unable to adequately support mothers with mental 

illness, health visitors attempted to tackle the challenges of stigmatisation and 
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expectations of motherhood through normalising and expelling myths about 

parenthood and mental illness. This finding was supported by both the mothers and 

partners desire to normalise their situation. The normalcy that mothers and partners 

strived for stemmed from the fear of being viewed as abnormal as previously 

discussed. Research suggests that support from other mothers in similar situations 

can help normalise mother’s experiences of maternal mental illness and motherhood 

(Robertson, Celasum & Stewart, 2008; McLeish, & Redshaw, 2015; Bayrampour, 

McNeil, Benzies, Salmon, Gelb, & Tough, 2017). In addition, there is also evidence 

to suggest that health visitors can aid in the normalisation of maternal mental illness 

and motherhood, through expelling the myths that surround them (Naylor, 

Parsonage, McDaid, Knapp, Fossey, & Galea, 2012; Chew-Graham, 2008). While 

previous evidence has suggested that mothers seek normalisation through hearing the 

accounts of other mothers, current findings showed that health visitors also had an 

important role which mothers and partners found beneficial.  

Current findings add to the evidence base by suggesting that while partners 

and health visitors are not a direct target of stigma, their attitudes and behaviours are 

still influenced by perceptions of mental illness. Partner’s fear derived in part from 

stigma through association, and a lack of knowledge. For health visitors fear 

originated from myths in relation to mental illness and concerns for child protection. 

However, health visitors can help to reduce the impact of stigma through normalising 

the mother’s and partner’s situation.  

 

Masculinity and femininity: a paradox 

Current findings showed that health visitors perceived parenting to be a 

partnership and no longer perceived as solely women’s work. Moreover, they 
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described a change from the traditional fathering role to a more modern involved 

father, which is supported by the wider literature (Litton Fox, Bruce & Combs-Orme, 

2000). While fathers are becoming more involved, traditional gender roles were 

clearly visible within the current study. All families had chosen traditional roles, 

namely the ‘stay at home mother’ and the father as the ‘bread winner’. Furthermore, 

mothers and partners both agreed that it was much easier for the partner to slip back 

into ‘normal life’, while the mother felt they had lost their sense of identity. These 

issues will be discussed further below.  

Current evidence suggests that although there have been profound changes in 

family life in western countries (Lamb, 2010), the fathering role is still viewed as 

subordinate to the role of the mother, in relation to the provision of care to the 

children (Litton Fox, Bruce & Combs-Orme, 2000). Pervasive gender stereotypes 

typically characterise males as assertive, independent, ambitious, and masculine, 

while females are typically associated with being nurturing, compassionate, gentle 

and feminine (Eagly et al., 2000). These social norms are not only external 

expectations but can also be internalised (Howard, 2000; Witt, 1997), resulting in 

individuals holding themselves to social expectations. With females being viewed as 

the more natural carers, and males being viewed as the economic provider, it is 

unsurprising that many of the mothers remained at home while their partner retuned 

to employment (Lindsey, 2010; Litton Fox, Bruce & Combs-Orme, 2000). Within 

the current thesis, the majority of the participants could be described as middle class, 

thus current findings support previous evidence that suggests that traditional gender 

roles are more prominent in the middle-class families (Fulcher, 2010; Epstein & 

Ward, 2001). In addition, these traditional gender roles are exacerbated by 

economics pressures within families, where fathers, typically in higher paid jobs, 
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return to work rather than the mothers (Grimshaw & Rubery, 2015). Both the current 

findings and existing evidence base show that whilst societal perceptions of fathers 

are changing to an extent, they are overshadowed by both external and internal 

expectations of gender roles, which continue to influence the family. However, the 

more traditional gender roles evidenced in the current study may also be attributed to 

the Northern Ireland context, which hold much more conservative views than in the 

rest of the UK. 

The current findings suggest that partners perceived themselves as providers 

and protectors of their family, and the best support for the mother. However, data 

from health visitor interviews showed that they felt partners did not provide optimal 

support for the mother, which resulted in partners feeling frustrated and resentful. 

For partners the concept of being a good father differed from those surrounding 

motherhood. Namely, being a protector, a provider, a supportive partner and a hands-

on father (Darwin et al., 2017). Evidence suggests that partners want to be the 

primary support for mothers (Holopainen, 2002), however, they require information, 

which is specifically tailored to men (Condon et al., 2004; Darwin et al., 2017; 

Dennis, 2009). Evidence from this thesis confirms current findings that partners want 

to be empowered to be the provider, protector and supportive partner for the mother. 

However current findings add to this by suggesting that health visitors are not 

acknowledging this and need to actively engage with men to enable them to fulfil 

these roles. Fathers should be acknowledged as the providers and a much-needed 

support for the mother and family, if that is how they perceive themselves. 

Current findings also showed that partners described increased pressure 

within the family unit, and this was not something that was recognised by health 

visitors or mothers. Pressures included work, and the relationship with the mother. 
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Wider evidence suggests that while partners see themselves as the provider, this role, 

particularly for young families, can led to financial and work stress (Zelkowitz & 

Milet, 1997; Fletcher et al., 2017). As partners viewed themselves as providers and 

protectors of the family, they may be more sensitive to changes, including increasing 

pressure within the family unit (Roberts, Coakley, Washington & Kelley, 2014). In 

addition, the partners’ anxiety about the relationship between themselves and the 

mother deteriorating, has also been widely acknowledged in previous research 

(Condon, Boyce & Corkindale, 2004; Darwin et al., 2017; Genesoni & Tallandini, 

2009). Furthermore, employment was both a support and a stressor for partners, with 

pressure largely relating to paternity leave. Paternity leave is highly valued by 

partners, however many report that; it is not long enough (Darwin et al., 2017), 

uptake of full paternity leave is low, and there are pressures of maintaining family 

income (van Belle, 2016). With the noted pressures experienced by partners, it is 

important to consider that men typically only talk about stress when referring to their 

mental health (Darwin et al., 2017). Whilst partners experience many stressors, 

current findings suggest that this is not recognised by health visitors. If partners 

describe pressures and stressors, this warrants further investigation by health visitors, 

as it could be an indication that their mental health is deteriorating. 

Current findings showed that notions of gender roles not only effected how 

the mothers and partners viewed themselves and their entitlement to services, but 

also how services viewed them and the subsequent engagement. Health visitors, 

mother and partners did not consider supporting the partner to be within the health 

visitor’s remit. Existing literature acknowledges the central role of fathers in 

supporting positive family outcomes, however, there appears to be immutable 

difficulties in engaging with fathers (Bateson, Darwin & Galdas, 2017), they 
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continue to be overlooked (StGeorge & Fletcher, 2011; Royal College of 

Obstetricians & Gynaecologists, 2017) and underused by many services (Fisher, 

2007). A number of barriers to the engagement of fathers have been identified within 

the literature, these include; predominance of females in maternity and early years 

services; attitudes towards fatherhood; workload capacity (Bateson, Darwin & 

Galdas, 2017); and the fathers working hours and lack of time off work beyond the 

new-born period (Moore & Kotelchuck, 2004; Garfield & Isacco, 2012). Having a 

female-centric health visiting system, has been suggested to firstly, reinforce the 

feminine nature of care (Page et al, 2008), and secondly perpetuates father’s 

perceptions that the service is both developed for and aimed at mothers (Darwin et 

al., 2017; Bateson, Darwin & Galdas, 2017; Lee et al., 2011). A global review of 

services has called for a more gender-balanced healthcare workforce within all 

professional categories (WHO, 2018). Thus, the current findings supports the wider 

literature on perceptions of gender roles. Moreover, for health visitors, workload 

capacity is a common concern, however there is no evidence to suggest that working 

with partners would increase workload, in fact there is evidence to the contrary. 

Pilkington et al., (2015) found that through engaging a supportive partner, the mother 

was likely to recover more quickly, thus cutting down the health visitors’ workload. 

Despite challenges, research suggests that in order to effectively reach men, 

communication strategies must be appropriately tailored and targeted. Strategies 

include using comedy (Darwin et al., 2017), out-reach work, using digital platforms, 

and utilising male friendly environments (World Health Organisation (WHO), 2018; 

Men’s Health Forum, 2011). Researchers widely acknowledge the need to effectively 

engage partners, however, current findings suggest that health visitors, mothers and 

partners did not consider supporting the partner to be within the health visitors remit.  
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For those partners who are receptive to support, health visiting may not be the 

correct service due to their perceived female-centric focus (Darwin et al., 2017). 

Accordingly, this raises questions in relation to which services are acceptable to 

partners. Like mothers, fathers can also benefit from the support of their peers in 

similar situations, offering a chance to vent and provide validation of their thoughts 

and feelings (Darwin, Galdas, Hinchliff, Littlewood, McMillan, McGowan, & 

Gilbody, 2017). There is evidence to suggest that fathers prefer informal supports 

such as conversations with family, friends or work colleagues, compared to 

formalised support (Darwin et al., 2017), however this does not imply that they do 

not require it. However, compared to women, men tend to have fewer support 

networks (Cronenwett & Kunst-Wilson, 1981), thus professionals should not assume 

that partners have readily available informal supports. Thus, current findings and 

existing evidence both agree that partners may benefit from alternative and informal 

forms of support however, this may be in addition to the provision of a trained health 

visiting service which targets the unique needs of partners.  

A further complication is that regardless of acceptable approaches to support, 

partners in the current findings did not acknowledge that they required support of any 

kind. Research also suggests that men value self-reliance, particularly in relation to 

their health (Sheikh & Furnham, 2000; Memon et al, 2016; Pirkis, Spittal, Keogh, 

Mousaferiadis & Currier, 2016).  However, while self-reliance can be a good quality 

in the right circumstance, it can result in men being less likely to seek support when 

required, and for men who have mental health problems this can place them at a 

higher risk of taking their own lives (Gulliver, Griffiths, & Christensen, 2010; Pirkis 

et al., 2016).  Current findings add to the exiting evidence base by showing that 

while research and policy aims to engage fathers in health visiting services, 
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consideration should be given to firstly, fathers perceptions of the service, secondly, 

the appropriateness of health visiting for fathers, and finally, the impact of men’s 

self-reliance on engagement with services.  

 

8.3 Conclusions  

Individual micro levels factors, such as the health visitor’s personal qualities 

and personal and professional experiences influence their practice and relationships 

with parents. Meso system level factors, such as other services and wider family 

support, can be a vital support for families. However, there needs to be effective 

collaboration between services and a comprehensive assessment of the wider family, 

in order for these meso level factors to provide optimal support. Macro level factors 

such as ideologies of gender and stigma, heavily influence how mothers and partners 

perceive themselves, and how health visitors perceive and engage with them. 

Notably, when working with families it is fundamental to consider the individual, 

organisational, and societal influence on the family dynamic. Without such 

considerations, there is the danger that significant perspectives will be omitted, 

resulting in a distorted perception of the family.  

 At the micro and meso levels, health visitors and mothers tended to converge 

on many issues but partners largely remained silent or had differing perspectives on 

these levels. At the macro level, many of the areas of dissonance were in relation to 

differing perceptions of the partner. Namely, mothers and health visitors perceived 

that the partners required support, however, this was not in line with how the partners 

viewed themselves. This further provides justification for exploring FFP from 

multiple perspectives to try to capture its multifaceted nature. The findings also 

highlight the danger of relying on secondary sources such as mothers or health 
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visitors to accurately capture the views of partners. Considering the needs of 

‘parents’ and viewing them as a singular unit, does not recognise the distinct needs of 

partners and mothers.  

As discussed in chapter 4, mixed methods designs can investigate 

relationships or trends in quantitative data while also seeking to explain the 

mechanism behind those trends using qualitative methods (Ivankova, Creswell & 

Stick, 2006; Leech & Onwuegbuzie, 2010). Integration is a key aspect of mixed 

methods research (Tashakkori, & Teddlie, 1998; Creswell, 2003). The integration of 

quantitative and qualitative findings is a critical element related to fulfilling the 

potential analytic value of combining findings (O’Cathain, Murphy, & Nicholl, 2007; 

De Lisle, 2013). Health visitors FFP has been examined in chapter six and explored 

in chapter 7 and in the current chapter. However, in order to exploit the full potential 

of the findings these must be integrated. On this basis, chapter nine will explore the 

integration and discussion of quantitative and qualitative findings.  
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Chapter 9: Triangulation and integration of quantitative and qualitative results 
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9.1 Introduction 

 

As discussed in chapter 4, mixed methods is the most appropriate method for 

the present study, as it seeks to investigate relationships or trends in quantitative data 

while also seeking to explain the mechanism behind those trends using qualitative 

methods (Ivankova, Creswell & Stick, 2006; Leech & Onwuegbuzie, 2010). This 

thesis used qualitative data analyses to provide in-depth explanations of significant 

findings which emerged from the sequential quantitative statistical analyses, yielding 

sequential mixed analyses (Creswell & Plano Clark, 2010; Onwuegbuzie & Leech, 

2004). Integration is a key aspect of mixed methods research (Tashakkori, & Teddlie, 

1998; Creswell, 2003). The integration of quantitative and qualitative findings 

enhances understanding and explanation of the phenomena of interest more so than 

those to be gained from use of a single methodology (O’Cathain, Murphy, & Nicholl, 

2007; De Lisle, 2013). Despite mixed methods being a suitable method for 

understanding FFP, chapter 2 and 3 highlighted the limited studies that employed this 

method to explore health visitor’s FFP.  

The aim of this chapter is to integrate and triangulate the findings from the 

quantitative and qualitative phases, using triangulation protocol (Farmer et al., 2006). 

The intention is to provide a deeper understanding of findings that would not be 

possible when employing a singular method of analysis. The chapter begins with 

reporting a summary table of the integrated findings. It goes on to discuss where 

results converge, complement, and where there is dissonance or silence and discusses 

the findings in relation to the wider literature.  

Following use of a triangulation protocol, a coding matrix was developed in 

which findings from both components of the study were presented. Due 
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consideration was then given to where the findings agreed, complemented, where 

there was dissonance and silence (Farmer et al., 2006; O’Cathain, Murphy & 

Nicholl, 2010). Silence within triangulation is where a theme or finding arises from 

one data set and not the other (Farmer et al., 2006; O’Cathain, Murphy & Nicholl, 

2010). At times silence can be expected due to the nature of the different methods 

employed, however, unexpected silences can help increase understanding or prompt 

further investigations (O’Cathain, Murphy & Nicholl, 2010). In addition, 

discrepancies in the findings from different methods can be considered constructive 

as they can be the start of the creation of a new hypothesis or more nuanced 

understanding (Miles & Huberman, 1994). 

9.2 Methods 
 

 As outlined in the methodology chapter (chapter 4), quantitative (chapter 6) 

and qualitative (chapter 7 and 8) data were initially analysed using multiple 

regression and thematic analyses respectively. Subsequently the triangulation 

protocol of Farmer, Robinson, Elliot & Eyles (2006) was applied to both the 

qualitative and quantitative findings. The triangulation protocol is centred upon using 

multiple methods or sources to aid in the validation of results (O’Cathain, Murphy & 

Nicholl, 2010). Qualitative themes from both the thematic analysis and synthesis and 

multiple regression, ANOVA, t-tests, and descriptive statistics were plotted in a 

coding matrix (table 9.1) and analysed to explore where findings agreed, 

complemented, where there was dissonance and silence (Farmer et al., 2006; 

O’Cathain, Murphy & Nicholl, 2010).  
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Table 9.16 Integration of findings from the quantitative and qualitative phases  

 Regression  Individual quote and synthesis themes ̽  Converged, 
complemented, 
dissonance or silence  

 Model 1: Workload, 
Adjusted R² = .03, 
F(6,132) = 1.79, p = .10.  

  

1. Service location (>.05). 
 

  Silence  

2. Caseload size (>.05).  Theme: Male perceptions of services for mothers and heath visitor feeling 
overwhelmed. “It’s like everything in life I'm sure their up to their eyes. 
They have enough people to see without trying to see husbands as well 
like” (Partner) 

Dissonance  

3. Percent of mothers on 
caseload with mental 
illness (>.05).  

Theme: feeling overwhelmed. “Just physical time, you’re thinking oh 
gosh, em another one with postnatal depression, when am I going to slot 
her in” (Health visitor)  

Dissonance  

4. Frequency of contact with 
families (>.05).  

Theme: Ancillary role of the partner and supporting mothers: the bread 
and butter of health visiting. “we wouldn’t see them (partners) not unless 
they are those families that are on the child protection register and of 
course then you may have to be visiting and talking to your daddy more 
because of the circumstances” (Health visitor) 

Complemented  

 Model 2: Health visitors’ 
knowledge, Adjusted R² = 
.01, F(8,212) = 1.39, p = 
.20. 

  

5. Being in a specialist role 
(>.05). 

Theme: Is mental health my role? “I know about that but I can’t, I can’t, I 
can’t give you the answer because that’s a specialist area” (Health 
visitor)  

Complemented  
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6. Training relating to 
mental health or the 
family (>.05).  

Theme: Importance of training in skill acquisition. “I know she has done 
the training, I don’t know why I have got this in my head, that I need 
someone who knows what they’re talking about” (Mother) 

Dissonance 

 Model 3: Health visitors’ 
experience: Adjusted R² = 
.06, F(5,202) = 3.79, p = 
.01.  

  

7. Being a parent: b = .14, 
t(202) = 2.02, p = .04. 

  Silence  

8. Time registered (b = -.20, 
t(202) = -2.22, p = .02).  
 
 

Theme: Years in experience increased health visitor’s competence in 
working with mental illness. 
“And it was her who knew straight away I don’t know what it was. I don’t 
know if she is just that bloody experienced she can catch on to things or 
what” (Mother) 

Complement  

9. Having personal 
experience of mental 
illness (b = -.20, t(202) = 
2.77, p = .00).  

Theme: Personal experience of mental illness gave the health visitor a 
deeper understanding of the mother’s experiences. 
“I suppose it’s my forte because I experienced postnatal depression 
myself, so I think it’s one of the things I would be more in-tune with” 
(Health visitor) 

Complement  

10. There was a significant 
difference in scores in 
those that had face to face 
contact with children (M 
= 103.34, SD = 11.01), 
than those that did not 
(t(220) = 3.00, p = .003). 

  Theme: Supporting the child through the mother. “I would say you know 
em try and get down and talk to your baby, and try and interact with him 
and stimulate, because the baby feels your anxiety” (Health visitor) 

Complement 
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11. 75% of health visitors 
stated that they supported 
partners of mothers with 
mental illness. 

Theme: Partner are not the primary focus of health visiting services.  Dissonance  

12.   Theme: Partners questioned their need for support and their entitlement. Silence  

13.  Theme: Positive working relationships and collaboration with other 
services were fundamental in supporting the family. 
“we do have a good working relationship and I can just go down and say 
can I speak to you. I think team work and communication are the key to 
things such as mental health” (Health visitor) 

Silence 

14.  Theme: The wider family can be supportive, however it can also be a 
source of stress. 
“You would have had my family would have visited but it was very much 
a processional thing, you felt even more stressed that they were visiting. 
You know it wasn’t a visit to relieve any stress” (Partner)  

Silence 

15.  
 
 
 
 
 

Theme: Partners want to be empowered to support the mother. 
“I think probably a couple of days after the (partners name) was 
diagnosed properly with it, I would have like somebody to sit us down and 
the first question I probably would have asked if look what is postnatal 
depression?(Partner) 
Theme: The partner’s inability to understand the mother’s mental illness. 

Silence 
 
 
 
 
Silence  

  Theme: Partners worry about the relationship between them and the 
mother deteriorating and employment pressure. 

