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Abstract 

Deafness can impact many different aspects life including the relationship 

between hearing parents and deaf/hard of hearing (DHH) children.  Video Interaction 

Guidance (VIG) is a video-feedback intervention, which aims to enhance 

communication and attuned relationships.  This research explored the use of VIG with 

hearing parents of severe or profoundly DHH children aged between 6 months and 3 

years.  Case study design utilising both quantitative and qualitative methods was used 

to explore attuned interactions, parenting stress, parental self-efficacy (PSE) and 

parents’ experiences of participating in VIG.  Three hearing parent-DHH child dyads 

participated in three VIG cycles.  The Principles of Attuned Interaction, The 

Parenting Stress Index (PSI) and Tool to measure Parenting Self-Efficacy (TOPSE) 

were utilised as pre- and post-measures.  Parents’ experiences of VIG were explored 

through semi-structured interviews and analysed using thematic analysis.  For Rachel, 

Sarah and Elizabeth VIG appears to have positively impacted their attuned 

interactions and PSE as evidenced through descriptive statistics and analysis of 

parental interviews.  Parenting stress was reported to be within ‘normal’ ranges pre- 

and post-VIG.  Two themes ‘process of VIG’ and ‘outcomes of VIG’ with additional 

subthemes were identified from parental interviews for each parent.  Qualitative 

analysis indicates that the parents of DHH children in this study perceived VIG to 

have some positive outcomes and to be a worthwhile intervention.  Strengths and 

limitations of the research, and implications for families of DHH children, VIG and 

Educational Psychologists (EPs) and future research are discussed.  
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Glossary of Terms 

British Sign 

Language 

A visual-gestural language used in the UK with its own vocabulary, 

syntax and distinctive grammar using handshapes, facial expressions, 

gestures and body language to convey meaning.  

Cochlear Implant  A surgically implanted device that provides a sense of sound to a DHH 

person. 

‘deaf’  Refers to the medical diagnosis of an individual who may prefer to use  

the term ‘hard of hearing’, is likely to prefer to speak/lipread and  

prefer associating with the ‘hearing’ world. 

‘Deaf’  A culturally and linguistically Deaf person who embraces their Deaf  

identity and culture and often uses sign language as their preferred  

form of communication. 

Hearing Aid  Small wearable electronic devices which amplifies sounds and may 

make sounds more audible to a DHH person. 

Newborn Hearing 

Screening Programme 

A screening programme that aims to identify deafness as early in life 

as possible enabling parent sot get the help they need from the start. 

Teachers of the Deaf Qualified teachers with additional 

qualifications/training who specialise in  

 supporting DHH children and their families from diagnosis and 

supporting professionals involved in a child’s education.  In Northern 

Ireland they are employed by the Education Authority. 

Video Interaction 

Guidance   

A video feedback intervention which aims to enhance relationships, 

attunement and wellbeing. 
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1.0 Chapter 1 Introduction 

1.1 Context of current study 

“Deafness is a complex biological, social and psychological construct that affects 

millions of people” (Du Feu & Chovaz, 2014, p. 1).  The majority of deaf/hard of 

hearing (DHH) children are born to parents with little or no experience of raising a 

child with hearing loss (Kurtzer-White & Luterman, 2003; Marschark, 1993).  Both 

DHH children and their hearing parents face many challenges.  A DHH child may 

experience language deprivation (Marschark & Knoors, 2012), communication issues 

(Meadow-Orlans, Mertens, & Sass-Leher, 2003), and increased risk of mental health 

issues (Wright, 2012).  Marschark and Knoors (2012) highlighted DHH children do 

present with strengths in some areas in comparison with hearing children.  DHH 

children’s brains develop within a context in which they have to devote more 

attention to their visual environment to know what is happening resulting in an 

increased capacity of peripheral vision (Marschark & Knoors, 2012).  Therefore, 

DHH children may demonstrate superior ability in comparison to hearing children at 

visuospatial tasks requiring memory or manipulation (Braden et al, 1994).  For 

parents, adjustment to the diagnosis of deafness can result in higher levels of stress 