Silence 

  Theme: Partners as providers.  
“maybe she did need somebody. But then that should have been me. That 
shouldn’t have been down to getting the health visitor to get somebody to 
come in. That should have been down to me to turn around and say well 
I’ll be here” (Partner) 

Silence 
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16.  Theme: The importance of a trusting parent/health visitor relationship. 
“You can tell if somebody doesn’t understand or doesn’t care. You can 
tell that somebody is there for their own… maybe not their own needs but 
because they have to be” (Mother) 

Silence 

17.  Theme: The stigma of mental illness and idealistic expectations of 
motherhood.  

Silence 

18.  Theme: Health visitors and partners fear in relations to the mother’s 
mental illness.  

Silence 

19.  Theme: Fear around child protection procedures.  Silence 

20.  Theme: Normalising mental illness and parenthood.  Silence 

21.   Theme: The influence of normative gender roles.  Silence 
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9.3 Results and discussion  

 The results for the integration begin with explaining how factors such as 

workload, knowledge and experience, only facilitated the health visitor’s capacity to 

support the mother and did not facilitate further FFP (9.3.1). This was in relation to 

who the health visitor, mother and partner perceived was the primary focus of 

support (9.3.2). This leads to discussion of how FFP can be viewed as a mentality, in 

that, it is a way of thinking about the family and support, which is underpinned by 

societal ideology (9.3.3).  

9.3.1 Health visitor’s time, knowledge and experience: Mother focused not 

family focused     

 Model 1 of the regression analyses, presented in chapter 6, showed that 

workload did not predict family focused practice (FFP). Factors such as service 

location, caseload size, percentage of mothers on caseload with mental illness, and 

frequency of contact with families, were not significant. Evidence suggests that 

although, urban regions are normally associated with areas of poorer health and 

deprivation (Fecht, Jone, Hill, Lindfield, & Thomson et al., 2017; Behanova, 

Reijneveld, Nagyova, Katreniakova & van Ameijden et al., 2017), families in rural 

regions have poorer access to services, including health visiting (Watt, Franks, & 

Sheldon, 1994). A study by Alderdice and Newham (2016) further highlighted that 

the mental health needs of mothers in rural locations is poorly understood. In 

addition, research has shown service location (urban/rural/ urban and rural) as an 

important factor for mental health professionals’ FFP (Grant et al., 2018). However, 

current findings are not in agreement with the existing evidence base. Through the 

regression and thematic analysis, current findings showed that service location was 

not a significant influence on  health visitors’ FFP (table 9.1, 1.).  
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In addition, frequency of contact with families was not significant within the 

regression (model 2), however, was discussed in interviews (table 9.1, 4.). The 

current findings showed that health visitors’ contact was largely with mothers and 

children, having minimal contact with partners. Despite lack of contact, health 

visitors still perceived that they supported partners and were family focused (table 

9.1, 11). Existing evidence similarly reports health visitor’s low levels of contact 

with partners (Whitlock, 2016; Bateson, 2017), with health visitors primarily 

engaging with mothers and children (Crofts, Bowns, Williams, Rigby, Haining & 

Hall, 2000). Despite lack of contact some research suggests that professionals can 

still be family focused without directly engaging with all family members (Grant et 

al., 2018; Maybery et al., 2016), however this is considered as a low level of FFP 

activity (see chapter 1, table 1.1). In order to constitute FFP, engagement with one 

family member must be undertaken on the basis that it will indirectly benefit others 

(Grant et al., 2018; Woodman et al., 2019). Thus, current findings support the 

established literature through showing that health visitors have minimal contact with 

partners and highlighting that frequency of contact was not indicative of effective 

FFP.  

 Model 1 of the regression also showed that health visitor’s caseload size and 

percentage of mothers on a caseload with mental illness were not predictive of health 

visitors FFP. Caseload size and percentage of mothers on caseload with mental 

illness were discussed within the interview findings by partners and health visitors. 

Partners described a sense that due to high caseloads, it would be unrealistic to 

expect health visitors to engage with them, in addition to supporting the mother. 

Moreover, health visitors perceived that having too many mothers with mental illness 

on their caseload impacted the time they had to effectively support them. These 
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factors were of interest initially, as previous research with mental health 

professionals, has shown that higher caseloads with complex issues, can reduce time 

spent engaging in FFP (Grant et al., 2018). A UK study by Crofts et al., (2000) found 

that health visitors believed their core programme was insufficient in meeting the 

needs of families with additional needs (including mother who have mental illness). 

Health visitors counteracted this by increasing visits with these families, however, 

this was found to be resource intensive and took away from other parts of the health 

visitors’ role (Crofts et al., 2000). International evidence has also highlighted the 

challenges of time and increasing caseloads (Fraser, Grant, & Mannix, 2016). In 

addition, evidence suggests that an average caseload of 250 children for health 

visitors is required for safe and effective practice (CPHVA, 2016). On this basis, 

countries such as Denmark have legislated to allocate each health visitor a maximum 

of 150 children (Mathiesen, Maarbjerg, Lykke & Balslev, 2016) to ensure safe and 

high-quality practice. In addition, a high number of complex caseloads is thought to 

reduce the quality and outcome of services (Berkel & Knies, 2016). However, after 

integration of current findings, there was a conflicting result: interviews showed that 

time was perceived to effect engagement with partners and capacity to support 

mothers, however, this was not supported by the regression (table 9.1, 2, 3).  A 

potential explanation for these conflicting findings, is the way in which FFP in 

conceptualised within health visiting, which was not captured in the FFMHPQ. This 

is discussed further in the final chapter (chapter 10).  

 Model 2 of the regression analysis revealed that being in a specialist role was 

not a significant predictor of FFP. This was complemented by interview findings 

(table 9.1, 5): while health visitors indicated they would need specialist knowledge to 

effectively support mental illness, they did not suggest they would need specialist 
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knowledge to engage in FFP. Specialist knowledge may have facilitated health 

visitors to better support the mother with mental illness, however, this does not 

necessarily imply that health visitors will be more family focused. Existing evidence 

emphasises the importance of new roles within specialist perinatal and infant mental 

health visiting, which have received substantial funding (Health education England, 

2016; Vijayshankar, 2018).  In addition, research suggests that these specialist roles 

will play a valuable part in reducing the incidence and impact of maternal mental 

illness in the perinatal period (Casanova & Walker, 2016; Vijayshankar, 2018). In 

addition, to specialists within mental illness, there have also been efforts to develop 

‘think family’ champions (Diggins, 2011). These champions are entrusted with 

ensuring that the recommendations of the ‘think child, think family’ policy are 

implemented (Diggins, 2011). However, none of the sample within the present study 

were think family champions and in addition only 5% (n = 10) has received think 

family training. Despite investment in specialist positions and existing evidence, 

current findings show that while specialist roles may improve the health visitors’ 

capacity to support mothers, it did not improve levels of FFP.  

Training in relation to mental health (perinatal or existing mental illness 

training) and the family (family-focused training) was not predictive of FFP within 

model 2. Conversely, the importance of training emerged as a theme from interview 

data (table 9.1, 6), for both the health visitors and mothers. However, this was in 

relation to increasing health visitor’s skill in supporting the mothers and her mental 

illness, as opposed to engaging in FFP.  The regional ‘think child, think family’ 

policy (Diggins, 2011) stipulates that there should be investment in training for adult 

and children’s frontline staff to support the family focused changes recommended 

within the policy. Existing evidence has also suggested that training is a significant 
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predictor of mental health nurses’ FFP (Goodyear et al., 2017; Tungpunkom et al., 

2017). In relation to health visiting, a UK study by Henderson (2018) suggested that 

training health visitors in specialist interventions that prevent depression, can be 

highly cost effective. Conversely, a study in Northern Ireland by Cunningham and 

Galloway (2018) found that standard mental illness training was not associated with 

improvements in identification and support. This could indicate that the problem 

with training lies in the quality of the content of standard training for health visitors. 

A UK study found that 84% of health visitors required more training to effectively 

manage and support mothers with mental illness (Rothera & Oates, 2013). While 

training for mental health professionals is effective in increasing FFP, current 

findings show that it is not for heath visitors.  In addition, current findings suggest 

that training is important for health visitors’ capacity in supporting mothers, 

however, this is ultimately determined by the quality of the training. This calls into 

question the current content and effectiveness of training programmes within 

Northern Ireland.  

Model 3 of the regression analysis showed that health visitors’ parenthood 

significantly predicted FFP, however, this was not directly addressed in the 

interviews and subsequently was not a theme which emerged in the qualitative data 

(table 9.1, 7). Previous research has also found that being a parent positively 

influences professionals FFP (Korhonen, Vehviläinen-Julkunen & Pietilä, 2010). The 

parental status of professionals is believed to provide them with a more realistic 

understanding of family life and provides them with awareness of the interconnected 

of family members (Coyne, 2013; Korhonen, Vehviläinen-Julkunen & Pietilä, 2010). 

The existing research on parental status and its effect on FFP is largely quantitative. 

Thus, while the current regression findings support existing evidence, the silence 
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within the interview may indicate that the influence of being a parent on health 

visitors’ FFP is a sub-conscious one. Namely, they are not directly aware of the 

influence of their parental status has on their FFP, hence did not discuss it within the 

interviews. A second significant finding was that health visitors’ personal experience 

of mental illness negatively predicted FFP (table 9.1, 9). That is to say that personal 

experience of mental illness resulted in poorer FFP. Previous research with mental 

health nursing, suggested that practitioners’ personal experience positively predicts 

FFP (Goodyear et al., 2017; Grant et al., 2018). A study by Bukor (2013) found that 

teachers’ personal experiences, such as childhood, family life, and own school 

experience, had a significant impact on their professional identify. Similarly, Kwan 

and Reupert (2018) found that social workers’ personal experiences were a 

motivating factor for the specific client group they choose to work with (i.e. older 

people, children, adults). Additionally, existing evidence suggests that the health 

visitors’ personal experiences can shape their identity as a professional (Brook & 

Salmon, 2015). Based on this evidence, if health visitors’ personal experience of 

mental illness was the motivating factor for them to work with mothers in similar 

situations, they may adopt an individualistic approach which only focuses on the 

mother, as opposed to being family focused.  

While health visitors’ personal experience of mental illness resulted in poorer 

FFP, it was perceived to enable them to support mothers. Qualitative findings 

showed that mothers and health visitors agreed that having a personal experience of 

mental illness gave a deeper understanding of the mother’s circumstance (table 9.1, 

9). Studies within mental health professionals have shown that personal experience 

of mental illness can have a positive influence on their capacity to understand the 

experiences of service users (Oates, Drey & Jones, 2017; Waugh, Lethem, Sherring, 
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& Henderson, 2017). A study by Oates, Drey and Jones (2017) similarly suggested 

that among health visitors in Australia, personal experience of mental illness was 

associated with a deeper understanding of service users with mental illness. Current 

findings support the existing literature that shows the benefits of health visitors 

personal experience of mental illness for the mother. However, current findings 

extend this knowledge by demonstrating the negative influence of personal 

experience of mental illness on FFP.   

This regression model (model 3) showed that time registered as a health 

visitor significantly predicted FFP, again in a negative direction. Conversely, 

mothers and health visitor’s interview data converged where time in practice was 

thought to increase health visitor’s competence and skill in supporting mothers to 

cope with their mental illness (table 9.1, 8). Existing evidence on the quality of 

teachers’ professional development, suggests that learning is achieved through 

practice over an extended period of time (Stoll, Harris & Handscomb, 2012). In 

addition, research by Grant et al., (2018) found that time in current position 

significantly predicted mental health nurses’ FFP.  Conversely, current findings 

showed that time registered improved health visitors’ perceived competence in 

supporting mothers, but did not influence family focused activities. Again, this may 

be attributed to how FFP is conceptualised within health visiting, which is discussed 

in the final chapter.  

Qualitative interview data illustrated how both mothers and health visitors 

felt that supporting the mother was crucial in the provision of support to the child i.e. 

mother focused interventions could have both direct (infant massage) or in-direct 

(supporting parenting) benefits for the child. Current findings support the existing 

evidence base that highlights the mother and child interventions in health visiting, 
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such as such as the Solihull approach (Douglas & Ginty, 2001) and Mellow 

parenting (Puckering, 2004). Given the typical age of children that health visitors 

come into contact with is between 0 and 5 years, interventions aimed at supporting 

the mothers parenting or her bond with her child, are seemingly age appropriate 

(Adams, 2012; NHS England, 2014). However, a systematic review by Gladstone 

Boydell, Seeman and McKeever (2011) advocated for psychoeducation and peer 

support group interventions for children, based on findings from 20 studies. 

However, all children were above 5 years of age, hence findings are not transferable 

to many of the children health visitors work with. Nevertheless, health visitors 

inevitably work with families where there are older children, in which case they 

should seek to support them in a manner that is appropriate to their age and 

comprehension.  

9.3.2 Perceptions of the family: Family focused practice as a mentality 

The conflicting quantitative and qualitative findings discussed above, in 

relation to knowledge, workload, and experiences are underpinned by perceptions of 

the mothers as the primary focus of support. For example, health visitors training was 

not a significant predictor of FFP however training was important to both health 

visitors and mothers in the qualitative findings. The skills that training was thought 

to produce were centred on working with mothers. Perceptions of the family and 

support needs were not considered in regression analyses, however this was a theme 

within the interview findings (table 9.1, 11, 12). Research suggests that the concept 

of family is intrinsically linked to the notion of having a ‘good mother’ within the 

family unit (Murray & Barnes, 2010), which can explain why services are typically 

mother focused. Existing evidence suggests that partners view health visiting as a 

mother and child focused service (Darwin et al. 2017; Bateson, Darwin & Galdas, 
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2017; Lee et al., 2011). Whitelock (2016) additionally found that health visitors were 

open in labelling themselves as a mother focused service and did not believe that it 

was appropriate to support partners. Thus, current findings and existing evidence 

converge that health visiting is perceived as a mother focused service. However, 

findings add to this knowledge by showing how this perception influenced FFP. For 

example, despite 75% (n =172) of health visitors stating they supported the partner in 

phase one, interviews showed that health visitors, mothers and partners views 

converged to illustrate that partners were not in receipt of support (table 9.1, 11). 

Donetto et al., (2013) also found that health visitors’ engagement with fathers was 

based upon how they conceptualised the role of men within the family. Thus, 

perceptions of health visiting services and support needs in the family influenced 

who the health visitor engaged with, and subsequently affected their FFP.   

The variations in findings presented in section 9.3.1 can be explained by 

viewing FFP as a mentality. Viewed in this manner, FFP is a way of thinking about 

the family and practice that the professional either values or does not. Moreover, as 

evidenced by the findings, the health visitor’s mentality is not affected by physical 

attributes of the healthcare system, such as workload, and training, as evidenced by 

regression analyses. However, findings suggest that a family focused mentality can 

be shaped by the health visitors professional and personal experiences, in that, 

experiences either reinforce the mother as the primary focus or reinforce the value of 

a whole family approach (table 9.1, 7, 8, 9).  

A study by Cristina-Corina and Valerica (2012) investigated how a teachers’ 

mentality towards their work affected their performance in work. The study found 

that teachers’ perception of their professional responsibility influenced their 

mentality, and both positive and negative attitudes towards work. In addition, a US 
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study by Locke, Lawson, Beidas, Aarons, Xie, et al., (2019), which examined 

primary school teachers’ implementation of evidence based practice (EBP), found 

that attitude (appeal of EBP or divergence) was a significant predictor of EBP while 

organisational factors (i.e. effective leadership) were not. The findings form this 

thesis, further add to this knowledge by showing that health visitors are also 

influenced by their attitude and mentality towards FFP.   

 

9.3.3 The silence of qualitative findings 

Silence can be expected in mixed methods research due to the strengths and 

limitations of different methods. However, unexpected silences can aid in the 

understanding of the phenomenon under question (O'Cathain, Murphy, Nicholl, 

2010). There were many aspects of the qualitative interview findings that were not 

considered within the quantitative results. One of the main interview themes was the 

importance of a trusting relationship between the health visitor and mothers. 

However, health visitor relationships differed between mothers and partners. Existing 

evidence also highlights the importance of a trusting relationship between mother 

and health visitor (Donetto et al., 2013; Bailey, 2013). In addition, Bidmead (2013) 

suggest that building the relationship between health visitors and the family should 

be the primary objective. However, many studies refer to the health visitor – parent 

relationship without differentiating between mothers and fathers. Thus, the current 

study furthers the knowledge base through highlighting the differing relationships 

that health visitors have with mothers and fathers.  

Another prominent qualitative finding referred to the importance of partners 

as providers, specifically that partners want to be empowered to provide support to 
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the mothers. May and Fletcher (2013) similarly suggest that partners are the primary 

support for mothers during pregnancy and the postnatal period. However, partners do 

not know how to best support mothers as they are lacking in information. Dellman 

(2004) also found that partners were ill equipped to support the mother at the birth 

primarily because they were not prepared for their own personal distress and lacked 

practical understanding. The current findings add to this evidence by demonstrating 

that partners are also ill prepared to support mothers with mental illness, despite 

being the mothers primary aid. However, other research by Halle, Dowd, Fowler, 

Rissel, Hennessy, et al., (2008) suggests that fathers’ reluctance to accept support 

was compounded by societal expectations that fathers need to be protectors for their 

families. Thus, while current findings found that partners want to be recognised as 

the provider of the family, this may be a reflection of societal expectations.  

Qualitative findings highlighted the impact of stigma and fear of mental 

illness on health visitors, mothers and partner’s experiences. Existing evidence has 

also considered the impact of stigma on mothers and their partners. A study by 

Benders-Hadi, Barber, and Alexander (2013) exploring the impact of stigma on 24 

mothers, reported that mothers fear others will presume they are bad parents solely 

because they have a mental illness. In addition, mothers experienced intense feelings 

of shame, and fears of losing parental rights (Benders-Hadi, Barber & Alexander, 

2013). Evidence also suggests that poor information can result in negative attitudes 

and beliefs about the causes of mental illness which in turn exacerbates stigma 

(Nakku, Okello, Kizza, Honikman, Ssebunnya, 2016). For example, Nakku, Okello, 

Kizza, Honikman, and Ssebunnya (2016) found that women attributed their mental 

illness to thinking too much, lack of support and neglect of support by their male 

partners. Additionally, there is evidence in relation to the effect of stigma on the 
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family. A US study by Corrigan and Miller (2004) showed that stigma manifests 

itself through the family’s feelings of blame and shame. Namely, parents felt blamed 

for causing their child’s mental illness, siblings and spouses felt blamed for not 

assuring that relatives with mental illness adhered to treatment plans, and children 

were fearful of contamination of the mental illness of their parent (Corrigan & 

Miller, 2004). However, while previous studies have explored the impact of stigma 

on mothers from various perspectives, few have considered the impact on 

professionals. Current findings add to the knowledge base by showing that health 

visitors are also impacted by stigma, in that they too have negative attitudes towards 

mental illness based on poor information which resulted in feelings of fear and 

apprehension towards supporting the mother.  

Other themes that emerged from the interviews were, the expectations of 

motherhood, health visitors and mothers fear of child protection measures, the 

importance of the wider support system, such as family and services, and the health 

visitor’s role in normalising parenthood and mental health. Many of these themes did 

not appear in the quantitative results as they were not addressed in the FFMHPQ 

questionnaire. There are two possible explanations for this. Firstly, some of these 

concepts are difficult to quantify: while there are quantitative measures for stigma 

(Day, Edgren & Eshleman, 2007; King et al., 2007), and expectations of parenthood 

(Harwood, 2004), there are implicit challenges in measuring concepts that are 

intrinsically linked to the wider societal ideology of mental illness, gender roles and 

the family (Mannarini & Rossi, 2019). Secondly, there is a precarious link between 

stigma, expectations of motherhood, the family dynamic and FFP. For example, it 

may seem logical that a health visitors training in FFP will directly impact their 

capacity to be family focused. What is more difficult to comprehend is how the 
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stigma of mental health, fear of child protection procedures or the partner as the 

provider, influences FFP. This is because these concepts are not absolute, they vary 

from person to person, and are experienced in different ways. Thus, while they may 

be as relevant to FFP, their link to FFP is more difficult to demonstrate.  

Silence of the qualitative findings reinforces the advantages that the mixed 

methods design offers. The findings support evidence that a mixed methods design 

can uncover concepts that may not have been revealed by a single method alone 

(Creswell & Plano Clark, 2010; Onwuegbuzie & Leech, 2004) and provides a 

rationale to prompt further research investigations (O’Cathain, Murphy & Nicholl, 

2010). The current findings not only add to the existing evidence base by 

highlighting relevant factors to health visitors FFP, but also prompts further 

investigation. Future research should aim to further understand the influence of 

concepts such as stigma, and fear on health visitors FFP.  

 

9.4 Conclusions 

  Family focused practice is not only an approach to practice, it is also 

a mentality; the manifestation of ideologies (such as family, gender and mental 

health) through an individual’s behaviour and attitudes. Viewing FFP as a way of 

thinking, clarifies why physical attributes of the healthcare system, such as workload, 

and training, did not affect health visitors FFP. These findings are supported by 

results from the EFA (see chapter 5), which further highlights that current methods 

of measuring FFP and previously significant factors are not relevant for health 

visiting. In addition, these results do not align with current policy (Diggins, 2011) 

which has promoted FFP largely through training health visitors and other 
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professionals. It is unrealistic to assume that effective FFP is achieved by the actions 

and beliefs of the health visitor alone. It is also heavily influenced by the family that 

the health visitor works with, and their mentality towards gender roles, mental health 

and support. However, current policy and practice does not account for the family’s 

mentality, and more specifically the partner’s perception of support. This further 

justifies the need to adopt an ecological approach, such as Brofenbrenner’s (1979) 

when considering FFP. As attention must be given to both the individual (i.e. health 

visitor, mother, and partner) and the wider societal system and the interactions 

between them. The necessity to look beyond the individual is what causes FFP to be 

a complex, multifaceted concept.  

Qualitative and quantitative data largely complemented each other, or there 

was silence from one of the datasets. Silence was partly due to the nature of the 

differing methods employed, but also because themes from the qualitative data were 

not addressed by the quantitative data. These silences have aided in the 

understanding and knowledge base of FFP through identifying areas for further 

investigation. Future investigations should modify the current questionnaire to 

account for factors that have been shown to be relevant and unique to health visiting 

as identified in the present chapter.   

While findings have been discussed within each chapter, chapter 10, provides 

a meta-discussion of findings from all chapters. It also provides overall conclusions, 

and recommendations for future research and practice.  
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Chapter 10: Conceptualising FFP in health visiting: General discussion   
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10.1 Introduction 

The current chapter will provide a discussion of findings from this thesis, 

structured around the objectives. This includes, firstly, an explanation of how FFP is 

conceptualised within health visiting and how this fits with existing research. 

Secondly, the chapter will discuss what family focused activities health visitors 

engaged in, exploring low, medium and high-level activities and how this compares 

to existing evidence. Thirdly, there is discussion of factors that influence health 

visitors FFP, based on quantitative and qualitative findings, and how this relates to 

the existing knowledge base. Finally, this chapter will discuss the future 

measurement of health visitors’ FFP, based on current findings. This chapter will 

also present a critical reflection of the theoretical model outlined in chapter 4, as well 

as recommendations for future research and practice and an overall thesis conclusion.  

This thesis was conducted in response to growing recommendations for FFP 

within health visiting for maternal mental illness. Chapter 1 discussed the limited 

literature to date that has specifically examined factors that influence health visitors 

FFP and have explored experiences of FFP from the perspectives of health visitors, 

mothers and their partners. This thesis is one of the only studies to consider health 

visitors FFP, utilising a mixed methods approach and multiple perspectives.  

Chapter 2 presented the methods and findings of a qualitative systematic 

review of the literature on health visitors’ FFP with mothers who have mental illness 

and their families. The review identified three main themes: parents’ needs in health 

visiting, the ambiguity of mental illness in health visiting, and the challenges of FFP 

in health visiting. These themes identified a number of problematic areas within the 

evidence base, including, the limited views of service users, a lack of distinction 

between mental health and mental illness, and a lack of continuity in how family 
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focused practice was defined. The review highlighted that health visitors, families 

and mothers with mental illness experience many challenges in relation to FFP with 

mothers who have mental illness and their families (e.g. constraints of policy, 

balancing the rights of the child with that of the parents, lack of knowledge, and 

families with multiple risk factors), despite the fact it is both recommended and 

beneficial.  In addition, the review suggested that while barriers to FFP have been 

identified, there is little known about what facilitates and enables FFP in health 

visiting. The findings highlighted the need for further exploration of the experiences 

of not only health visitors but also mothers and partners on FFP. Moreover, the 

review pointed to the necessity of the current mixed methods study to explore health 

visitors FFP from multiple perspectives and to identify factors that enable or hinder 

it. 

Chapter 3 presented the second systematic review and meta-analysis, which 

focused on the effectiveness of health visitors’ family focused interventions in 

reducing mothers’ mental illness. Findings from the meta-analysis suggested that the 

included health visiting family focused interventions were not collectively effective 

in improving depression and parenting stress for mothers with mental illness. The 

findings from the review suggest that further research that utilises rigorous methods, 

is needed to test the effectiveness of family focused health visiting interventions on 

maternal mental illness. This review illustrated the variability in sophistication of 

FFP delivered in many interventions. As such, it highlighted the need to examine the 

level at which heath visitors engaged in FFP in this thesis.   

As this was the first study to explore FFP in a population of health visitors, it 

was necessary to examine properties of the questionnaire employed by other 

researchers to measure FFP. Chapter 5 presented a psychometric evaluation of the 
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FFMHPQ within the sample of 230 health visitors. The exploratory factor analysis 

suggested a 2-factor solution with 20 items from the original FFMHPQ included, and 

21 removed. The internal consistency of this more parsimonious 20-item version, 

was found to be excellent with a Cronbach’s alpha of 0.949. The chapter proposed 

that the variation between the new and original version of the FFMHPQ was due to 

firstly, the different sample used to test the scale (mental health nurses versus health 

visitors), and secondly, limitations in the original principal components analysis 

which was performed by Maybery et al (2012).  

Chapter 6 presented the results of statistical analyses which aimed to describe 

and identify the predictors of health visitors FFP. Three multiple regression models 

were developed based on variables identified from the evidence base, to test whether 

workload, professional knowledge and health visitors’ professional and personal 

experience predicted their family focused practice. Model three (professional and 

personal experience) was shown to be statistically significant, while model one 

(workload) and two (professional knowledge) were not. The chapter suggested that a 

potential explanation for conflicting findings from previous research, may be due to 

the variation and adaptation of the FFMHPQ used in the present study compared to 

previous research. In addition, a large proportion of variance in model three was 

unexplained, suggesting that there are further variables which require consideration 

in understanding health visitors’ FFP. 

Chapter 7 explored the experiences of health visitors, mothers and partners in 

relation to health visitors’ FFP. Findings showed how health visitors, mothers and 

partners identified needs of the family, and how the health visitor met or failed to 

meet those needs. The chapter also suggested that health visitors FFP consisted of 

supporting the mother and child, with partners seen as ancillary. In addition, health 
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visitors and mothers both valued the relationship and bond between them, which 

appeared to be central to the health visiting role. The chapter proposed that this was 

based upon perceptions of family and gender roles, which all three groups of 

participants held. In addition, underpinning FFP in the context of mental illness was 

stigma and fear, again, expressed by all three groups. These underlying assumptions 

and perceptions shaped the health visitors’ role within the family and the support 

they provided.  

Chapter 8 synthesised health visitors, mothers and partners’ perspectives and 

discussed these in relation to the existing evidence base.  The synthesis was 

structured using Bronfenbrenner’s ecological model and was discussed in relation to 

convergence, dissonance, silence and complementation of findings. Findings showed 

that individual micro levels factors, such as the health visitor’s personal qualities and 

personal and professional experiences influenced their practice and relationships with 

parents. In addition, meso system level factors, such as other services and wider 

family support, were vital aspects of supporting families. Macro level factors such as 

ideologies of gender and stigma, heavily influenced how mothers and partners 

perceived themselves, and how health visitors perceived and engaged with them. 

Furthermore, many of the areas of dissonance were in relation to differing 

perceptions of the partner. Mothers and health visitors perceived that partners 

required support however this was not in line with how the partners viewed 

themselves.  

Chapter 9 presented the integration and triangulation of the findings from the 

quantitative and qualitative phases, using an established triangulation protocol 

(Farmer et al., 2006). The findings explained how factors such as workload, 

knowledge and experience, only facilitated the health visitor’s capacity to support the 
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mother and did not facilitate higher levels of FFP. This was underpinned by who the 

health visitor, mother and partner perceived was the primary focus of support. The 

chapter concluded that FFP should be viewed as a mentality, in that, it is a way of 

thinking about the family and support in a holistic manner. In addition, FFP in health 

visiting is the manifestation of ideologies (such as family, gender and mental health) 

through an individual’s behaviour and attitudes. The findings from the chapter 

provided further justification for the need to adopt an ecological approach, such as 

Brofenbrenner’s (1979) when considering FFP. As attention must be given to both 

the individual (i.e. health visitor, mother, and partner) and wider societal system and 

the interactions between them.  

10.2 Defining family focused practice in health visiting  

A central theme throughout this thesis has been the lack of consensus around 

what constitutes FFP (Foster et al., 2016; Leonard et al., 2018). Chapters two and 

three highlighted this point and presented the variation of family focused activities as 

described within the health visiting literature (Moy et al., 2007). Previous research 

from the disciplines of mental health and social work, has also highlighted the 

challenges in defining FFP (Foster et al., 2016; Morris et al., 2008; Woodman, 

Simon, Hauari & Gilbert, 2019). An Australian study by Ward et al., (2017) 

interviewed 11 professionals within mental health services (nurses, social workers 

and psychologists), and found that they struggled to articulate a concise definition of 

FFP. However, the 11 professionals were able to identify specific family focused 

activities that they engaged in. These included, encouraging the family to support 

their relative with the illness, supporting the family and addressing their own needs. 

Ward et al. (2017) concluded that while mental health professionals had an 

understanding of FFP they struggled to provide a synthesised definition of the 
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concept. The current findings support Ward et al.’s (2017) study by highlighting the 

benefits of defining FFP through its activities rather than an abstract definition, 

which may be difficult for professionals to implement in practice. 

Despite difficulties, studies have attempted to define FFP within adult mental 

health services (Grant et al., 2018; Maybery et al., 2015; Skogoy, Maybery, Ruud, 

Sorgaard, Peck, et al., 2018; Foster et al., 2016). At the outset of this thesis an 

objective was to measure the level of health visitors’ FFP, however it became 

apparent that it would be necessary to construct a method by which these levels 

could be categorised. Subsequently, a continuum of family focused activities was 

developed (see table 1.1), based on the existing literature on FFP (Foster et al., 2016; 

Maybery et al., 2015; Morris et al., 2008). This continuum was used to categorise the 

types and levels of health visitors’ FFP reported in the studies included within the 

quantitative and qualitative systematic reviews conducted as part of this thesis. The 

continuum was also used to interrogate the qualitative findings relating to health 

visitors’ family focused activities and explore the activities in which health visitors 

engage in. The qualitative findings in chapter 7 suggested that health visitors 

engaged in primarily low-level activities, this is discussed further below.  

10.2.1 What are the family focused activities in which health visitors engage?  

Qualitative findings suggested that health visitors primarily engaged in low-

level family focused activities according to the family focused continuum, i.e. those 

centred on supporting the mother and child, with minimal contact with partners. 

Health visitors engaged in supporting mothers to cope with their mental illness and to 

parent; thereby helping the child via the mother and promoting the mother-infant 

relationship. The health visitors also described teaching the mothers infant massage, 

to strengthen the bond between mother and baby. These activities were categorised 
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as low-level family focused activities according to the continuum because of the 

relatively basic level of skill required and because it failed to include other family 

members (Maybery et al., 2015; Woodman et al., 2019). Health visitors also 

described referring older children to other services for support, due to additional 

needs. This type of activity is described as being of a medium level of FFP, as it is 

addresses a need outside of the primary service user (mother) (Morris et al., 2008; 

Maybery et al., 2015).  

Previous literature, in mental health nursing and social work, has also 

attempted to understand the family focused activities of these professionals (Grant et 

al., 2018; Ward et al., 2017; Morris, White, Doherty & Warwick, 2017). Morris et 

al., (2017) found that social workers in England primarily engaged with mothers and 

children and were perceived to adopt a child focused approach. This type of practice 

was based upon a hierarchy of family forms, including the mother-infant dyad, the 

immediate maternal biological family, and paternal family (Morris et al., 2017). 

Morris et al (2017) found that activities centred around the mother-infant dyad was 

prioritised, with minimal engagement with fathers. In addition, a Northern Ireland 

study by Grant et al., (2018) found that the adult mental health and children’s social 

care workforce reported mainly low levels of FFP, with the exception of 

professionals in addictions services, and community settings who described higher 

(i.e. medium and high) levels of FFP. In addition, they found that those in adult 

mental health services were more likely to engage mothers and partners, whereas 

those in children services were more likely to engage both children and mothers. 

This was reinforced by the focus of a particular service (i.e. child focused or adult 

focused). Ward et al., (2017) explored FFP within mental health services (including 

social worker, mental health nurses and psychologists) in Australia. Ward et al., 
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(2017) found that their FFP comprised supporting the family to better assist their 

relative with their mental illness, while also addressing the needs of the family 

themselves, evidently medium and high-level activities according to the continuum. 

While there are similarities between findings from this thesis and previous research, 

evidently differing levels of FFP and family focused activities are practiced between 

professions. Thus, current findings offer a unique insight into how FFP is manifested 

within health visiting. The development of a continuum of family focused activities 

and its subsequent use in examining the qualitative findings helped to illustrate the 

mainly low level of FFP in which health visitors engage. These findings can be used 

to inform areas of both current strengths and further development of health visitors 

FFP, which is reflective of the health visitors’ specific role and remit.  

10.2.2 Medium and highs of level family focused practice  

While health visitors undeniably engage in FFP, the activities they engage in 

are considered low level practices. Policy such as ‘think child, think family’ 

(Diggins, 2011) recommends a family focused approach to practice however, some 

high level FFP requires specialist skills and training which would not be within the 

remit of current health visiting practice. Maybery et al., (2015) considers one of the 

highest levels of FFP to be family therapy, while medium level activities can involve 

providing information to the family, to support the client or supporting the individual 

needs of family member. Morris et al., (2008) suggests that whole family approaches 

are seen to offer opportunities to focus on shared needs, develop strengths and 

address risk factors that could not be dealt with through a focus on family members 

as individuals. This raises questions as to whether these high-level family focused 

activities are possible for health visitors to achieve. Thus, policies that recommends 

FFP within health visiting should be specific and clear about the types and level of 
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FFP that would be appropriate for health visitors to engage in. Below is a discussion 

of both the possibilities and challenges for health visitors to engage in medium and 

high-level activities.  

If the highest level of FFP involves supporting all family members, ultimately 

this would be challenging for health visiting for a number of reasons. Firstly, health 

visitors have minimal engagement with partners, partly due to the health visitors own 

perceptions of ‘the family’ and their role in supporting them (discussed in chapter 7), 

but also the partner’s own perceptions. Current findings suggest that partners’ lack of 

engagement with health visiting was attributed to viewing health visiting as a service 

targeted at mothers and their own self-reliance and perceptions of masculinity. 

Previous research has also shown that partners view health visiting as a mother and 

child focused service (Darwin et al. 2017; Bateson, Darwin & Galdas, 2017; Lee et 

al., 2011), exacerbated by a female-centric health visiting system (Page et al, 2008). 

Page at al., (2008) conducted a mixed methods study with various family services 

(i.e. sure start, youth offending and looked after children), and found that due to the 

predominately female workforce in the caring professions, fathers assumed that these 

services were not for them. Page et al., (2008) concluded that while fathers play a 

significant role in achieving positive outcomes for families, barriers such as; a lack 

of understanding among services of fathers’ roles within families; a feminised culture 

in children’s services with predominantly female practitioners; and, an 

underestimation of the significance of fathers, has created barriers to engagement. 

However, as with the majority of research in this area Page et al., (2008) did not 

directly gain the views of fathers, instead opting to utilise the perspectives of 

professionals. In addition, research has suggested that men value self-reliance, 

particularly in relation to their health (Sheikh & Furnham, 2000; Memon et al, 2016; 
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Pirkis, Spittal, Keogh, Mousaferiadis & Currier, 2016), and view themselves as the 

provider and protectors of their family (Darwin et al., 2017). While current findings 

are in agreement with existing evidence, many of the previous studies are from the 

perspectives of professionals, thus this thesis offers a unique exploration of the 

partner’s perspectives.  

Findings from this thesis indicate that while partners may feel the need to be 

self-reliant, due to expectations of masculinity, they also experience many stressors, 

in relation to their work, relationship, and wider family. Thus, to say that partners do 

not need or want support fails to take account of the social and societal pressures 

they face (Zelkowitz & Milet, 1997; Fletcher et al., 2017). This thesis showed that 

partners wanted to be able to support the mothers, however they required more 

support and information to do so. Previous research has similarly shown that partners 

desire specifically tailored information to enable them to support the mother 

(Holopainen, 2002; Condon et al., 2004; Darwin et al., 2017; Dennis, 2009). Current 

findings indicate that while health visitors are not engaging in medium level 

activities (e.g. providing information to the partner, to support the mother), partners 

want and need this level of support. While current findings support the existing 

literature, many of these previous studies have not been conducted within health 

visiting. Thus, this thesis offers a unique exploration of the partner’s perspectives 

within health visiting and highlights the danger of health visitors relying on 

secondary sources such as mothers to accurately capture the views of partners, which 

commonly happens in practice (Bateson et al., 2017).  

A final consideration in health visitors’ capacity to engage in medium or high 

level FFP is the vital relationship between the health visitor and mother. Findings 

presented in chapter 7 showed that health visitors and mothers both value the 
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relationship and bond between them, which appeared to be central to the health 

visiting role. The significance of this relationship is widely agreed upon in the 

literature (Adams, 2012; Bidmead, 2013; Bidmead, Cowley, & Grocott, 2016; 

Cowley et al., 2013). Thus, health visitors must consider how they can achieve 

higher levels of FFP in a way that does not compromise this relationship, while still 

recognising the partner’s needs. As supporting the mother and child is pivotal to the 

role of the health visitor, consideration must be given to how engaging in higher 

levels FFP might change this role.   

 

 10.3 What factors influence health visitors’ family focused practice  

A primary objective of this thesis was to investigate the predictors of health 

visitors’ FFP. Chapter 2 concluded that health visitors and families experience many 

challenges in relation to FFP (e.g. constraints of policy, balancing the rights of the 

child with that of the parents, lack of knowledge, and families with multiple risk 

factors). Overstretched resources and limited specialised training have added to the 

burden on existing services, potentially impacting health visitor’s capacity to be 

family focused (Fraser, Grant & Mannix, 2016; Moy et al., 2007). This converged 

with qualitative findings which showed these factors to be important in relation to 

supporting the mothers’ mental illness and parenting. However, following the 

analysis presented in Chapter 6, factors such as health visitor workload, knowledge, 

and professional and personal experiences were either not significant or did not 

explain a significant amount of variance in the regression models. As discussed in 

previous chapters, research in the area of mental health nurses FFP has repeatedly 

demonstrated that training, (Grant et al., 2018; Maybery et al., 2016; Tungpunkom et 

al., 2017), being in a specialist role (Grant et al., 2018), and time and workload 
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(Grant et al., 2018; Ward et al., 2017; Maybery, Goodyear, O’Hanlon, Cuff and 

Reupert, 2014), predicts professionals FFP. Previous research has also suggested that 

within health visiting time spent with families, workload (Doi & Hardie, 2017; 

Institute of health visiting (IHV) 2018), and specialist perinatal and infant mental 

health positions (Health education England, 2016; Vijayshankar, 2018) affected the 

health visitors’ ability to support mothers. However, current findings presented in 

chapter 6 suggested that a large proportion of variance in the statistically significant 

regression model III (professional and personal experience) was unexplained. This 

suggests that there are further variables which require consideration in understanding 

health visitors’ FFP. It is likely that some of these additional variables were 

identified through the semi-structured interviews.   

The qualitative findings, which sought to explore health visitors’, mothers’ 

and partner’s experiences of FFP, found that participants were aware of and 

experienced the stigma of mental illness, and the expectations of motherhood. 