(Lederberg & Mobley, 1990) and more parent-initiated interactions with their DHH 

child (Lam & Kitamura, 2010; Brown & Watson, 2017).  As in all families, hearing 

parents of DHH children aspire to raise a healthy, happy child.  The experiences of 

both hearing parents and their DHH child may impact on the parent-child relationship 

which is deemed vital in secure attachment and language development (Vaccari & 

Marschark 1997; Wallis et al., 2004).  Inclusion of a DHH child within a hearing 

family may impact on family dynamics (Meadow-Orlans et al., 2003) however there 

is little evidence that the reorganisation of the family’s resources has a detrimental 



 2 

effect (Du Feu & Chovaz, 2014).  Families of DHH children are often welcomed in 

the Deaf community by Deaf adults who are keen to share their experiences and 

support.  The presence of a DHH child within a family may in fact open a whole new 

culture and language to the family. 

 

Since the introduction of the universal newborn hearing screening programme 

(NHSP) over 10 years ago, hearing loss in children can be identified at a much earlier 

stage (Daniels, 2016).  Following the implementation of this screening process, the 

focus of much research has been on improving language development and 

communication in DHH children (Wright, 2012).  There is a need for research into 

DHH children’s social and emotional development such as interactions with hearing 

parents.  The development and validation of interventions, specifically for DHH 

children with hearing parents, have the potential to improve mental health through the 

reduction of parental stress, consideration of parental response to diagnosis and 

enhancing social interaction (Wright, 2012).  Du Feu and Chovaz (2014) report that 

the onus is on professionals to impart knowledge and empower parents of DHH 

children to develop and maintain positive relationships. 

 

1.2 Personal and Professional Context 

This research was undertaken in partial fulfilment of the professional Doctorate in 

Educational, Child and Adolescent Psychology (DECAP) at Queen’s University, 

Belfast (QUB).  My interest in the Deaf community developed through both 

professional and personal experiences.  The process of learning about the rich and 

diverse Deaf culture and language, and the complexities associated with these, 

sparked my interest in conducting research with this population.  Through my 
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employment with a deaf children’s charity, I became aware of the need for additional 

support for parents of deaf children to promote the children’s optimal development 

and enable them to reach their full potential.   

 

The VIG Initial Training Course is provided as part of DECAP training at 

QUB.  Following the introductory session, I reflected on the core values and aims of 

VIG, which are to enhance communication within relationships. The parents I met 

with DHH babies often expressed concern over their ability to communicate with 

their child.  Support for families of DHH children appears to focus on developing 

language and communication skills through Speech and Language Therapy, Teachers 

of the Deaf or, where available, family sign tuition.  Whilst voluntary sector 

organisations are beginning to provide more holistic approaches to support, there 

appears to be little support focused on the parent-child relationship.  I considered that 

VIG might be a beneficial intervention with these families. 

 

With the number of DHH children increasing annually (CRIDE, 2018), it is 

likely that EPs will encounter a DHH child over the course of their career.  With 

training in VIG, and a role which includes supporting parents and carers to promote 

positive outcomes for all children, EPs have the skills to support DHH children with 

hearing parents to enhance their attunement and wellbeing. 

 

1.3 Summary of Chapters 

This thesis is comprised of 4 further chapters: 

- Chapter 2: Literature Review – a narrative review of the literature is 

undertaken to outline and demonstrate the need for a focused review of the 
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literature relating to video feedback interventions with hearing parents of 

DHH children.  It also outlines the research questions. 

- Chapter 3: Methodology – describes how the research was conducted and 

outlines the philosophical stance of the research, ethical considerations and 

information relating to sampling, participants, measures and data collection. 

- Chapter 4: Results – the findings of the research are outlined, both qualitative 

and quantitative, and in consideration of the research questions. 