Current findings showed that the stigma of mental illness resulted in health visitors 

feeling reluctant and fearful in discussing and supporting the mothers’ symptoms. 

While there are no studies to date that have considered the stigma of mental illness 

within health visiting, there is research within mental health services (Helmus, 

Schaars, Wierenga, Gkint & van Os, 2019; Hanafiah & Bortel, 2015). Research has 

found that mental health professionals have negative attitudes towards mental illness 

and insufficient knowledge, which reinforces the stigma of mental illness (Helmus, 

Schaars, Wierenga, Gkint & van Os, 2019; Hanafiah & Bortel, 2015). Ward et al., 

(2017) in their interviews with mental health professionals, identified stigma as a 

barrier to involving family members. Namely, participants perceived lack of family 

engagement was due to fear of stigma by association, thus did not make further 
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efforts to support family members (Ward et al., 2017). In relation to mothers, 

research in mental health services has suggested that mothers face discrimination in 

relation to being viewed as an unfit mother, not being listened to, and being 

undermined as a parent, resulting in reluctance in engaging in services (Jeffery, 

Clement, Corker, Howard, Murray & Thornicroft, 2013). Similarly, previous studies 

suggest that stigmatisation is the primary reason women with mental illness do not 

seek support (Brown, Mills & McCalmont, 2009; Dennis & Chung-Lee; Sambrook 

Smith, Lawrence, Sadler & Easter, 2019). However, while many of the current 

findings would agree with existing research, this thesis is the first to explore the 

stigma of mental illness within health visiting. In addition, the integration of 

perspectives of health visitors, mothers and partners allowed for exploration of not 

only the mothers perception of stigma but also how stigma resulted in health visitors’ 

reluctance and fear in addressing the mothers’ mental illness.   

Additionally, current findings suggest that unrealistic expectations of 

motherhood resulted in feelings of guilt and fear of judgement for the mothers, which 

health visitors found difficult to support. Previous research has also found that where 

the experience of motherhood does not live up to the expectation, mothers can feel 

excessive levels of guilt and fear of disapproval from others (Sambrook Smith, 

Lawrence, Sadler & Easter, 2019; Hubert & Aujoulat, 2018; Rotkirch & Janhunen, 

2010). This fear of disapproval may influence the mother’s engagement with health 

visitors. Thus, the current thesis adds to this knowledge, through highlighting that 

issues of stigma and expectations not only affect the mother but also the health 

visitor. Furthermore, as described in section 10.2 health visitors FFP largely involves 

engaging with the mother, hence any factors that affects the mothers’ engagement is 

undoubtedly going to influence their FFP.  
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The integration presented in chapter 9 showed that the way health visitors 

conceptualise the family influenced their FFP. Namely, health visitors perceived the 

family to refer to the mother-infant dyad and thus engaged primarily with them. This 

perception was based on stereotypical gender roles, such as fathers as the bread 

winner and mothers as carers, which led to health visitors viewing the partners as 

secondary, and subsequently had minimal engagement. Previous research has also 

shown that health visitors engage primarily with mothers and children (Bateson et 

al., 2017; Whitelock, 2016). At the centre of FFP is the concept of family, thus how 

it is defined and understood by practitioners will inevitably influence its 

implementation (Foster et al., 2016; Morris et al., 2017). Previous research has found 

that the term ‘family’ can have varying interpretations, which change to reflect socio-

cultural, economic, political, temporal and spatial contexts throughout history 

(Murray & Barnes, 2010; Morris et al., 2010). However, within the caring 

professions, the definition of family has remained centred around the nuclear unit 

and immediate caring roles, which typically include parents (Murray & Barnes, 

2010) or the mother-infant dyad (Bateson et al., 2017). Some research also suggests 

that the concept of family is intrinsically linked to the notion of having a ‘good 

mother’ within the family unit (Murray & Barnes, 2010), and could explain why 

services are primarily mother focused. However, this narrow definition does not 

reflect the broad, self-determined and inclusive types of families in today’s society. 

The narrow view of family evidenced in health visiting inevitably limits and restricts 

FFP, through lack of awareness of the inclusivity of the term family. Morris et al., 

(2017) in a UK study with social workers in children services found that the social 

workers based their practice upon a hierarchy of family forms, in which the mother-

infant dyad was prioritised. They found that the biological father was only 
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considered as a support within the family after the maternal grandmother and only 

when prompted by the researcher, highlighting the detached role given to fathers by 

professionals (Morris et al., 2017). In addition, a UK study by Whitelock (2016) 

found that health visitors were quite open in labelling themselves as a mother 

focused service and did not believe that it was appropriate to support partners. 

Whitelock (2016) concluded that at all levels of the health visiting service (practice 

and policy), it was deemed the ‘norm’ to work predominately with mothers and 

children, which reflected the historical culture within the service. Thus, the current 

findings are in agreement with Whitelock (2016) and other existing research.  

While policy recommends a family focused approach, due to the important 

role that mothers and fathers play within the family, this does not account for societal 

notions of what the term family means. Therefore, there is a disconnect between 

what policy recommends and how this is interpreted in practice, due to the historical 

culture of mother and child-focused health visiting. If health visitors perceive 

‘family’ to refer to the mother and child, inevitably their FFP is going to reflect that. 

For health visiting supporting the baby, children and mother is inherent to their role 

(Cowley et al., 2015), thus their remit and role are intrinsically family focused albeit 

at a low level on the continuum. However, if health visitors FFP is to move beyond 

the mother-infant dyad to encompass partners, then their conceptualisation of the 

family must be challenged.  

As stated in chapter 8, current findings demonstrate how imperative it is for 

the health visiting service as a whole (at an individual practice level and policy level) 

to consider the individual, and societal influence on their FFP. Without such 

considerations, there is the danger that significant perspectives will be omitted, 

resulting in a distorted perception of the family. In addition, there are certain 



303 
 

discrepancies between current findings and those found in the previous literature, in 

relation to factors which predict FFP. This may indicate that current measurements of 

FFP are not suitable for health visitors.  

 

10.4 Future research measuring health visitor’s family focused practice  

An objective of this thesis was to determine the psychometric properties of 

the family focused mental health practice questionnaire (FFMHPQ) among health 

visitors. For the purpose of clarity, the following is summary of the main findings in 

relation to the measurement of health visitors FFP. As previously discussed in 

chapters one and five, this is currently the only scale that has been developed to 

measure FFP (Maybery et al., 2012). The scale had never before been used in a 

population of health visitors, subsequently an exploratory factor analysis (EFA) was 

conducted and presented in chapter five. The EFA enabled evaluation of the 

construct validity of the FFMHPQ however, there are a number of findings from the 

EFA, and quantitative and qualitative analysis in the current study that differ from 

the wider literature that need consideration in developing future measures of FFP 

within health visiting.    

As evidenced in section 10.2.1 FFP is conceptualised differently between 

professions, which may be the source of discrepancies between current findings and 

previous literature, in relation to factors shown to be predictive of FFP. However, 

this also indicates that current measurements of FFP, originally designed for mental 

health nurses, are not suitable for health visitors. Current findings suggested that the 

health visitors’ personal experience and perception of the mental illness and the 

family predict their FFP (see 10.3). Integrated findings from chapter nine highlighted 
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that FFP is not only an approach to practice, it is also a mentality; the manifestation 

of ideologies (such as family, gender and mental health) through an individual’s 

behaviour and attitudes. Viewing FFP as a way of thinking, clarifies why physical 

attributes of the healthcare system, such as workload, and training, found to be 

predictive of mental health nurses FFP (Grant, 2014), did not predict health visitors 

FFP. In addition, chapter eight findings, demonstrated how it is imperative to 

consider the individual, and societal influence on health visitors’ FFP, which current 

measurements do not. If practice is to be improved, it is important that a valid and 

reliable means to assess performance exists. The ability to assess health visitors FFP 

can facilitate targeted improvements to practice. Future studies should consider that 

health visitors FFP may be best measured through the factors identified in the current 

thesis (personal experience, perception of mental illness and definitions of the 

family), as opposed to current measures.  

10.5 Implications for theory  

The use of Bronfenbrenner’s ecological model (1978) provided a useful 

exploration of societal factors such as gender and stigma. However, it failed to fully 

recognise and capture the personal and emotional components of FFP, which current 

findings suggests is relevant to health visitors FFP. In Bronfenbrenner’s later 

writings he moved from viewing the environment as solely through its objective 

properties, to also considering the way in which the properties are subjectively 

experienced by the person living in the environment (Bronfenbrenner & Evans, 

2000). At this level Bronfenbrenner (1979) highlights the phenomenological nature 

of how the environment is experienced or perceived by the developing person. 

However, this is normally based on one individual developing person, which does 

not account for the human development that is being shaped through their 
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relationships with others (Carlson & Dermer, 2017). In the qualitative findings, it 

was clear that relationships were important to the experiences of participants, 

whether it was the relationship between the mother and child, health visitor and 

mother, or mother and partner. In addition, while concepts such as stigma and gender 

roles affected the mothers and their partners, so did a complex emotional interaction 

between the families which affected behaviour. For example, the partners felt fear 

and confusion in relation to the mother’s mental illness, which resulted in the 

partners displaying distancing and disconnected behaviours. Thus, the feelings that 

family relationship evoked influenced behaviours and ultimately affected the 

family’s engagement with the health visitor. Bronfenbrenner’s ecological model 

(1978) aided in uncovering societal level factors and experiences (marco and exo 

levels), such as expectations of parenthood and stigma of mental illness. This 

allowed for a deeper understanding of how ideologies at the widest system rippled 

through every level and effected the person at the centre. For example, the stigma of 

mental illness, stemmed from wider ideologies of mental health. However, these 

ideologies influenced the micro level interactions of the health visitor, mother and 

partner. Despite this, the model lacked in the ability to highlight more personal level 

issues that went beyond the individual to include those important relationships which 

took place outside the family.  Based on current findings, further use of this model 

should reflect the subjective experiences of people considered with the model, 

including not only the person at the centre but those at differing levels. In addition, 

further use of the model should aim to capture the personal and emotional 

components of FFP.  
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10.6 Implications for future research  

The EFA conducted as part of this thesis resulted in a two factor solution that 

included items which assessed 1. Professional and 2. Organisational influences on 

FFP. While this created a more parsimonious version of the questionnaire (the 

original contained 16 factors), it resulted in many of the original factors being 

discarded, including, professional development; co-worker support; family and 

parenting support; worker confidence; training; skill and knowledge; service 

availability; connectedness; location issues; engagement issues. Given these 

revisions, consideration must be given to whether the new scale is accurately 

measuring health visitors’ FFP. Future research should conduct further testing of the 

new version of the FFMHPQ. This should involve conducting a conducting a 

confirmatory factor analysis which would confirm or reject the two-factor solution as 

presented in the current EFA (Tabachnick & Fidell, 2013). A confirmatory factor 

analysis would add to the utility of the new scale and would enable accurate 

measurement of FFP among health visitors.   

Discrepancies between current findings and previous evidence calls into 

questions the appropriateness of using the FFMHPQ for health visitors. While the 

current EFA added validity to the scale and resulted in improved internal consistency 

(α = 0.949) than the original, future research should consider measuring concepts that 

were shown to be relevant for health visitors’ FFP in the current thesis. Both 

individual (personal experience) and wider societal factors (stigma, parental 

expectations and perceptions of family and gender roles) were shown to be relevant 

to health visitors’ FFP. Future research should consider how these factors can be 

incorporated into the measurement of health visitors FFP.   
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Future research should explore the activities as presented in the FFP 

continuum developed for this thesis (chapter one table 1.1). This continuum could be 

used to check understanding on whether a program or service is engaging in FFP and 

at what level this activity is being undertaken. As discussed in chapter 1 the 

continuum was not definitive and was intended to be altered and modified as new 

evidence comes to light. Thus, is it fitting that future research should use the 

continuum presented to further explore the FFP of health visitors and other 

disciplines, to understand FFP within different professions and strengthen the FFP 

evidence base.  

This thesis highlighted the importance of obtaining multiple perspectives and 

experiences of FFP. Factors that are important to professionals may not be shared by 

services users. Future research should continue to adopt a multi-perspective approach 

when exploring health visitors FFP. Moreover, future research should be cautious of 

citing the partner’s views from the perspectives of mothers or health visitors. The 

partner’s views are distinct and should be viewed as such, and not combined into the 

‘parent’ perspective in research. It is acknowledged that partners are often not 

included in research due to low participation rates and lack of engagement. However, 

this only further emphasises the importance of gaining the perspective of partners to 

gain a more holistic overview of the family.  

The current findings highlighted that partners are misunderstood and perceive 

that their role in the family is not valued by health visiting. Further research is 

needed to understand how health visiting can engage with and support partners, in a 

manner that is appropriate and beneficial for them. However, research exploring 

contact with partners needs to account for the barriers to fathers’ engagement with 

health visiting (female centric service etc.) highlighted in the current thesis. Future 
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research should consider exploring a co-production study to establish a health 

visiting service for partners.  

 10.7 Recommendations for practice 

At the outset of this thesis, an objective was to develop recommendations for the 

future development of health visitors’ FFP, with mothers who have mental illness 

and their families. Based on thesis findings, a number of recommendations for 

practice have been developed and are discussed below. 

All health visitors should receive FFP training, which encompasses 

exploration of stigma, conceptualising the family and the health visitors 

personal experience. The ‘think child, think family’ policy recommends that ‘those 

responsible for professional education, training and workforce development should 

introduce a think child, think parent, think family perspective’ (Diggins, 2011). 

However, the present thesis has shown that very few health visitors had received 

family focused training. If FFP is be improved, then firstly health visitors need to 

receive FFP training and secondly, the training they receive must be enhanced. 

Effective training in health visiting should encompass an explanation of what FFP 

entails and how it is defined. This should also include giving health visitors a 

description of the various levels and activities of FFP, highlighting which they are 

expected to engage in. The ‘think child, think family’ policy suggests that through 

addressing the stigma of mental illness services have created the optimal conditions 

for think family working to be implemented (Diggins, 2011), however, as evidenced 

in the present thesis stigma is still prevalent. This suggests that these optimal 

conditions have not been met and the continuing stigma of mental illness is a barrier 

to FFP. Health visiting training should cover the influence of stigma on mental 
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illness in health visitors’ FFP, in addition to the impact of their personal experience, 

and perceptions of the family.  

For FFP to be implemented effectively policy needs to be more clearly 

described and operationalised. This thesis has demonstrated how FFP is 

conceptualised in health visiting, which differs from previous research, signifying 

that there are variations of FFP within disciplines. This is problematic for policy such 

as the ‘think child, think family’ (Diggins, 2011) which recommends a homogenous 

whole family approach. A solution to this is for policy to be clear about how they 

define FFP, and which family focused activities are achievable for various 

disciplines, reflecting their differing roles and remits. In addition, as evidenced 

through the present thesis, the term ‘family’ can be interpreted differently (i.e. 

mother, mother and child, mother and partner). Thus, policy makers should be clear 

in how they define family, in relation to FFP.  

Health visitors increasing caseloads and workload needs to be addressed. 

Health visitor caseloads in the present study exceeded the recommended limit of 250 

children (CPHVA, 2010), compounded by staff shortages. While there have been 

recent health visiting recruitment drives across the UK, these have failed to address 

current demand. If health visitors are to practice effectively they need to have 

adequate time to do so, which includes having a manageable caseload. In addition, 

with the training needs identified above, health visitors need time to take part in 

continuing professional development to ensure they are kept abreast of developments 

in the field and practice in accordance with the current best available evidence. 

Demanding caseloads and staff shortages are likely to lead to unsafe, poor practice 

and thus need to be addressed.  
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The female centric nature of health visiting should be addressed, to 

enable inclusivity of males. In Northern Ireland the health visiting workforce is 

exclusively female, in England 98% are also female (Department of Health, 2018). It 

is unsurprising then that partners in the present thesis considered health visiting to be 

a female-centric service targeted at mothers. If engagement with partners is to be 

improved, then the female-centric health visiting service needs to be changed. Health 

visitors should include fathers in the decision-making process and promote fathers’ 

attendance at health visitor appointments (i.e. evening visits). In addition, health 

visitors should consider the endorsement of fathers groups and avail of support for 

current male groups such as men’s shed. Furthermore, the female centricity of health 

visiting is compounded by the lack of males in the profession. This is a complex 

issue but is attributed to the undervalued, underpaid and feminine nature of the 

caring professions. If more men are to be recruited into health visiting then negative 

perceptions of men as fathers and men in caring professions, need to be challenged. 

It is recommended that a societal approach (e.g. public male-focused recruitment 

campaign) is needed to tackle these perceptions, within every level of society in 

order to increase the numbers of men in health visiting.  

Health visitors should continue to support mothers parenting capacity, 

mental illness and deliver mother and child focused interventions. However, 

when engaging in these activities they should consider how factors such as stigma of 

mental illness and expectations of motherhood impact on their practice. A good 

relationship between the mother and health visitor is essential to ensure positive 

outcomes for the family, hence it is imperative that their FFP protects this 

relationship. In relation to partners, health visitors should acknowledge that partners 

may need support due to the responsibilities and stressors they face. In addition, 
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health visitors should acknowledge the partners as providers and protectors of their 

family and should support them in these roles.  

10.8 Methodological strengths and limitations  

One of the main strengths of this study was the use of mixed methods. The 

two phases of the study addressed differing research questions, while the integration 

contextualised the findings to aid interpretation and to understand variation in the 

quantitative component (O’Cathain et al. 2007). The integration undoubtedly 

highlighted findings that would not have been possible through a singular method 

alone. A further strength of the study was the exploration of FFP from three different 

perspectives. Nzabonimpa (2018) suggests that where discrepancies are observed, 

this suggests that multiple perspectives of that topic exist. This is evident in the 

present study, where different perspectives on FFP were observed which would not 

have been highlighted if explored through a singular perspective. In addition, the use 

of multiple perspectives allowed for the comparison of views, confirming and 

contradicting findings, and resulting in a deeper more holistic understanding of 

health visitors FFP.  Within phase one a sample of 230 health visitors were obtained 

which was a 47% response rate of the entire available population in Northern Ireland. 

Age and employment status were reflective of the wider health visiting sample in 

Northern Ireland, which shows that 52% of health visitors are in full time 

employment and a third are over 50 years of age (Department of Health, 2018). This 

resulted in a representative sample of health visitors, adding to the generalisability of 

the results. As this was the first study to examine FFP in health visitors, examination 

of the FFMHPQ using EFA was deemed advisable. This resulted in a two -actor 

solution that included items which assessed 1. Professional and 2. Organisational 

influences on FFP. Creating a more parsimonious version of the questionnaire (the 
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original contained 16 factors) increases its utility and demonstrates that many of the 

original factors were irrelevant to health visitors. Earlier iterations of the FFMHPQ 

had also exhibited poor internal consistency scores with many researchers choosing 

to still report on these findings. Following EFA, examination of internal consistency 

using Cronbach’s alpha showed an excellent level of reliability α = 0.949 for the two 

factor solution. Establishing the construct validity and internal consistency of this 

new version of the FFMHPQ has contributed to the FFP and health visiting evidence 

base.  

 This study is not without its limitations. While many of the findings in this 

study relate to infants and children, their views were not elicited. Children and 

infants are inevitably part of FFP, and the study may have been further strengthened 

through their inclusion. However, this study was exploring health visitors, who 

primarily work with children aged from 0-5 years. Research with this age group is 

difficult due to issues of consent and comprehension (Waligora, Dranseika & 

Piasecki, 2014), and would not have been appropriate given the research question. In 

addition, adult family members could also have been included, such as grandparents, 

given the key role they play in supporting mothers with mental illness (Grant et al., 

2018). However, given the primary role that partners play in supporting mothers and 

children it was deemed that the partners’ perspective was more important to capture. 

In addition, due to limited time and resources it would not have been possible to 

include the perspectives of all family members. In phase two, mothers and partners 

were recruited through their health visitors; there is a risk that this process could 

have led to participants being selected based on having positive experiences of health 

visitors. While this is not ideal, it was deemed the most ethical due to issues of 

confidentiality for potential participants. In addition, in phase one the pilot of the 
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questionnaire suggested that it may have been overly long taking between 30-40 

minutes to complete. On this basis a number of elements were removed to cut back 

on completion time resulting in the questionnaire taking between 25-30 minutes to 

complete. As the questionnaire was completed during working hours, health visitors 

may have responded rapidly, with scope for error.  Furthermore, the FFMHPQ was a 

self-report measure. While self-report measures can obtain an individual’s own 

report of their behaviour, they are subject to social desirability bias, in that 

participants may respond in a socially acceptable way (Demetriou, Ozer & Essau, 

2015), and response bias, where participants offer biased estimates of self-assessed 

behaviour (Rosenman, Tennekoon & Hill, 2011).  

 

10.9 Conclusions  

 Policies such as the ‘think child, think family’ (Diggins, 2011) have resulted 

in numerous disciplines adopting a more family focused approach to practice. 

Examining this policy, it does not clearly define FFP nor does it stipulate what 

family focused activities health visitors are expected to engage in. Due to this lack of 

clarity, it is unclear whether health visitors are expected to undertake low, medium or 

high family focused activities. However, some of the high-level activities are beyond 

the health visitors remit as they require specialist skills. On this basis, future policy 

should be clear as to what FFP is achievable for various disciplines, reflecting their 

differing roles and remits.  

The health visitors’ role is intrinsically family focused as it is centred on 

supporting both the mother and child, although this is considered to be a low level of 

FFP. In addition, partners want to be enabled to support mothers through the 

provision of more information, which is considered a medium level activity. Thus, 
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health visitors can readily achieve medium levels of FFP by engaging with the 

partner. This engagement would not only have benefits for the partner, but also the 

mother, child and the family as whole. While engaging with the partner may initially 

appear to increase the health visitors’ workload, ultimately this will reduce the 

burden placed on the health visitor and improve outcomes for the family. 

Furthermore, if health visitors FFP is to move beyond the mother-infant dyad to 

encompass partners, then their conceptualisation of the family must be challenged. 

The findings from this thesis suggest that wider societal factors such as 

stigma, parental expectation, and perceptions of roles in the family are pertinent to 

health visitors’ FFP. Currently these factors are not considered in policy, training or 

FFP measurement despite current findings highlighting their importance for health 

visiting. On this basis future policy, practice and measurement of FFP should take 

account of the findings of this thesis and take steps to implement its 

recommendations.  
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Appendix 1: Data extraction form for the qualitative systematic review   
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research design/methodology? 

Defensible 
Indefensible 
Not sure 

 

4. How well was the data collection 

carried out? 

Appropriate 
Inappropriate 
Not sure 

 



 

387 
 

5. Is the role of the researcher clearly 

described? 

Clearly described 
Unclear  
Not described 

 

6. Is the context clearly described? Clear 
Unclear 
Not sure 

 

7. Were the methods reliable? Reliable  
Unreliable 
Not sure 

 

8. Is the data analysis sufficiently 

rigorous? 

Rigorous 
Not rigorous 
Not sure 

 

9. Is the data ‘rich’?  Rich  
Poor 
Not sure 

 

10. Is the data analysis reliable? Reliable 
Unreliable 
Not sure 

 

11. Are the findings convincing? Convincing 
Not convincing 
Not sure 

 

12. Are the findings relevant to the 

aims of the study? 

Relevant 
Irrelevant 
Partially relevant 

 

13. Is there adequate discussion of any 

limitations encountered?  

Adequate 
Inadequate 
Not sure 

 

14. How clear and coherent is the 

reporting of ethics? 

Appropriate 
Inappropriate 
Not sure 

 

 

Methods 

 

 

 Descriptions as stated in the paper  Location 
in paper 

Study design    

Aim/Objectives    

Timeframe of study   

Phenomena of 
interest/ 
intervention 

  

Extent of family 
considered 
(children, partner, 
extended family)  
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What evidence is 
there that this 
paper is family 
focused practice   

  

Description of mental 
illness under 
investigation ie. type, 
duration, severity 

  

Were any other 
factors considered   

  

Inclusion criteria    

Exclusion criteria    

Method of data 
collection 

  

Instruments used 
for data collection 

  

Data analysis  
 

 

Notes  

 

Summary of Findings Illustration from 
publication (page 

number) 
  

 
 

 

Conclusion  



 

389 
 

Recommendations  

Limitations  
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Appendix 2: Data extraction form for quantitative systematic review (non RCT 
studies)  

DATA EXTRACTION FORM (Quantitative)  
 

 

Reviewer  

Review date  

Record number   

 

Full reference  

Country of Study  

Study Setting  

Characteristics of 
Participants 

 

Notes  

 

Criteria Criteria Met? Comments  

1. Was the research question or objective in this paper 
clearly stated? 

Clear 

Unclear 

Mixed 

 

2. Was the study population clearly specified and 
defined? 

Clear 

Unclear 

Mixed 

 

3. Was the participation rate of eligible persons at 
least 50%? 

Yes 

No 

 

4. Were all the subjects selected or recruited from the 
same or similar populations (including the same 
time period)?  

Yes 

No 
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Quality Assessment (Based upon “Methods for the development of NICE public health 
guidance”) 

 

 

 

5. Were inclusion and exclusion criteria for being in 
the study prespecified and applied uniformly to all 
participants? 

Yes  

No 

 

6. Was a sample size justification, power description, 
or variance and effect estimates provided? 

Yes 

No 

 

7. For the analyses in this paper, were the exposure(s) 
of interest measured prior to the outcome(s) being 
measured? 

Yes  

No 

 

8. Was the timeframe sufficient so that one could 
reasonably expect to see an association between 
exposure and outcome if it existed? 

Yes  

No 

 

9. Did the study examine different levels of the 
exposure as related to the outcome? 

Yes  

No 

 

10. Were the exposure measures (independent 
variables) clearly defined, valid, reliable, and 
implemented consistently across all study 
participants? 

Yes 

No 

 

11. Was the exposure(s) assessed more than once over 
time? 

Yes 

No 

 

12. Were the outcome measures (dependent variables) 
clearly defined, valid, reliable, and implemented 
consistently across all study participants? 

Yes  

No 

 

13. Were the outcome assessors blinded to the 
exposure status of participants? 

Yes 

No 

 

14. Was loss to follow-up after baseline 20% or less? Yes 

No 

 

15. Were key potential confounding variables measured 
and adjusted statistically for their impact on the 
relationship between exposure(s) and outcome(s)? 

Yes 

No 
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Methods 

 

 Descriptions as stated in the paper Location in the 
paper 

Study design    

Aim/ objectives    

Timeframe of Study    

Phenomena of interest / 
intervention  

  

Who was the primary focus 
of the intervention  

  

Extent of family considered 
(children, partner, 
extended family) 

  

What evidence is there that 
this paper is family focused 
practice   

  

Description of mental 
illness under investigation 
ie. type, duration, severity  

  

Was Mental illness the sole 
focus, if not what other 
factors were considered?  

  

Were any other factors 
considered  

  

Inclusion Criteria   

Exclusion Criteria   

Method of Data Collection   

Instruments used for Data 
Collection 

  

 

 

Data analysis    

Notes  
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Summary of 
findings 

 

Conclusions   

Recommendations   

Limitations  
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Appendix 3: Health visitors’ family focused practice with families impacted by 
maternal mental illness in Northern Ireland (Questionnaire).  

 
 

 

 

 

 

 

 

 

Health visitors’ family focused practice with families impacted by maternal 

mental illness in Northern Ireland.  
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Background  
The aim of this survey is to gain an understanding of your family focused practice 
(FFP) with families impacted by maternal mental illness.  
  

 
Defining other terms used in this questionnaire   
Perinatal mental illness – any mental disorders associated with pregnancy and in 
the year after birth (Hogg, 2013). This includes mild mental and behavioural 
disorders such as postnatal depression and anxiety, and severe mental and 
behavioural disorders such as puerperal psychosis (WHO, 2016).  

Mental illness- for the purpose of this study mental illness is referring to any mental 
illness that was present before pregnancy. It covers a wide range of mental illnesses 
as defined by the WHO (2016) classification of diseases. This includes, mild, 
moderate or serve mental illness, across a range of disorders including; 
schizophrenia, schizotypal and delusional disorders (psychosis, paranoia), mood 
disorders (depression, bipolar, anxiety disorders), disorders of adult personality and 
behaviour, eating disorders, and substance misuse.  

What’s involved?  
The survey has three parts and will take approx. 25 minutes to complete. There are no 
right or wrong answers we are simply interested in obtaining feedback on health 
visitors’ FFP. The findings will generate understanding of health visitors’ perspectives 
of FFP which can be used to shape future family focused initiatives in health visiting 
services in line with feedback. This important study has been approved and supported 
by your Trust. The survey can be completed even if you have no current or previous 
experience of caring for mothers who have mental illness and/or for their dependent 
children and partner. It is designed to rate your: 
 
1.      Perspective about statements relating to your knowledge and skill about family 
issues; 
 
2.      Interest in engaging in FFP to support mothers who have a mental illness, their 
children, and partner and family members;  
 
3.    Perception of organisational policy and supports for FFP, and your level and type 
of FFP undertaken in your work, if any.  
 
 
Confidentiality 
 

*NB* Definition of FFP 
When using the term FFP we are describing an approach to practice which refers to the 
process of working with mothers who have mental illness around issues related to parenting 
with a mental illness, which may affect their parenting capacity and their own and their 
family’s well-being. It also entails working with dependent children (under the age of 18), 
partners, and family member of mothers who have a mental illness.  Family-focused practice 
is commonly used interchangeably with ‘family-oriented’, ‘family-sensitive’ and ‘family-
centred’, ‘whole family’.  
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This questionnaire is the first part of a two part study. Your involvement is 
voluntary. At the end of this questionnaire you will be asked if you would be willing 
to take part in a semi-structured interview (see information sheet attached). If you are 
willing to take part please complete the volunteer slip attached. Those who do not 
wish to take part in interviews should not fill in the volunteer slip form and your 
information will remain anonymous. All participants should not put any identifying 
information on this questionnaire.  
 
 
 
 
PART 1: Demographics  
 
The purpose of this part of the survey is to establish background information 
about you and the position /role that you have within your organisation. Please 
answer all of the following questions.  
 
1.1 Which of the following describes how you think of yourself?  
Tick one box only  
 
Female  

 
 
[ ]  
 

Male  
 
In another way  

[ ]  
 
[ ]  

 

 

 

1.2 What age are you? _______ (years) 

 

 
 
1.3 How long have you been practicing as a qualified and registered health 
visitor? (Please indicate either how many Week, Months or Years?) 
 

(Please indicate either weeks, months or years)   _______ (weeks) 
 

             _______ (months) 
 
                 _______ (years) 
 
 

 
 
1.4  How long have you been working in your current position?  

 
(Please indicate either weeks, months or years)  _______ (weeks) 
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       ______ (months) 
 
 
     _______ (years) 
 

 

 
 
 
 
1.5 Which of these best describes your current role? 
Tick one box only  
                               Health visitor in practice [ ] 
 
                                Health visitor manager [ ]  
     
 
Other (Please specify) ____________ 
 
 
 
1.6 Which HSC Trust are you currently employed by? 
Tick one box only 
 

Belfast Health & 
Social Care Trust  
 

[  ] Southern Health & Social Care Trust  
 

[  ] 

South Eastern Health 
& Social Care Trust  
 

[  ] 
 

Northern Health & Social Care Trust  
 

[  ] 

Western  Health & 
Social Care Trust  

[  ]   

 
 
1.7 Where is your service located? (Tick urban if your service is predominantly 
based in a city  
setting)  
Tick one box only  
 
Predominantly 
Rural Location  

 
 
 
 
[ ]  

 
Predominantly 
Urban Location  
 
Urban & Rural 
Location  

 
 
[ ]  
 
 
[ ]  
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1.8 On what basis are you currently employed?  
Tick one box only  
 
Full-time  

 
 
[ ]  

 
Job Share  

 
[ ]  

 
Part – time (No job 
share)  

 
[ ]  

 
Other (Please specify) ____________  
 

 

1.9 Are you primarily involved in delivering direct care to service users?     
Tick one box only  

 
YES 
 

[  ] 

NO 
 

[  ] 

 
If yes, please specify number of service users or cases you are responsible for 
________ (number) 
 
 
 
1.10 Approximately what percent of women on your caseload are currently 
experiencing perinatal mental illness?  
 
(Please indicate) 
                                _____________________________________________ 

       
    
 

1.11 Approximately what percent of women on your case load have pre-existing 
mental illness (before pregnancy)?  
 
(Please indicate) 
                                _____________________________________________ 
 
 
 
1.12  Are the majority of your visits with families conducted in the home 

environment?  
Tick one box only 

 
YES [  ] 
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NO 
 

[  ] 

 
 
 
If yes, please specify percentage of visits spent in the home environment__________ 
(per family) 

 
 
 
 
 
 
 
 
 
 
 
 

1.13 Are you currently in a specialist position?   
 
Tick one box only  
 
YES  

  
  
[ ]  

  

  
NO  

  
[ ]  

  

 

(Please specify) ________________________ 

 

1.14 What training have you undertaken in the past three years?  

(Please tick all that apply) 

Substance misuse [ ] 

Intimate partner violence [ ] 

Perinatal mental health [ ]  

Pre-existing mental health* [ ]  

Think Family [ ]  

Child-focused (e.g. child protection and child development) [  ] 

Family-focused (e.g. family therapy) [ ]   

Other [ ] Please specify 
________________________________________________________________ 



 

400 
 

 

 

1.15  There is some evidence to suggest that having had personal experience of 
mental illness can impact your FFP.  Have you, or someone you know very well, 
ever experienced mental health problems*? (If no, please go to 1.16) 

(Please tick all boxes that are relevant)   

Personal experience [ ] 

A parent [ ]  

Sibling [ ] 

Your child/children [ ] 

No experience [ ]   

* When we say ‘mental health problems’, we mean the full spectrum of diagnosed 
clinical conditions such as depression, anxiety, psychosis, bipolar or schizophrenia, 
this also included those present during the postpartum period.   

 
 
 

There is some evidence to suggest that personal experience of caring for your own, 
family or friends children can impact FFP (Grant 2014; Korhonen et al. 2010).  

1.16    Are you a parent?  

Tick one box only  

 

 

 

 

 

 

 

 

Proceed to Part 2 

YES  
 

[  ] 

NO 
 

[  ]     
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PART 2: Family Focused Mental Health Practice Questionnaire Subscales 

The following scale is a standardised tool designed to rate the extent to which you 
agree or disagree with statements regarding FFP. Items are related to FFP in relation 
to parents who have mental illness, their children and families. Please refer to your 
experience in your current position and provide a response for every item regardless 
of whether you have current, previous or no experience of caring for parents who 
have mental illness or for children whose parent(s) have mental illness. If you have 
no experience of caring for parents who have mental illness and/or for their children, 
please tick the not applicable (N/A) option for those items that ask you to comment 
on your actual activities with parents who have mental illness, their children and 
families.  
In responding to the questions below, please use the following scale which ranges 
from (1) strongly disagree to (7) strongly agree and includes a (N/A) not applicable 
category. For each question, please circle the answer (number) that best corresponds 
with your experience. 

 

 
Not 

applicable 
Strongly 
Disagree 

Disagree Slightly 
Disagree 

Neither 
agree or 
disagree 

Slightly 
Agree 

Agree Strongly 
agree 

N/A 1 2 3 4 5 6 7 
 

1 My workplace provides supervision and/or 
mentoring to health visitors undertaking child-
related work in regard to their service user-parents 

N/A 1 2 3 4 5 6 7 

2 There is no time to work with families or 
children N/A 1 2 3 4 5 6 7 

3 Government policy regarding family focused 
practice is very clear N/A 1 2 3 4 5 6 7 

4 Professional development regarding family 
focused practice is not encouraged at my work 
place 

N/A 1 2 3 4 5 6 7 

5 I often receive support from co-workers in 
regard to family focused practice N/A 1 2 3 4 5 6 7 

6 I regularly have family meetings (not therapy) 
with  service users and their families   N/A 1 2 3 4 5 6 7 

7 I am not confident working with service users 
about their parenting skills N/A 1 2 3 4 5 6 7 

8 I am able to determine the developmental progress 
of the children of my service users N/A 1 2 3 4 5 6 7 
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Not 
applicable 

Strongly 
Disagree 

Disagree Slightly 
Disagree 

Neither 
agree or 
disagree 

Slightly 
Agree 

Agree Strongly 
agree 

N/A 1 2 3 4 5 6 7 
 

9 I sometimes wish that I was better able to help 
service user -parents, discuss the impact of their 
mental illness on their children 

N/A 1 2 3 4 5 6 7 

10 I am knowledgeable about how parental mental 
illness impacts on children and families  N/A 1 2 3 4 5 6 7 

11 There are no parent-related programs (e.g. 
parenting skills) to refer service users to   N/A 1 2 3 4 5 6 7 

12 I am able to determine the level of importance 
that parents who have mental illness place on 
their children maintaining attendance at day to 
day activities such as school and hobbies (e.g. 
sport, dance) 

N/A 1 2 3 4 5 6 7 

13 I do not refer children of service user-parents to 
child focused (e.g. peer support) programs (other 
than child and adolescent mental health) 

N/A 1 2 3 4 5 6 7 

14 Working with other health and social care 
professionals enhances my family focused 
practice  

N/A 1 2 3 4 5 6 7 

15 My workplace does not provide supervision 
and/or mentoring to workers undertaking family 
focused practices  

N/A 1 2 3 4 5 6 7 

16 My workload is too high to do family focused 
work N/A 1 2 3 4 5 6 7 

17 At my workplace, policies and procedures for 
working with service user-parents on family 
issues are very clear 

N/A 1 2 3 4 5 6 7 

18 My workplace provides little support for further 
training in family focused practices N/A 1 2 3 4 5 6 7 

19 In my workplace other health visitors encourage 
family focused practice N/A 1 2 3 4 5 6 7 

20 I provide written material (e.g. education and 
information) about parenting  to service users   N/A 1 2 3 4 5 6 7 

21 I am not confident working with families of  
service user’s  N/A 1 2 3 4 5 6 7 

22 I am able to assess the level of children’s 
involvement in their parent’s symptoms  N/A 1 2 3 4 5 6 7 

23 I should learn more about how to assist service 
user -parents about their parenting and parenting 
skills 

N/A 1 2 3 4 5 6 7 
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Not 
applicable 

Strongly 
Disagree 

Disagree Slightly 
Disagree 

Neither 
agree or 
disagree 

Slightly 
Agree 

Agree Strongly 
agree 

N/A 1 2 3 4 5 6 7 
 

24 I do not have the skills to work with parents 
about how parental mental illness impacts on 
children and families  

N/A 1 2 3 4 5 6 7 

25 There are no family therapy or family 
counselling services to refer service users and 
their families   

N/A 1 2 3 4 5 6 7 

26 I am able to determine the level of importance 
that service users place on their children 
maintaining strong relationships with other 
family members (e.g. other parent, siblings) 

N/A 1 2 3 4 5 6 7 

27 I refer service user to parent-related programs 
(e.g. parenting skills) N/A 1 2 3 4 5 6 7 

28 Children and families ultimately benefit if health 
professionals work together to solve the family’s 
problems  

N/A 1 2 3 4 5 6 7 

29 There is time to have regular contact with other 
agencies regarding parents, families or children  N/A 1 2 3 4 5 6 7 

30 I regularly provide information (including written 
materials) about mental health issues to the 
children of service users  

N/A 1 2 3 4 5 6 7 

31 I would like to undertake future training to 
increase my skills and knowledge for working 
with children of service users   

N/A 1 2 3 4 5 6 7 

32 I am not experienced in working with child 
issues associated with parental mental illness  N/A 1 2 3 4 5 6 7 

33 I am not able to determine the level of 
importance that service users place on their 
children maintaining strong relationships with 
others outside the family (e.g. other 
children/peers, school) 

N/A 1 2 3 4 5 6 7 

34 Team-working skills are essential for all health 
care professionals providing family-focused 
care  

N/A 1 2 3 4 5 6 7 

35 I often consider if referral to parent support 
programme (or similar) is required by service 
users    

N/A 1 2 3 4 5 6 7 

36 I would like to undertake training in future to 
increase my skills and knowledge about helping 
service users with their parenting 

N/A 1 2 3 4 5 6 7 
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Not 
applicable 

Strongly 
Disagree 

Disagree Slightly 
Disagree 

Neither 
agree or 
disagree 

Slightly 
Agree 

Agree Strongly 
agree 

N/A 1 2 3 4 5 6 7 
 

37 I am skilled in working with service users in 
relation to maintaining the wellbeing and 
resilience of their children 

N/A 1 2 3 4 5 6 7 

38 I want to have a greater understanding of my 
profession in a healthcare team approach to 
working with children and families  

N/A 1 2 3 4 5 6 7 

39 I provide education sessions for adult family 
members (e.g. about the illness, treatment)  N/A 1 2 3 4 5 6 7 

40 I am not confident working with children of 
service users   N/A 1 2 3 4 5 6 7 

41 I am knowledgeable about the key things that 
parents service users could do to maintain the 
wellbeing (and resilience) of their children 

N/A 1 2 3 4 5 6 7 

 

 

50. If you have chosen N/A to any of the previous questions in the Family 
Focused Mental Health Practice Subscales, can you tell us why? 