- Chapter 5: Discussion – the findings are discussed in relation to previous 

research.  Limitations of the study and recommendations for future research 

are also discussed, in addition to the relevance and implications of findings for 

EPs. 
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2.0 Chapter 2 - Literature Review 

2.1 Outline of review 

The following narrative review of the literature aims to present a thorough 

overview of the literature relating to childhood deafness and the experiences and 

challenges both the DHH child and their parents may encounter.  The impact on the 

relationship between hearing parents and DHH children is discussed and the types of 

interventions that have been researched within this population.  VIG is discussed as a 

relational intervention with applications to parents of DHH children.   

This review also aims to identify and explore any potential gaps within the 

available research.  A focused literature review explores research relating to video 

feedback interventions with hearing parents and DHH children. 

 

2.2 Defining Deafness 

The World Health Organisation (WHO; 2018) defines ‘disabling hearing loss’ as a 

loss of greater than 40 decibels in adults and 30 decibels in children, ‘in the better 

ear’.  Individuals with a profound hearing loss are likely to classify themselves as 

‘Deaf’ and use sign language to communicate (WHO, 2018).  The terms ‘hearing 

loss’, ‘hard of hearing’ and ‘hearing impaired’ are often used interchangeably.  It is 

important to ascertain and address a person using their preferred terms.  ‘Hearing-

impaired’ is often perceived as a politically correct term however for many Deaf 

people this invokes negative connotations and implies that they fall below the 

standard of ‘hearing’ (Austen & Crocker, 2004).  Within Deaf culture there is a 

difference between the use of ‘deaf’ with a lower case or ‘little d’ and Deaf with an 

upper case or ‘big D’ (see Figure 1 overleaf).  ‘Deaf’ refers to a culturally and 

linguistically Deaf person who embraces their identity and often uses sign language 
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(see Appendix 1 – Sign Language for more information).  While ‘deaf’ refers to the 

medical diagnosis of an individual who may prefer to use the term ‘hard of hearing’.  

Children from hearing families are often referred to as ‘deaf’, as the Deaf community 

believe it is their decision in the future as to whether they become ‘deaf’ or ‘Deaf’ 

(see Appendix 2 for further information on d/Deaf).   

 

 

Figure 1: Showing the differences between ‘Big D’ Deaf and ‘little d’ deaf. 

 

The National Deaf Children’s Society (NDCS; 2013) uses the term ‘deaf’ to refer 

to all levels of hearing loss in children.  This incorporates partial and complete 

hearing loss, temporary and permanent losses and all other terminology, including 

‘hearing loss/impairment’.  Austen and Crocker (2004) note that the term ‘deafness’ 

denotes an audiological experience but provides little evidence of an individual’s 

identity or psychological status.  For the purposes of this literature review, children 

'Big D' Deaf

- typically viewed as a culture

- likely to prefer to sign/ use 
BSL

- likely to prefer the term 
'Deaf'

- likely to prefer associating 
with the Deaf world

'little d' deaf 

- typically seen as a medical issue

- likely to prefer to speak/lipread

- likely to prefer the term 'hard of 
hearing'/'hearing impaired'

- likely to prefer associating with 
the hearing world
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with a hearing loss will be referred to as deaf/hard of hearing (DHH). This will not 

include children with a temporary hearing loss. 

 

2.3 Prevalence  

The World Health Organisation (WHO; 2018) report that around 466 million 

people worldwide have disabling hearing loss (5% of the world’s population) and that 

34 million of these are children.   WHO predicts that by 2050, one in ten individuals 

(900 million people) will have disabling hearing loss.  It is estimated that one in a 

thousand people in the world (approximately 7 million individuals) are born or 

become profoundly deaf.  It is difficult to establish exact prevalence rates of deafness 

worldwide due to the heterogeneous nature of deaf groups.  The Consortium for 

Research in Deaf Education (CRIDE) report for Northern Ireland (NI) recorded 1,687 

deaf children—an 8% increase on the statistics from the previous annual report 

(CRIDE, 2018).  This figure should be interpreted with caution, due to the difficulties 

acquiring precise figures, and may be an under-representation of the number of DHH 

children in NI. 