 

 
 
51. Would you like to make any additional comments regarding your FFP 

and/or organisational support for FFP?  
Tick one box only 

 
YES 
 

[  ] 

NO [  ] 
 
 
 
If yes please elaborate  

     
 _____________________________________________ 
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 _____________________________________________ 

 
     

 _____________________________________________ 
       

     
 _____________________________________________ 

 
     

 _____________________________________________ 
 
     

 _____________________________________________ 
 

 

 

 

 

 

 

Proceed to Part 3 
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Part 3: Professional experience of working with mothers, who have mental 
illness, their children, partner and families 

The purpose of this part of the survey is to establish the extent of your professional 
exposure and experience in caring for mothers who have mental illness, their 
children and adult family members. Please answer all of the following questions 
irrespective of whether you have professional experience of caring for mothers who 
have illness, their children and/or adult family members. 

 

3. 1 Currently do you provide professional services to mothers who have 
mental illness and/or their dependent children? (Tick one box only) 

 
YES 
 

 
[  ]   
 

NO 
 
Not Sure 
 
 

[  ] 
 
[  ] 

 
 
3.2 Have you previous experience of providing professional services to 

mothers who have mental illness and/or their dependent children?  
Tick one box only  

 
YES 
 

[  ] 

NO 
 
Not Sure 

[  ] 
 
[  ] 
 
 

 

3.3 In your current position how regularly do you provide services to 
mothers who have mental illness or their dependent children?   
Tick one box only  

 
Daily 
 

[  ] Few times a Year 
 

[  ] 

Weekly 
 

[  ] Never  
 

[  ]         (Go t   
 

Monthly [  ] 
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3.4  During the month have you discussed issues with mothers in relation to 
parenting with a mental illness?  

 
 

Yes [  ]          (Go to 3.6) 
 

No [  ]           (Go to 3.5) 
 
 
 

 
 
3.5  What factors and/or circumstances(s), if  

any, deterred you from discussing parenting?  
(Please specify) 

      
 _____________________________________________ 

       
     

 _____________________________________________ 
 
     

 _____________________________________________ 
 
     

 _____________________________________________ 
 

             
  
 
 
3.6  In the month have you had face to face contact with a child(ren) whose 

mother has mental illness? 
Tick one box only  

 
Yes [  ] 

 
No [  ]       (Go to 3.9) 

 
 
 
 
 

 
3.7  Did you discuss issues related to their parent’s mental illness?  

Tick one box only  
 

Yes [  ]       (Go to 3.9) 
 

No [  ]        
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3.8  What factors and/or circumstances(s), if  

any, deterred you from discussing issues  
associated with maternal mental illness? 
(Please specify)  

      
 _____________________________________________ 

       
     

 _____________________________________________ 
 
     

 _____________________________________________ 
 
     

 _____________________________________________ 
 

 
 
3.9  In the past have you had face to face contact with a partner of a mother 

who has mental illness? 
Tick one box only  

 
Yes [  ] 

 
No [  ]       (Go to 3.11) 

 
 

 
 
3.10  Did you discuss issues related to the mothers’ mental illness?  

Tick one box only  
 

Yes [  ]       (Go to 3.12) 
 

No [  ]        
 

 
 
 
3.11  What factors and/or circumstances(s), if  

any, deterred you from discussing issues  
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associated with maternal mental illness? 
(Please specify)  

      
 _____________________________________________ 

       
     

 _____________________________________________ 
 
     

 _____________________________________________ 
 
     

 _____________________________________________ 
 

 
 
 
 
 
 
3.12   Do you support partners of mothers with mental illness?  

Tick one box only  
 

Yes [  ]      
 

No [  ]         (Go to 3.13) 
 
 
 

If yes how do you support 
partners (please specify by providing examples)   
                            
_____________________________________________ 

        
     

 _____________________________________________ 
 
     

 _____________________________________________ 
 
     

 _____________________________________________ 
 
 

3.13   Why do you not support partners of mothers who have mental illness?  
 

  (Please specify) 
      
 _____________________________________________ 

       
     

 _____________________________________________ 
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 _____________________________________________ 
 
     

 _____________________________________________ 
 

             
 
 
 
3.14     Does current screening and assessment documentation (including 

UNOCINI) facilitate you to address parents and children’s needs in 
relation to maternal mental illness?  
Tick one box only  

 
Yes [  ]       

 
No [  ]        (Go to 3.16) 

 
 

 
 
 
 
 
 
 
 
 
3.15  How does screening and assessment   

documentation facilitate your FFP? 
(Please specify and go to 3.16) 

      
 _____________________________________________ 

   
     
     

 _____________________________________________ 
 
     

 _____________________________________________ 
 
     

 _____________________________________________ 
 
 
 
 

3.16      What suggestions would you make  
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              for screening and assessment 
              documentation to facilitate your FFP? 
      
 _____________________________________________ 

       
     

 _____________________________________________ 
 
   
     

 _____________________________________________ 
 

     
 _____________________________________________ 
 

 
 
 
3.17 Are you aware of Falkov’s Family Model?  

Tick one box only  
 

Yes [  ]      
 

No [  ]         (Go to 3.20) 
 

 
 
 

If yes how did you learn  
About the Family Model                      

 _____________________________________________ 
       
     

 _____________________________________________ 
         
 
 

 
 
 
 
 
3.18 Do you use Falkov’s Family Model in your work?  

Tick one box only  
 
 

Yes [  ]      
 

No [  ]         (Go to 3.19) 
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If yes how do you use  
the Family Model (please 
specify by providing examples 
and go to 3.20)                              

_____________________________________________ 
       
     

 _____________________________________________ 
 
     

 _____________________________________________ 
 
     

 _____________________________________________ 
 
 
 
 

3.19 If you do not use Falkov’s Family Model  
Can you tell us why?  

      
 _____________________________________________ 

       
     

 _____________________________________________ 
 
     

 _____________________________________________ 
 

     
 ___________________________________________ 
 
 
 
3.20 If you have current, or recent, experience (within the last 12 months) of 
caring for one or more parents who have mental illness and/ or substance 
misuse, would you be willing to take part in a semi-structured interview in 
order to discuss your experiences further?  
 

Tick one box only  
 
Yes  

 
 
[ ]     (Please complete the Interview  
         Volunteer slip & forward  
           with your questionnaire)  

No  [ ]  
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Have you any additional comments that you would like to make regarding the 
capacity of other Think Family initiatives to promote FFP (i.e. Champion 
Model, Family Support Hubs) and/or how FFP could be further promoted? If 
yes, please elaborate in the box below. 

 
 
 
 
 
 
 
 
 
 
 
 

 

 

 

 

 

 

Thank you for completing this questionnaire. Your contribution in this research 
is greatly appreciated. Please return your completed questionnaire to the 
envelope provided. For any queries please contact:  

Ms Rachel Leonard   
School of Nursing and Midwifery 
 97 Lisburn Rd  
Belfast  
BT9 7BL  
N. Ireland 
Email: rleonard08@qub.ac.uk 
 
Chief Investigator: 
 Dr Anne Grant 
School of Nursing and Midwifery 
 97 Lisburn Rd  
Belfast  
BT9 7BL  
N. Ireland 
Email: A.grant@qub.ac.uk  
Tel: 028 9097 584

mailto:rleonard08@qub.ac.uk
mailto:A.grant@qub.ac.uk
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Appendix 4: Maybery et al., (2012) The Family focused Mental health Practice 
Questionnaire subscales, and Cronbach reliabilities.  

Also see Maybery, D., Goodyear, M., and Reupert, A. (2012) The Family-Focused 
Mental Health Practice Questionnaire, Archives of Psychiatric Nursing, Volume 26, 
Issue 2, Pages 135-144, https://doi.org/10.1016/j.apnu.2011.09.001.  

 

Subscale (alpha 
reliability) 

Item (including questionnaire code) 

Workplace support (.73) My workplace provides supervision and/or mentoring to support workers undertaking child-related 
work in regard to their consumer-parents (ws1) 

My workplace does not provide supervision and/or mentoring to support workers undertaking 
family focused practices (ws2) 

Location issues (.41) In my area we lack services (e.g. other agencies) to refer children to in relation to their parent’s 
mental illness (ie programs for children)(li1) 

Due to location it is difficult to coordinate families and children with the required services(li2) 

Time and workload (.61) There is no time to work with families or children(tw1) 
The workload is too high to do family focused work(tw2) 
There is time to have regular contact with other agencies regarding families or children or 
consumer-parents(tw3) 

Policy and procedures 
(.79) 

Government policy regarding family focused practice is very clear(pp1) 

At my workplace, policies and procedures for working with consumer-parents on family issues are 
very clear(pp2) 

Professional 
development (.69) 

Professional development regarding family focused practice is not encouraged at my work 
place(pd1) 
My workplace provides little support for further training in family focused practices(pd2) 

Coworker 
Support (.82) 

I often receive support from co-workers in regard to family focused practice(cs1) 

In my workplace other workers encourage family focused practice(cs2) 

Family and parenting 
support (.78) 

I regularly have family meetings (not therapy) with consumer-parents and their family(fp1) 

I provide written material (e.g. education, information) about parenting to consumer-parents(fp2) 

I regularly provide information (including written materials) about mental health issues to the 
children of consumer-parents(fp3) 

I often consider if referral to parent support program (or similar) is required by consumer-
parents(fp4) 
I provide education sessions for adult family members (e.g. about the illness, treatment)(fp5) 

Worker confidence (.76) I am not confident working with consumer-parents about their parenting skills(wc1) 

I am not confident working with families of consumer-parents(wc2) 

I am not confident working with children of consumer-parents(wc3) 

 

Subscale (alpha 
reliability) 

Item (including questionnaire code) 

I don’t provide information to the carer and/or family about the consumer-parent’s medication and/or 
treatment(sc1) 

https://doi.org/10.1016/j.apnu.2011.09.001
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Support to carers 
and children (.58) 

Rarely do I advocate for the carers and/or family when communicating with other professionals 
regarding the consumer-parent’s mental illnesses (sc2) 

Rarely do I consider if referral to peer support program (or similar) is required by my consumer-
parent’s children(sc3) 

Engagement issues 
(.42) 

Many consumer-parents do not consider their illness to be a problem for their children(ei1) 

Discussing issues for the consumer parent with others (including family) would breach their 
confidentiality(ei2) 
The children often do not want to engage with me about consumer parents mental illness(ei3) 

Assessing the impact 
on the child (.77) 

I am able to determine the developmental progress of the children of my consumer-parents(aic1) 

I am able to assess the level of children’s involvement in their parent’s symptoms or substance 
abuse(aic2) 

Training (.92) I sometimes wish that I was better able to help consumer-parents, discuss the impact of their mental 
illness on their children(t1) 

I should learn more about how to assist consumer-parents about their parenting and parenting 
skills(t2) 
I would like to undertake future training to increase my skills and knowledge for working with the 
children of consumer-parents(t3) 

I would like to undertake training in future to increase my skills and knowledge about helping 
consumer-parents with their parenting(t4) 

Skill and knowledge 
(.85) 

I am knowledgeable about how parental mental illness impacts on children and families(sk1) 

I do not have the skills to work with consumer-parents about how parental mental illness impacts on 
children and families(sk2) 

I am not experienced in working with child issues associated with parental mental illness(sk3) 

I am skilled in working with consumer-parents in relation to maintaining the wellbeing and resilience 
of their children(sk4) 

I am knowledgeable about the key things that consumer-parents could do to maintain the wellbeing 
(and resilience) of their children(sk5) 

Service availability 
(.88) 

There are no parent-related programs (e.g. parenting skills) to refer consumer-parents to(sa1) 

There are no family therapy or family counselling services to refer consumer-parents and their 
families to(sa2) 

 

Subscale (alpha 
reliability) 

Item (including questionnaire code) 

Connected- 
ness (.92) 

I am able to determine the level of importance that consumer-parents place on their children maintaining 
attendance at day to day activities such as school and hobbies (e.g. sport, dance)(c1) 

I am able to determine the level of importance that consumer-parents place on their children maintaining 
strong relationships with other family members (e.g. other parent, siblings)(c2) 
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I am not able to determine the level of importance that consumer-parents place on their children 
maintaining strong relationships with others outside the family (e.g. other children/peers, school)(c3) 

Referrals (.77) 

I do not refer children of consumer-parents to child focused (e.g. peer support) programs (other than 
child and adolescent mental health)(r1) 

I refer consumer-parents to parent-related programs (e.g. parenting skills)(r2) 
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Appendix 5: Favourable ethical opinion West of Scotland REC 3 
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Appendix 6: Distress protocol  

Distress Protocol for service users 

 

Pre Data Collection 

 

• The researcher will be mindful of the potentially emotive nature of the 
interview. 

• The researcher will be ready to respond with sensitivity and compassion to 
any expressions of distress. 

• Participants will be reminded that they can choose what and what not to 
speak about in the interview. 

• Participants will be reminded that they can ask for a break in the interview 
process. 

• Participants will be reminded that they can end the interview at any time. 

 

Stage 1 Initial response 

• If a participant becomes distressed during the interview, they can discuss 
their concerns with the researcher conducting the interview in the first instance.  

• The researcher will provide immediate support and will ask the participant if 
they need to take a break from the interview or stop the interview if required. 

 

Stage 2 Review  

• If the participant feels able to continue with the interview, resume interview 
(and upon completion, conclude the interview with ‘Stage 4: distress debriefing’). 

• If the participant feels unable to continue with the interview, go to ‘Stage 3: 
further response’. 

 

Stage 3 Further action 

 

• Discontinue the interview. 

• The researcher will determine the nature of the participants' distress and 
provide further immediate support. 

• If the participant is experiencing distress but is not deemed to be at risk to 
themselves or others, the participant will be encouraged to speak with either their GP 
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or a member of the direct care team in their service for further advice / support. Or 
the researcher will offer, with participant consent, to contact either of these services 
on their behalf.  Also, if deemed to be appropriate, the researcher may discuss with 
the participant a further referral to other services e.g. Lifeline or a charity 
(Samaritans) etc. 

• If the participant is deemed to be at risk to themselves or others the researcher 
will inform the participant’s GP and a member of the service immediately for further 
advice / support.  

• Conclude with ‘Stage 4: distress debriefing’ 

 

Stage 4 Debriefing  

For all participants who exhibit distress during the interview process: 

• The emotive nature of certain aspects of the interview will be acknowledged. 

• The researcher will ask the participant how they are feeling right now. 

• The researcher will ensure the participant feels safe and able to go about their 
day. 

• The researcher will encourage the participant to contact their GP or their 
service if they experience further episodes of increased distress in the hours / days 
following the interview. 
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Appendix 7: Protocol for managing disclosures of poor or unsafe practice during 
interviews 

Protocol for managing disclosures of poor or unsafe practice during 

interviews 

It is recognised that this research could potentially reveal examples of practice 

which fall below required standards of professional practice and conduct or 

unsafe practice. In the event that there are concerns expressed during the 

processes of this research around either professional conduct or practice, the 

following procedures will be followed: 

1. The researcher will advise the research participant that what has been 

communicated is considered in the realms of either unacceptable 

practice or conduct. 

2. The researcher will record this information accurately and share this 

with the Principal Investigator, Dr Anne Grant. 

3. The Principal Investigator will then make contact with a senior member 

of staff in the relevant organisation. 

4. Participants in the research will be made aware of this procedure in the 

relevant Participant Information Sheets and also at the start of the 

Interviews 
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Appendix 8: General practitioner letter  

Dr Anne Grant  
Study Chief Investigator 

School of Nursing and Midwifery  
Medical Biology Centre  

Queen’s University Belfast  
Lisburn Road  

Belfast  
BT9 7AB 

 
Dear Dr ______________ 

Re: ____________________________________ 

This is to inform you that the above named patient has agreed to participate in 

a research survey organised by the School of Nursing and Midwifery at 

Queen’s University Belfast. 

The survey is entitled: 

‘A multi-perspective exploration of health visitors’ family focused 
practice’ 

 

The aim of the study is to explore multiple perspectives (health visitors, mothers and 
partners) of health visitors’ FFP with families impacted by maternal mental illness.  

The study will involve the participant completing a semi-structure interview to 

further explore their experiences of mental illness and their health visitors’ 

family focused practice. Due to the sensitive nature of some of the questions, 

participants may become distressed. Due to this, we have asked for consent 

to contact participants GP’s to inform them of participation in the study. They 

will also be advised that in the circumstances of becoming distressed they 

should contact their GP for further support.  

Please note this study has been granted ethical approval from West Scotland Ethics 
Committee 3.  

If you have any questions regarding the above study, please don’t hesitate to contact 
me. 

Yours sincerely,  

Dr Anne Grant (Chief Investigator) 
 
Tel: +44 (0) 28 90 975841 
Email: A.Grant@qub.ac.uk  

mailto:A.Grant@qub.ac.uk
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Appendix 9: Inclusion criteria for mothers and partners  

Dear Health Visitors,  

I would like to inform you about eligibility criteria for mother and partners who may 
participate in the study detailed below:  

Study title: A multi-perspective exploration of health visitors’ family focused 
practice with families impacted by maternal mental illness in Northern Ireland.  

This study will explore the experiences of health visitors, mothers and partners, 
perspectives of family focused practice (FFP).  

As part of this study we require your assistance in the recruitment of eligible mothers 
and their partners. Attached to this email is two information packs for potential 
participants (one for mother and one for their partners, if applicable). I would ask 
that you distribute this pack to any mothers or partners in your case load that meet 
the eligibility criteria below As partners may not be present during your visit, an 
information pack can be left for them to read in their own time.  

For the purpose of this study the following terms are defined as:  

Perinatal mental illness – any mental disorders associated with pregnancy and in 
the year after birth (Hogg, 2013). This includes mild mental and behavioural disorders 
such as postnatal depression and anxiety, and severe mental and behavioural disorders 
such as puerperal psychosis (WHO, 2016).  

Mental illness- for the purpose of this study mental illness is referring to any mental 
illness that was present before pregnancy. It covers a wide range of mental illnesses 
as defined by the WHO (2116) classification of diseases. This includes, mental and 
behavioural disorders due to psychoactive substance use, schizophrenia, schizotypal 
and delusional disorders (psychosis, paranoia), mood disorders (depression, bipolar, 
anxiety disorders), disorders of adult personality and behaviour, and behavioural 
syndromes associated with physiological disturbances and physical factors (eating 
disorders).  

 
In assessing a mother’s eligibility I would ask that you follow the inclusion criteria 
below.  

Mothers are eligible for the study if they are: 

Inclusion criteria  

- Currently be in receipt of health visiting services; 

- Currently or previously (in the last 12 months) been involved in mental 

health services;  

-  Currently have a mental illness which was present before pregnancy, 

which may coexist with substance misuse; 
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- OR have a mental illness that is related to pregnancy or the puerperium 

period; 

- Mothers with partners AND those without; 

- 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; 

- Mother enrolled in the NFP programme;  

- Mothers with poor English; 

- Mothers under the age of 18.   

 

Partners are eligible if they: 

Inclusion criteria  

- Must have a partner eligible for recruitment in Phase 2 interviews; 

- Have adequate understanding of the English language. 

Exclusion criteria  

- Under the age of 18; 

- Have a current mental illness or co-existing substance misuse; 

- Enrolled in the FNP programme. 

  

A partner is defined as 

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

characterized 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 et al. 2015, pg. 11) 

Please let the mothers and the partners know the focus of the study and that taking 
part completely optional. If they wish to take part there will be an interview 
volunteer form in the pack with an addressed envelope, which they should return to 
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the researcher. If a mother decides not to take part, her partners is still eligible, and 
vice versa. A mother does not have to have a partner to be eligible. All the 
information they need to make a decision will be included in the information pack. 
There will be a payment in thanks for anyone take part in an interview. 

If you are uncertain of any of the criteria please do not hesitate to contact the 
researcher: 

 Rachel Leonard  
Tel: 028 9097 2684  
Email: rleonard08@qub.ac.uk  
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

mailto:rleonard08@qub.ac.uk
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Appendix 10: Health visitor consent form  

 
 
 

  
(HV) CONSENT FORM 

 
 

 
 
Participant Identification Number:________ 

Title of Project: A multi-perspective exploration of health visitors’ family focused 

practice with families impacted by maternal mental illness in Northern 

Ireland: A mixed methods study 

Chief Investigator: Dr Anne Grant  
 

Study Number: 
 

224323 

 
         Please initial box 

 
1. I confirm that I have read, or had read to me, and understand the 

information sheet dated 23/06/2017, version 1.1 for the above study. I 
have had the opportunity to ask questions and these have been 
answered fully. 

 

2. I agree that my participation is voluntary and I am free to withdraw at 
any time, without giving any reason and without my legal rights or 
medical care being affected. 

 

3. I agree the study is being conducted by researchers from Queen’s 
University Belfast and that my personal information will be held 
securely on University premises and handled in accordance with the 
provisions of the Data Protection Act 1998. 

 

4. 
 
 

I agree that data collected as part of this study may be looked at by 
authorized individuals from Queen’s University Belfast where it is 
relevant to my taking part in this research. I give permission for these 
individuals to have access to this information.  

 

5. 
 
 
6. 
 

I agree that the information I provide may be published as a report. 
Confidentiality and anonymity will be maintained and it will not be 
possible to identify me from any publications. 
I agree that what is discussed during the questionnaire and interviews 
is confidential with the exception that if I disclose information that 
indicates that I am at risk of harming myself or others, or in danger of 
being harmed by someone else, or revelations that are in clear breach 
of good practice. In which case the researcher is legally obliged to 
pass on this information to the appropriate persons. 

 

7. I agree the interviews will be tape recorded and there is a possibility of 
direct quotation being used in publications. 
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8. 
 
9. 

I agree that my data may be used in future studies.  
 
I agree to take part in the above study. 
 

 

 
 
 

_________________________ ___________________________                
_________ 
Name of Participant (please print) Signature  
 Date 
 
 
_________________________ ___________________________                
_________ 
Name of Person Taking Consent Signature  
 Date 
(please print) 
 

 
Chief Investigator:  
  
Dr Anne Grant  
School of Nursing and Midwifery  
Medical Biology Centre  
Queen’s University Belfast  
Lisburn Road  
Belfast  
BT9 7AB 
 
Tel: +44 (0) 28 90 975841 
                                                          
Researcher: 
 
Rachel Leonard 
School of Nursing and Midwifery  
Medical Biology Centre  
Queen’s University Belfast  
Lisburn Road  
Belfast  
BT9 7AB 
 
Tel: +44 (0) 28 9097 2345 
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Appendix 11: Mothers consent form  

 
 
 

  
(Mother) CONSENT FORM 

 
 

 
 
Participant Identification Number:________ 

Title of Project: A multi-perspective exploration of health visitors’ family focused 

practice with families impacted by maternal mental illness in Northern 

Ireland: A mixed methods study 

Chief Investigator: Dr Anne Grant  
 

Study Number: 
 

224323 

 
         Please initial box 

 
1. I confirm that I have read, or had read to me, and understand the 

information sheet dated 23/06/2017, version 1.1 for the above study. 
I have had the opportunity to ask questions and these have been 
answered fully. 

 

2. I agree that my participation is voluntary and I am free to withdraw at 
any time, without giving any reason and without my legal rights or 
medical care being affected. 

 

3. I agree the study is being conducted by researchers from Queen’s 
University Belfast and that my personal information will be held 
securely on University premises and handled in accordance with the 
provisions of the Data Protection Act 1998. 

 

4. 
 
 
 
5. 

I agree that data collected as part of this study may be looked at by 
authorized individuals from Queen’s University Belfast where it is 
relevant to my taking part in this research. I give permission for these 
individuals to have access to this information.  
I agree to my General Practitioner being informed of my participation 
in the 
study. 

 

6. 
 
 
7. 
 

I agree that the information I provide may be published as a report. 
Confidentiality and anonymity will be maintained and it will not be 
possible to identify me from any publications. 
I agree that what is discussed during the questionnaire and 
interviews is confidential with the exception that if I disclose 
information that indicates that I am at risk of harming myself or 
others, or in danger of being harmed by someone else, the researcher 
is legally obliged to pass on this information to the appropriate 
persons. 
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8. I agree the interviews will be tape recorded and there is a possibility 
of direct quotation being used in publications. 

 

9. 
 
10. 

I agree that my data may be used in future studies.  
 
I agree to take part in the above study. 
 

 

 
 
 

_________________________ ___________________________                
_________ 
Name of Participant (please print) Signature  
 Date 
 
 
_________________________ ___________________________                
_________ 
Name of Person Taking Consent Signature  
 Date 
(please print) 
 

 
Chief Investigator:  
  
Dr Anne Grant  
School of Nursing and Midwifery  
Medical Biology Centre  
Queen’s University Belfast  
Lisburn Road  
Belfast  
BT9 7AB 
 
Tel: +44 (0) 28 90 975841 
                                                          
Researcher: 
 
Rachel Leonard 
School of Nursing and Midwifery  
Medical Biology Centre  
Queen’s University Belfast  
Lisburn Road  
Belfast  
BT9 7AB 
 
Tel: +44 (0) 28 9097 2345 
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Appendix 12: Partner consent form  

 
 
 

  
(Partner) CONSENT FORM 

 
 

 
 
Participant Identification Number:________ 

Title of Project: A multi-perspective exploration of health visitors’ family focused 

practice with families impacted by maternal mental illness in Northern 

Ireland: A mixed methods study 

Chief Investigator: Dr Anne Grant  
 

Study Number: 
 

224323 

 
         Please initial box 

 
1. I confirm that I have read, or had read to me, and understand the 

information sheet dated 23/06/2017, version 1.1 for the above study. 
I have had the opportunity to ask questions and these have been 
answered fully. 

 

2. I agree that my participation is voluntary and I am free to withdraw at 
any time, without giving any reason and without my legal rights or 
medical care being affected. 

 

3. I agree the study is being conducted by researchers from Queen’s 
University Belfast and that my personal information will be held 
securely on University premises and handled in accordance with the 
provisions of the Data Protection Act 1998. 

 

4. 
 
 
 
5. 

I agree that data collected as part of this study may be looked at by 
authorized individuals from Queen’s University Belfast where it is 
relevant to my taking part in this research. I give permission for these 
individuals to have access to this information.  
I agree to my General Practitioner being informed of my participation 
in the 
study. 

 

6. 
 
 
7. 
 

I agree that the information I provide may be published as a report. 
Confidentiality and anonymity will be maintained and it will not be 
possible to identify me from any publications. 
I agree that what is discussed during the questionnaire and 
interviews is confidential with the exception that if I disclose 
information that indicates that I am at risk of harming myself or 
others, or in danger of being harmed by someone else, the researcher 
is legally obliged to pass on this information to the appropriate 
persons. 
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8. I agree the interviews will be tape recorded and there is a possibility 
of direct quotation being used in publications. 

 

9. 
 
10. 

I agree that my data may be used in future studies.  
 
I agree to take part in the above study. 
 

 

 
 
 

_________________________ ___________________________                
_________ 
Name of Participant (please print) Signature  
 Date 
 
 
_________________________ ___________________________                
_________ 
Name of Person Taking Consent Signature  
 Date 
(please print) 
 

 
Chief Investigator:  
  
Dr Anne Grant  
School of Nursing and Midwifery  
Medical Biology Centre  
Queen’s University Belfast  
Lisburn Road  
Belfast  
BT9 7AB 
 
Tel: +44 (0) 28 90 975841 
                                                          
Researcher: 
 
Rachel Leonard 
School of Nursing and Midwifery  
Medical Biology Centre  
Queen’s University Belfast  
Lisburn Road  
Belfast  
BT9 7AB 
 
Tel: +44 (0) 28 9097 2345 
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Appendix 13: Health visitor letter of invitation  

Dr Anne Grant  
Study Chief Investigator 

School of Nursing and Midwifery  
Medical Biology Centre  

Queen’s University Belfast  
Lisburn Road  

Belfast  
BT9 7AB 

 

Dear Colleague,  

I would like to invite you to take part in a research study that will explore multiple 
perspectives of health visitors’ FFP with mothers who have mental illness and their 
families.  

If you decide to take part you will be invited to complete a questionnaire that will 
consider your practice with families impacted by maternal mental illness. You will 
also be invited to take part in an interview to further explore your experience of 
family focused practice.  
 

Your help with this study would be greatly appreciated. Please see attached 
information for further details the study. 

If you need any more information, please do not hesitate to contact Rachel Leonard 
at the contact details provided. 

 

Yours sincerely,  

Dr Anne Grant (Chief investigator)  

For further information contact the researcher: 
Rachel Leonard  
Tel: 028 9097 2684  
Email: rleonard08@qub.ac.uk  
 

 

 

 

 

 

mailto:rleonard08@qub.ac.uk
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Appendix 14: Mother letter of invitation  

Dr Anne Grant  
Study Chief Investigator 

School of Nursing and Midwifery  
Medical Biology Centre  

Queen’s University Belfast  
Lisburn Road  

Belfast  
BT9 7AB 

 

You are invited to take part in a research study that explore multiple perspectives of 

health visitors’ FFP with mothers with mental illness and their families. An 

important requirement for improving practice is ensuring parents’ voices are heard, 

and included in education and training.   

If you decide to take part you will be invited to take part in an interview to discuss 

your experience of family focused practice and mental illness. There will also be a 

payment in thanks for those completing an interview. 

Your help with this study would be greatly appreciated. Please see attached 
information for further details the study. 

If you need any more information, please do not hesitate to contact Rachel Leonard 

at the contact details provided. 

 

Yours sincerely,  

Dr Anne Grant (Chief investigator)  

For further information contact the researcher: 

Rachel Leonard  

Tel: 028 9097 2684  

Email: rleonard08@qub.ac.uk  

 

 

 

 

 

mailto:rleonard08@qub.ac.uk
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Appendix 15: Partner letter of invitation  

Dr Anne Grant  
Study Chief Investigator 

School of Nursing and Midwifery  
Medical Biology Centre  

Queen’s University Belfast  
Lisburn Road  

Belfast  
BT9 7AB 

 

You are invited to take part in a research study that will explore multiple 

perspectives of health visitors’ FFP with mothers with mental illness and their 

families. An important requirement for improving practice is ensuring parents’ 

voices are heard, and included in education and training.    

If you decide to take part you will be invited to take part in an interview to discuss 

your experience of family focused practice and your partner’s mental illness. There 

will also be a payment in thanks for those completing an interview. 

Your help with this study would be greatly appreciated. Please see attached 
information for further details the study. 

If you need any more information, please do not hesitate to contact Rachel Leonard 

at the contact details provided. 

 

Yours sincerely,  

Dr Anne Grant (Chief investigator)  

For further information contact the researcher: 

Rachel Leonard  

Tel: 028 9097 2684  

Email: rleonard08@qub.ac.uk  

 

 

 

 

 

mailto:rleonard08@qub.ac.uk
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Appendix 16: Health visitors participant information sheet  

Study Title: A multi-perspective exploration of health visitors’ family focused 

practice with families impacted by maternal mental illness in Northern Ireland.  

You are invited to take part in a research study, which is being done in part 
fulfilment of a PhD. Before you decide whether you want to take part, it is important 
for you to understand why this research is being done and what it will involve for 
you. Please take time to carefully read the following information and discuss it with 
others if you wish. If there is anything that is not clear please feel free to contact the 
researcher who will be happy to discuss any questions or concerns with you.  

Why is this study being conducted?  

Mental illness does not just impact the individual but a family as a whole; the needs 
of all of these members must be understood and addressed. The purpose of this study 
is to explore multiple perspectives of health visitors’ family focused practice (FFP) 
with families impacted by maternal mental illness.  

Why have I been invited to take part? 

One of the perspectives we aim to explore is health visiting. You have been chosen 
because you are a practicing health visitor, who may have contact with families 
where there is maternal mental illness and substance misuse.  

Do I have to take part? 

No. It is up to you whether or not you take part. If you decide to take part after 
reading this information sheet and discussing any concerns with the researcher, you 
will be asked to complete the questionnaire included in this information pack. You 
will also have the option of volunteering to take part in a semi-structured interview. 
If you choose to take part in an interview you will be asked to sign the volunteer 
form, which will be delivered back to the researcher along with your questionnaire. 
The researcher will contact you by telephone or email, whichever you prefer, in order 
to arrange a time and place to meet. At this point you will be asked to complete a 
written consent form. If you decide to take part now and later decide that you no 
longer want to, you have the right to withdraw at any time without having to give any 
reason.   

What is involved? 
If you decide to take part, you will be asked to complete the questionnaire that is 
included in this information pack. This questionnaire will have some questions about 
you, your experiences and understanding of FFP with mothers with mental illness. 
This survey has three parts and will take up to 25 minutes to complete. There are no 
right or wrong answers; we are simply interested in obtaining feedback on health 
visitors’ FFP and organisational support for FFP. 
 If you wish to complete the interview volunteer slip, your information will remain 
confidential.  If you do not wish to complete the volunteer slip form for interviews, 
the information you provide in the questionnaire will remain anonymous. All 
participants should not put any identifying information on this questionnaire. 
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The interview will provide an opportunity for you to give additional detail about your 
perspectives of support provided to mothers who have mental illness, their children 
and families and your capacity to engage in family focused practice. It will last no 
longer than one hour and will be held in a location which is convenient for you. If you 
choose to take part in an interview, with your permission, the interview will be audio 
recorded to facilitate transcription and subsequent analysis. However, at any time, you 
can ask for the audio recorder to be turned off. All of the information that you provide 
will be confidential including your name and responses. Your response will be 
combined with those of other health visitors regionally.  

Will I benefit from taking part?  
Taking part in this study may benefit future practice with mothers with mental illness 
and their families, as will know more about the factors that facilitate and hinder FFP.  
 
Will my taking part in this study be kept confidential?  
All information that is collected about you during the course of the study will be kept 
strictly confidential and protected under the provisions of the Data Protection Act 
(1998). All participants should not put any identifying information on the 
questionnaire. Those who choose not to complete the interview volunteer form should 
understand that their information will be completely anonymous. Those who complete 
the interview volunteer form will be given a participant identification number which 
means your name will not appear on the questionnaire. Your information will be 
completely confidential, and will not be disclosed or discussed with anyone. 
Interviews, with your permission, the interview will be audio recorded. However, at 
any time, you can ask for the audio recorder to be turned off. All of the information 
that you provide will be confidential including your name and responses. 
Confidentiality may be breached should something be disclosed during the research 
that gives cause for concern.  This may include revelations that are in clear breach of 
good practice, which may require confidentiality to be breached by the researcher.   

Will I be affected by taking part in this study?  

This study has been peer-reviewed and given ethical approval from West Scotland 
Ethics Committee 3. It is unlikely that the completion of the questionnaire or 
interviews will affect you negatively.  However, should you feel distressed or have 
any worries or concerns, we would recommend that your seek advice and support 
from your manager or colleagues.  

What if I have a complaint about this study?  

If you have a complaint about any aspects if the study, you can contact:  

• Rachel Leonard (rleonard08@qub.ac.uk 02890972684); 

• Or Dr Anne Grant (A.grant@qub.ac.uk 028 90 975841). 

If you don’t feel comfortable discussing your complaint with a member of the 
research team you can contact Mrs Louise Dunlop, Head of Research and 
Governance at Queen’s University Belfast (l.h.dunlop@qub.ac.uk 02890972572).  

mailto:rleonard08@qub.ac.uk
mailto:A.grant@qub.ac.uk
mailto:l.h.dunlop@qub.ac.uk
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Who can I contact about this study?  

If you have any general questions or concerns about the study or your participation 
you can contact Rachel Leonard, study researcher form Queen’s University Belfast. 

Rachel Leonard (rleonard08@qub.ac.uk 02890972684). 

If you wish to speak to an independent person about the study, you can contact Dr 
Mark Linden, Lecturer at the School of Nursing and Midwifery 
(m.linden@qub.ac.uk 02890972820).  

 

We would like to thank you for taking the time to read this information sheet. You 
participation in this the study is greatly appreciated.  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

mailto:rleonard08@qub.ac.uk
mailto:m.linden@qub.ac.uk
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Appendix 17: Mother participant information sheet  

Study Title: A multi-perspective exploration of health visitors’ family focused 

practice with families impacted by maternal mental illness in Northern Ireland.  

You are invited to take part in a research study, which is being done in part 
fulfilment of a PhD. Before you decide whether you want to take part, it is important 
for you to understand why this research is being done and what it will involve for 
you. Please take time to carefully read the following information and discuss it with 
others if you wish. If there is anything that is not clear please feel free to contact the 
researcher who will be happy to discuss any questions or concerns with you.  

Why is this study being conducted?  

Mental illness does not just impact the individual but a family as a whole; the needs 
of all of these members must be understood and addressed. The purpose of this study 
is to explore multiple perspectives of health visitors’ family focused practice (FFP) 
families impacted by maternal mental illness.  

Why have I been invited to take part? 

One of the perspectives we aim to explore is mothers with mental illness. You have 
been chosen because you are a mother in receipt of health visiting and may have a 
current mental health problem. Over the duration of the study other mothers in your 
situation will also be taking part in the study.  

Do I have to take part? 

No. It is up to you whether or not you take part. If you decide to take part after 
reading this information sheet and discussing any concerns with the researcher, you 
can sign the interview volunteer slip, which should be posted back to the researcher 
at Queen’s University Belfast in the stamped addressed envelope in this pack. If you 
decide to take part now and later decide that you no longer want to, you have the 
right to withdraw at any time without having to give any reason. It is important that 
you understand that the services you currently receive will be not be affected in any 
way whether or not you take part.  

What is involved? 
If you decide to take part, the researcher will make contact with you by phone to 
arrange a time and date that convenient to you to complete the interview. The 
interview will ask some information about you, your experiences of mental illness 
and your health visitors’ family focused practice. It is important to note that even if 
your partner does not wish to take part in the interviews, you are still eligible to take 
part. Some of the questions may be of a sensitive nature, if you feel uncomfortable 
answering them you do not have to. Interviews, with your permission, the interview 
will be audio recorded. However, at any time, you can ask for the audio recorder to 
be turned off. All of the information that you provide will be confidential including 
your name and responses. 
 
Will I benefit from taking part?  
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Taking part in this study may benefit future individuals and families that are affected 
by mental illness, as we will know more about the impact it has on mothers and their 
families. There will be a payment in thanks (£15 post office token) for those who 
complete the interviews, as acknowledgement for the inconvenience that it may 
cause. 
 
 
Will my taking part in this study be kept confidential?  
All information that is collected about you during the course of the study will be kept 
strictly confidential and protected under the provisions of the Data Protection Act 
(1998). During interviews, due to the sensitive nature of some of the questions, you 
may become distressed. Due to this, we ask that your GP is informed of your 
participation in the study with consent, so that if you do become distressed your GP 
can be consulted with. Interviews, with your permission, will be audio recorded. 
However, at any time, you can ask for the audio recorder to be turned off. All of the 
information that you provide will be confidential including your name and responses. 
Confidentiality may be breached should something be disclosed during the study that 
gives cause for concern.  This may include information that indicates that my or 
another’s welfare could be seriously at risk, in which case the researcher is legally 
obliged to pass on this information.  