 

2.4 Classification of Deafness 

Levels of deafness may be classified as mild, moderate, severe or profound 

according to decibel range (Table 1 overleaf; NDCS, 2013).  There are slight 

variations in the level of decibels required to categorise each level, but there appears 

to be a consensus on the levels within 5 decibels.  The term ‘deaf’ is generally 

considered to be a loss of 40 dB or greater, but even mild losses have been 

demonstrated to negatively impact on communication, learning and social 

development (Goldberg & Richburg, 2004; Moeller, Tomblin, Yoshinaga-Itano, 
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Connor, & Jerger, 2007).  The camouflaging effect of ‘good’ speech, whereby 

deafness is not readily identified through conversation with the DHH child, may result 

in teachers over-estimating DHH children’s level of hearing (Marschark & Knoors, 

2012).  

 

Table 1 

Categories of hearing loss. 

Category of Hearing Loss Hearing level in Decibels (dB) 

Normal Range -10 – 20  

Mild  20 – 40 

Moderate  41 – 70 

Severe  71 – 95 

Profound  95+  

 

The two most common types of deafness are ‘sensorineural’ and ‘conductive’.  

Sensorineural hearing loss refers to issues in the inner ear — specifically the cochlea 

or auditory nerve.  This can sometimes be aided by a cochlear implant (CI).  Most 

hearing loss is due to damage to the cochlea and develops later in life (du Feu & 

Chovaz, 2014).   

 

Conductive hearing loss refers to issues with the outer or middle ear.  A 

temporary form of hearing loss common in children is known as ‘glue ear’. Fluid in 

the middle ear or an ear infection occurring at any age are categorised under 

‘conductive hearing loss’.  Frequent ear infections or repeated surgery to insert 

grommets can lead to scarring of the ear drum which may develop into a permanent 
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form of deafness.  Bone anchored hearing aids may be required if the bones that form 

the middle ear are deformed or missing.  Deafness in childhood (or at any 

developmental stage) can be caused by “infectious diseases, chronic ear infections, 

ototoxic drugs, trauma, and excessive noise” (Du Feu & Chovaz, 2014, p. 3).  In over 

half of cases of profound hearing loss diagnosed at birth or early childhood, the cause 

is genetic (Arnos & Pandya, 2011).    

 

2.5 Heterogeneity  

Despite the classification of DHH children into one category they remain a 

heterogeneous group.   According to Chovaz (2013), factors including “age of 

identification, aetiology of deafness, language exposure and development, emotional 

regulation, behavioural regulation, social skills, cognitive processes and relationship 

representations” (p. 361) all increase the level of diversity experienced within the deaf 

population.  DHH children differ not only from their hearing peers but also their DHH 

peers (Chovaz, 2013). 

 

Those with a mild hearing loss, or those with any category of hearing loss who 

have the ability to cope in a mainstream setting, may be classified as hearing or just 

not considered, while those with additional diagnoses or disabilities may be recorded 

in other categories (Du Feu & Chovaz, 2014).   

 

2.6 Identification of Deafness 

The Northern Ireland NHSP has been in existence since October 2005 (Public 

Health Agency, 2012).  This programme aims to minimise the impact of hearing loss 

on an infant’s development through early identification and intervention.  
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Historically, deafness was identified when a child was aged approximately three 

years, when they may only know 25 words in comparison with the 700 words that a 

typically developing hearing peer would know (Daniels, 2016).  Now, every baby is 

screened either in hospital or in the community shortly after birth and those referred 

for further assessment tend to receive a diagnosis within a few months.  This enables 

hearing to be aided using hearing aids (HA), or potentially through referral for a 

cochlear implant (CI).  Early intervention can help to reap the benefits of NHSP 

(Daniels, 2016).   

 

2.7 Needs of the DHH Child 

Deafness refers to a loss of hearing, but the loss of this one sensory faculty can 

impact a child’s development across a range of areas (Du Feu & Chovaz, 2014). 