Will I be affected by taking part in this study?  

This study has been peer-reviewed and given ethical approval from West Scotland 
Ethics Committee 3. It is unlikely that the completion of the questionnaire or 
interviews will affect you negatively, although some of the questions are of a 
sensitive and emotional nature. Should you feel distressed or have any worries or 
concerns, we have provided some websites and phone numbers that are available to 
you for support:  

• Samaritans: http://www.samaritans.org Free helpline 116 123 

• Lifeline: http://www.lifelinehelpline.info Free helpline 08088088000 

• If you are actively having thoughts of suicide you should go to your nearest 
accident and emergency (A&E) department and tell the staff how you are 
feeling 

• Or you may wish to have a chat with your own GP or other services you may 

be receiving.  

What if I have a complaint about this study?  

If you have a complaint about any aspects if the study, you can contact:  

• Rachel Leonard (rleonard08@qub.ac.uk 02890972684); 

• Or Dr Anne Grant (A.grant@qub.ac.uk 028 90 975841). 

http://www.samaritans.org/
http://www.lifelinehelpline.info/
mailto:rleonard08@qub.ac.uk
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If you don’t feel comfortable discussing your complaint with a member of the 
research team you can contact Mrs Louise Dunlop, Head of Research and 
Governance at Queen’s University Belfast (l.h.dunlop@qub.ac.uk 02890972572).  

Who can I contact about this study?  

If you have any general questions or concerns about the study or your participation 
you can contact Rachel Leonard, study researcher form Queen’s University Belfast.   

• Rachel Leonard (rleonard08@qub.ac.uk 02890972684). 

 

If you wish to speak to an independent person about the study, you can contact Dr 
Mark Linden, Lecturer at the School of Nursing and Midwifery 
(m.linden@qub.ac.uk 02890972820).  

 

We would like to thank you for taking the time to read this information sheet. You 
participation in this the study is greatly appreciated.  

 

 

 

 

  

 

 

 

 

 

 

 

 

 

 

 

 

 

mailto:l.h.dunlop@qub.ac.uk
mailto:rleonard08@qub.ac.uk
mailto:m.linden@qub.ac.uk
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Appendix 18: Partner participant information sheet  

Study Title: A multi-perspective exploration of health visitors’ family focused 
practice with families impacted by maternal mental illness in Northern Ireland.  

You are invited to take part in a research study, which is being done in part 
fulfilment of a PhD. Before you decide whether you want to take part, it is important 
for you to understand why this research is being done and what it will involve for 
you. Please take time to carefully read the following information and discuss it with 
others if you wish. If there is anything that is not clear please feel free to contact the 
researcher who will be happy to discuss any questions or concerns with you.  

Why is this study being conducted?  

Mental illness does not just impact the individual but a family as a whole; the needs 
of all of these members must be understood and addressed. The purpose of this study 
is to explore multiple perspectives of health visitors’ family focused practice (FFP) 
families impacted by maternal mental illness.  

Why have I been invited to take part? 

One of the perspectives we aim to explore is of the partners of women who have a 
mental illness. You have been chosen because you are a partner of someone who 
may have a current mental health problem. Over the duration of the study other 
partners in your situation will also be taking part in the study.  

Do I have to take part? 

No. It is up to you whether or not you take part. If you decide to take part after 
reading this information sheet and discussing any concerns with the researcher, you 
can sign the interview volunteer slip, which should be posted back to the researcher 
at Queen’s University Belfast in the stamped addressed envelope in this pack. If you 
decide to take part now and later decide that you no longer want to, you have the 
right to withdraw at any time without having to give any reason. It is important that 
you understand that the services you currently receive will be not be affected in any 
way whether or not you take part.  

What is involved? 
If you decide to take part, the researcher will make contact with you by phone to 
arrange a time and date that convenient to you to complete the interview. The 
interview will ask some information about you, your experiences of your partner’s 
mental illness and your health visitors’ family focused practice. It is important to 
note that even if your partner does not wish to take part in the interviews, you are 
still eligible to take part. Some of the questions may be of a sensitive nature, if you 
feel uncomfortable answering them you do not have to. Interviews, with your 
permission, the interview will be audio recorded. However, at any time, you can ask 
for the audio recorder to be turned off. All of the information that you provide will be 
confidential including your name and responses. 
 
Will I benefit from taking part?  
Taking part in this study may benefit future individuals and families that are affected 
by mental illness, as we will know more about the impact it has on mothers and their 
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families. There will be a payment in thanks (£15 post office token) for those who 
complete the interviews, as acknowledgement for the inconvenience that it may 
cause. 
 
 
  
 
Will my taking part in this study be kept confidential?  
All information that is collected about you during the course of the study will be kept 
strictly confidential and protected under the provisions of the Data Protection Act 
(1998). During interviews, due to the sensitive nature of some of the questions, you 
may become distressed. Due to this, we ask that your GP is informed of your 
participation in the study with consent, so that if you do become distressed your GP 
can be consulted with. Interviews, with your permission, the interview will be audio 
recorded. However, at any time, you can ask for the audio recorder to be turned off. 
All of the information that you provide will be confidential including your name and 
responses. Confidentiality may be breached should something be disclosed during the 
study that gives cause for concern. This may include information that indicates that 
my or another’s welfare could be seriously at risk, in which case the researcher is 
legally obliged to pass on this information. 

Will I be affected by taking part in this study?  

This study has been peer-reviewed and given ethical approval from West Scotland 
Ethics Committee 3. It is unlikely that the completion of the questionnaire or 
interviews will affect you negatively, although some of the questions are of a 
sensitive and emotional nature. Should you feel distressed or have any worries or 
concerns, we have provided some websites and phone numbers that are available to 
you for support:  

• Samaritans: http://www.samaritans.org Free helpline 116 123 

• Careers Trust: https://carers.org/  

• Rethink Mental Illness: https://www.rethink.org/ 0300 5000 927 

• Or you may wish to have a chat with your own GP or other services you may 

be receiving.  

What if I have a complaint about this study?  

If you have a complaint about any aspects if the study, you can contact:  

• Rachel Leonard (rleonard08@qub.ac.uk 02890972684); 

• Or Dr Anne Grant (A.grant@qub.ac.uk 028 90 975841). 

http://www.samaritans.org/
https://carers.org/
https://www.rethink.org/
mailto:rleonard08@qub.ac.uk
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If you don’t feel comfortable discussing your complaint with a member of the 
research team you can contact Mrs Louise Dunlop, Head of Research and 
Governance at Queen’s University Belfast (l.h.dunlop@qub.ac.uk 02890972572).  

Who can I contact about this study?  

If you have any general questions or concerns about the study or your participation 
you can contact Rachel Leonard, study researcher form Queen’s University Belfast.  

• Rachel Leonard (rleonard08@qub.ac.uk 02890972684). 

 

If you wish to speak to an independent person about the study, you can contact Dr 
Mark Linden, Lecturer at the School of Nursing and Midwifery 
(m.linden@qub.ac.uk 02890972820).  

We would like to thank you for taking the time to read this information sheet. You 
participation in this the study is greatly appreciated.  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

mailto:l.h.dunlop@qub.ac.uk
mailto:rleonard08@qub.ac.uk
mailto:m.linden@qub.ac.uk
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Appendix 19: Health visitor pre-notice letter  

Pre Notice letter – Health Visitors 

 

XXXX 2017 

Health visitors’ family focused practice with families impacted by maternal 

mental illness in Northern Ireland.  

Dear Colleague,  

I am writing to ask for your help with an important study exploring health 

visitors’ family focused practice (FFP). This study is being conducted by a project 

team based at Queen’s University Belfast has been reviewed by the Office for 

Research Ethics Committees Northern Ireland (ORECNI).    

In the next month, you will be invited to participate in a questionnaire designed 

to obtain your perspectives of your practice with mothers who have mental illness, 

their dependent children (children under 18) and adult family members.  You may also 

choose to complete a follow up interview to further expand upon information that you 

and your colleagues provided in the questionnaire. 

Parental mental illness (PMI) is a major public health issue.  The mental health 

problems of parents may impact on children and children’s experiences and difficulties 

may impact on parents (Beardslee, et al., 2012).  Following the O’Neill Inquiry in 2006 

the Think Family initiative was introduced in Northern Ireland (NI) by the Department 

of Health Social Services and Public Safety (DHSSPS) and the HSCB. This has 

resulted in a range of activities and projects which aim to improve health and social 

care professionals’ understanding of FFP and multidisciplinary working, while also 
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improving the interface between these services. The overall aim has been to improve 

outcomes for families when parents have mental illness. 

 However, there is limited understanding of health visitors’ perspectives of 

FFP, including what they do in relation to FFP, what capacity they perceive they have 

to engage in FFP and how, if at all, Think Family initiatives promote FFP. The purpose 

of this study is to examine health visitors’ FFP from multiple perspectives (i.e. health 

visitors, mothers and partners).  

You can obtain additional information about this study directly from the 

primary researcher at the address below. We would like to do everything that we can 

to make it t easy and enjoyable for you to participate in the study. I am writing to you 

in advance because we are aware of the constraints on your time and because many 

people like to know ahead of time that they will be asked to fill out a questionnaire 

and to possibly undertake an interview. This research can only be successful with the 

generous help of people like you. I hope that you are able and willing to take up to 30 

minutes of your time to help us. Most of all, I hope that you enjoy the questionnaire 

and the opportunity to voice your thoughts and opinions about health visitors’ FFP 

with mothers who have mental illness, their children and families in NI.   

Yours Sincerely, 

Ms Rachel Leonard  

For further information you may contact: 

Ms Rachel Leonard   
School of Nursing and Midwifery 
 97 Lisburn Rd  
Belfast  
BT9 7BL  
N. Ireland 
Email: rleonard08@qub.ac.uk 
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Appendix 20: Mothers interview topic guide  

Health visitors’ family focused practice with families impacted by maternal 

mental illness in Northern Ireland.  

 

Thank you for agreeing to participate in this interview. 

Would you mind if I digitally audio record this interview – please let me know if you 
are content with this.  (If participant/s agree with digital audio recording and consent 
forms have been received, then switch the digital audio recorder on). 

Good morning, my name is Rachel Leonard and I am a PhD student in the school of 
Nursing and Midwifery in Queens University, Belfast.  

Thank you for agreeing to participate in this study, I appreciate your time in this. 

The aim of the research is to explore your perspectives of health visiting services and 
particularly whether and how these services meet your needs and that of your children, 
partner and other family members. 

I need to let you know that your participation in this research is entirely your choice 
and even though you are taking part you can withdraw from the project at any time 
without giving a reason, and it’s also entirely up to you whether you want to answer 
all of my questions. So if there is a question that you’d rather not answer, you can just 
let me know and we’ll move straight on to the next question. 

Finally, all the information that I collect from you will be treated in a confidential 
manner, so I’ll be removing anything that identifies you from the written recording, 
and you can check that yourself because you’ll be receiving a copy of the transcript 
before I do any analysis on it. So you can make any changes to it. During the course 
of your interview should you disclose examples of unsafe practice I have a duty to 
inform your service provider manager.   

It is important that you know that there will be no disadvantage or penalties if you 
chose not to be involved in the study.  

Do you have any questions or concerns about any of this? 
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Interviewer should check with the mother that they are in a good/stable place to 
answer questions and are not feeling vulnerable. 

1. Demographics - I first would like to ask: 
- Your age, and how many children and their ages? 
- Could you describe to me briefly your current and past mental health problems? 

(type, duration and severity) 
- Are you currently (or have in the past) receiving any other services beside 

health visiting (eg. Mental health services, family support)? If yes, can you 
explain why those services are involved?  

- Can you tell me briefly what your main support networks are? (i.e. Parents, 
partner, friends, neighbours) 

 

2. Needs - of the mother and/or their families:  
- From the issues you have identified, can you tell me what your needs are in 

relation to mental health (domestic violence/substance abuse, if it comes up)?  
- What impact, if any, do you think your mental health has on your parenting?  
- What impact, if any, do you think being a parent has on your mental health?  
- What impact, if any, do you think your mental health problems have on family 

functioning? (i.e. roles within the house, house hold task, childcare)    
- What you believe your needs are as a mother with mental health issues?  
- What needs does your partner/ your children have in relation to your mental 

illness? 

 

3. Health visitors capacity to engage in FFP:  
- Based on the needs you have identified do you think that health visitors meet 

(a) your needs as a mother who has mental health issues (and other issues that 
have been identified), (b) the needs of your children, (c) the needs of your 
partner, and (d) the needs of other family members? Can you tell me more 
about this?  

- If your family is involved with other services, how often would your health 
visitor link in with them? Do they discuss your mental illness?   

- How do you think health visitors could best meet your needs, and that of your 
children and partner?  

- What factors facilitate and/or hinder health visitors in meeting your needs and 
that of your children and partner? Can you tell me more about that?  

 

4. How health visitors’ capacity to engage in FFP may be further developed?  
- What might help health visitors in working with partners, children and mothers 

with mental illness? Give examples.  
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- On the basis of your experience what skills and behaviours do health visitors 
need to be able to effectively support you and your family? 

- What knowledge do health visitors need to be able to effectively support you 
and your family? 

 
Closing questions 

- Are there any topics which I did not address which you would have liked, or 
expected, me to have asked/discussed? 

- Is there anything else you would like to ask me? 
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Appendix 21: Partner interview topic guides  

Health visitors’ family focused practice with families impacted by maternal 

mental illness in Northern Ireland. 

 

Thank you for agreeing to participate in this interview. 

Would you mind if I digitally audio record this interview – please let me know if you 
are content with this.  (If participant/s agree with digital audio recording and consent 
forms have been received, then switch the digital audio recorder on). 

Good morning, my name is Rachel Leonard and I am a PhD student in the school of 
Nursing and Midwifery in Queens University, Belfast.  

Thank you for agreeing to participate in this study, I appreciate your time in this. 

The aim of the research is to explore your perspectives of health visiting services and 
particularly whether and how these services meet your needs, your partners’ needs and 
that of your children.  

I need to let you know that your participation in this research is entirely your choice 
and even though you are taking part you can withdraw from the project at any time 
without giving a reason, and it’s also entirely up to you whether you want to answer 
all of my questions. So if there is a question that you’d rather not answer, you can just 
let me know and we’ll move straight on to the next question. 

Finally, all the information that I collect from you will be treated in a confidential 
manner, so I’ll be removing anything that identifies you from the written recording, 
and you can check that yourself because you’ll be receiving a copy of the transcript 
before I do any analysis on it. So you can make any changes to it. During the course 
of your interview should you disclose examples of unsafe practice I have a duty to 
inform your service provider manager.   

It is important that you know that there will be no disadvantage or penalties if you 
chose not to be involved in the study.  

Do you have any questions or concerns about any of this? 
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Interviewer should check with the partner that they are in a good/stable place to 
answer questions and are not feeling vulnerable. 

5. Demographics - I first would like to ask: 
- Your age, and how many children and their ages? 
- Could you describe to me briefly your partner’s current and past mental health 

problems? (type, duration and severity, service use [AMHS/FIT]) 
- Can you tell me briefly what your main support networks are? (i.e. Parents, 

partner, friends, neighbours) 

 

6. Needs – you , your partner and children:   
- What impact, if any, do you think your partner’s mental health has on their 

parenting?  
- What impact, if any, do you think being a parent has on her mental health? 
- What impact, if any, do you think your partner’s mental health has on your own 

mental health? (Well-being, parenting, life in general) 
- What do you think your needs are in relation to living with a partner who has 

a mental illness? What do you think your partners’ needs are? Your children’s?   
- What impact, if any, has your partners mental illness has on family 

functioning? (ie. roles within the house, house hold task, childcare)    
- Do you think you have adequate knowledge on your partner’s mental illness? 

If no, what information would you like?  

 

7. Health visitors capacity to engage in FFP:  
- Based on the needs you have identified do you think that health visitors meet 

(a) your needs as a partner, (b) the needs of your children, and (c) the needs of 
your partner (d) other family members? Can you tell me more about this?  

- If your family is involved with other services, how often would your health 
visitor link in with them? Do they discuss your partner’s mental illness?   

- How do you think health visitors could best meet your needs, and that of your 
children and partner?  

- What factors facilitate and/or hinder health visitors in meeting your needs and 
that of your children and partner? Can you tell me more about that?  
 
 

8. How health visitors’ capacity to engage in FFP may be further developed?  
- What might help health visitors in working with partners, children and mothers 

with mental illness? Give examples.  
- On the basis of your experience what skills and behaviours do health visitors 

need to be able to effectively support you and your family? 
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- What knowledge do health visitors need to be able to effectively support you 
and your family? 

 

Closing questions 

- Are there any topics which I did not address which you would have liked, or 
expected, me to have asked/discussed? 

- Is there anything else you would like to ask me? 
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Appendix 22: New Version of the FFMHPQ following Exploratory Factor 
Analysis  

Not 
applicable 

Strongly 
Disagree 

Disagree Slightly 
Disagree 

Neither 
agree or 
disagree 

Slightly 
Agree 

Agree Strongly 
agree 

N/A 1 2 3 4 5 6 7 
 

Factor 1 – Professional influences on FFP  
Children and families 
ultimately benefit if 
health professionals 
work together to solve 
the family’s problems 

N/A 1 2 3 4 5 6 7 

I am skilled in working 
with service users in 
relation to maintaining 
the wellbeing and 
resilience of their 
children 

N/A 1 2 3 4 5 6 7 

I would like to undertake 
training in future to 
increase my skills and 
knowledge about helping 
service users with their 
parenting 

N/A 1 2 3 4 5 6 7 

I want to have a greater 
understanding of my 
profession in a 
healthcare team approach 
to working with children 
and families 

N/A 1 2 3 4 5 6 7 

I am not able to 
determine the level of 
importance that service 
users place on their 
children maintaining 
strong relationships with 
others outside the family 
(e.g. other 
children/peers, school) 

N/A 1 2 3 4 5 6 7 

There is time to have 
regular contact with 
other agencies regarding 
parents, families or 
children 

N/A 1 2 3 4 5 6 7 

I am not confident 
working with children of 
service users 

N/A 1 2 3 4 5 6 7 

I am not experienced in 
working with child 
issues associated with 
parental mental illness   

N/A 1 2 3 4 5 6 7 

I provide education 
sessions for adult family N/A 1 2 3 4 5 6 7 
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members (e.g. about the 
illness, treatment) 
I am knowledgeable 
about the key things that 
parents service users 
could do to maintain the 
wellbeing (and 
resilience) of their 
children 

N/A 1 2 3 4 5 6 7 

Team-working skills are 
essential for all health 
care professionals 
providing family-focused 
care 

N/A 1 2 3 4 5 6 7 

I would like to undertake 
future training to 
increase my skills and 
knowledge for working 
with children of service 
users   

N/A 1 2 3 4 5 6 7 

I regularly provide 
information (including 
written materials) about 
mental health issues to 
the children of service 
users 

N/A 1 2 3 4 5 6 7 

I often consider if 
referral to parent support 
programme (or similar) 
is required by service 
users 

N/A 1 2 3 4 5 6 7 

Factor 2 – Organisational influences on FFP  

My workplace does not 
provide supervision 
and/or mentoring to 
workers undertaking 
family focused practices 

N/A 1 2 3 4 5 6 7 

My workplace provides 
little support for further 
training in family 
focused practices 

N/A 1 2 3 4 5 6 7 

There are no family 
therapy or family 
counselling services to 
refer service users and 
their families 

N/A 1 2 3 4 5 6 7 

There are no parent-
related programs (e.g. 
parenting skills) to refer 
service users to 

N/A 1 2 3 4 5 6 7 

I refer service user to 
parent-related programs 
(e.g. parenting skills)   

N/A 1 2 3 4 5 6 7 

I often receive support 
from co-workers in 
regard to family focused 
practice 

N/A 1 2 3 4 5 6 7 
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