 

2.7.1 Communication Needs.  Vaccari and Marschark (1997) report that 

communication is a key factor in infant attachment to caregivers and interaction with 

the wider community.  Effective communication is also considered essential for 

development, influencing not only language development but also social and 

cognitive development.  Typically, interaction develops instinctively in a hearing 

parent-hearing child or Deaf signing parent-DHH child dyad.  However, this is 

problematic for DHH children with hearing parents, who cannot access spoken 

language and whose parents most likely have little or no signing skills.   

 

Research indicates that DHH children who display the most competent social, 

cognitive and language skills are those who have engaged in linguistic interactions 

with caregivers in early infancy (Marschark, 1993b).  Language acquisition in 
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typically developing babies appears to be a natural, easy process.  However, 

underlying cognitive exertions and helpful contributions from parents are necessary 

for successful acquisition (Abu Bakar et al., 2010).  In DHH children, particularly 

those with a profound hearing loss, the quality of these contributions from parents is 

imperative.  Deaf children of Deaf parents are reported to have a naturally accessible 

language environment and high level of parental acceptance and preparedness for 

raising a deaf child (Wallis et al., 2004).  For optimal language development, it is 

essential for prompt introduction to a language (verbal or manual) that is shared with 

primary caregivers (Wallis et al., 2004).  This presents a dilemma for hearing parents, 

as deciding on an oral/aural mode of communication results in a language that is not 

fully accessible for their DHH child, who may be unable to hear speech sounds.  

Whilst a signed language would be fully accessible for their child, it may limit 

language development if parents have not yet developed fluency in this language 

(Wallis et al., 2004).  However, Wallis et al. (2004) reported that the mode of 

communication was not as significant in mental health outcomes in DHH adolescents 

as the early and stable formation of a mutual form of communication.  

 

2.7.2 Additional Needs.  Research indicates that 40% of DHH children have 

additional needs such as a co-occurring developmental diagnosis (Fortnum & Davies, 

1997). However, this figure also includes medical conditions such as eczema and 

physical disabilities.  In NI, 36% of DHH children were reported to have SEN, with 

the highest proportion of these classified as having moderate learning difficulties 

(32%), followed by severe learning difficulties (22%), and speech and language 

difficulties (1%, CRIDE, 2017).  Given the difficulties with assessing DHH children, 

this may not be a true reflection of the abilities of DHH children in NI. 
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Language development delays deaf children compared with their hearing 

peers, are typically evident by age three.  Research into deaf pre-schoolers’ cognitive 

development is limited but it is hypothesised that significant differences with hearing 

peers would be noted (Marschark & Hauser, 2012).  This could be due to multiple 

factors.  DHH children are more likely to have experienced impoverished language 

environments (Marschark & Knoors, 2012) due to age of diagnosis, delay/lack of 

provision of hearing aids or access to sign language, which in turn impacts their 

ability to access information for cognitive development.   Standardised tests of 

cognitive functioning are not considered to be valid with DHH children, therefore 

comparison with hearing peers on these measures may not be meaningful.   

Differential item functioning on such tests negates previous theories that DHH 

children display delayed functioning in line with younger hearing peers (Marschark, 

1993).  Since the methodological flaws in previous research have been highlighted, 

the notion that DHH children are ‘less intelligent’ than hearing children has been 

discounted (Edwards, 2004).  An alternative hypothesis of ‘different’ rather than 

‘deficient’ cognitive abilities of DHH children in comparison with hearing peers is 

suggested (Edwards, 2004).  Confounding variables such as age, level of deafness, 

aetiology of deafness, type of educational placement, communication style, and 

parents’ hearing status may all impact performance on cognitive tasks.  Where 

possible these factors, and the test administration technique should be controlled to 

increase the validity of results (Edwards, 2004).   The function of language in 

cognitive development, even in purported non-verbal items, continues to be an area 

requiring further consideration (Edwards, 2004).   
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2.7.3 Mental Health Needs.  Wallis, Musselman and Mackay (2004) report 

the prevalence of mental health disorders in DHH children can range from 8% to 

61%.  However, this should be interpreted with caution due to methodological issues 

such as the definition of deafness and does not define what is included in the term 

‘mental health disorders’.  Hindley (2005) reports that deaf children have a 40% 

chance of experiencing issues with their mental health, in comparison to 25% of their 

hearing peers, whilst Wright (2012) reported that DHH children are two to three times 

more likely to experience mental health issues than their hearing peers.  However, 

there is a general consensus that DHH children are more likely to experience mental 

health issues than hearing peers (Wallis et al., 2004).  Wright (2012) reported that 

50% of DHH 11-16 year olds in the United Kingdom (UK) scored within psychiatric 

disorder ranges on a structured diagnostic interview undertaken with a sign language 

interpreter.  Given the high rates of additional diagnoses associated with DHH 

children — including difficulties with peer/family relationships, central nervous 

system damage and other associated difficulties — it is possible these may influence 

the development of mental health issues (Wright, 2012).   

 

A significant limitation to research with DHH children is that standardised 

assessments employed to assess for mental health issues are unsuitable for this group, 

who may present with language delay or use sign language as a first language 

(Wright, 2012).  This may result in a significant underestimation of mental health 

issues in the DHH population.  DHH children with mental health issues are at risk of 

prolonged psychological issues, lower academic achievement and delayed social 

skills development (Wright, 2012). 
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2.8 Challenges of Parenting a DHH Child 

More than 90% of DHH children are born to hearing parents with no 

connections to the Deaf community (Marschark, 1993).  The identification of 

deafness in a child can be traumatic for families (Meadow-Orlans, 1994).  Kurtzer-

White and Luterman (2003) describe parental responses to identification of childhood 

deafness as akin to grief responses.  Roos (2002) coined the phrase of ‘chronic 

sorrow’ for parents of children with chronic conditions which resulted in the loss of 

parental dreams and expectations for their child having a ‘normal’ life.  Following 

diagnosis, parents encounter a range of decisions regarding their DHH child.  Two of 

the most significant questions facing parents are which mode of communication to 

choose and where their child should be educated (Matthijs et al., 2017.)  Parents may 

also have to decide if their DHH child should use hearing aids, CI, which require 

major surgery (see Appendix 3), or another type of implant or aid (Du Feu & Chovaz, 

2014).  During this critical period of child development, parents of DHH children are 

often anxious and their main concern is their ability to communicate with their child, 

often viewing a CI as the only solution that will enable their child to succeed (James, 

2011).  Meadow-Orlans (1994) proposed that: 

“the full impact of early deafness is felt by parents only in the preschool years 

when the communication gap between children who are deaf and those who 

are hearing becomes more evident” (p. 89) 

 

2.8.1 Parental Stress.  The extent to which having a DHH child impacts on 

parental wellbeing is still under debate.  Numerous factors can influence wellbeing, 

including experiencing stress, anxiety and depression (see Figure 2 overleaf).  Parents 
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of prelingual DHH children report these to be frequent experiences (Lam-Cassettari, 

Wadnerkar-Kamble, & James, 2015).   

 

 

Figure 2:  Factors Influencing Psychological Wellbeing. 

 

Hearing mothers of DHH children are noted to report more stress (Lederberg 

& Mobley, 1990) and less life satisfaction (Lutterman, 1987) than mothers of hearing 

children.  Behavioural issues and stress associated with language delays were also 

found to be more common (Quittner et al., 1990).  Calderon and Greenberg (1993) 

propose that a DHH child may be a continuous source of stress for families.   

 

While research tends to support the view of parents and specifically mothers 

of DHH children experiencing high levels of stress, Lederberg and Golbach (2002) 

reported this was solely attributed to issues related to deafness.  Mothers did not 

report high levels of general stress or dissatisfaction with life, which is in contrast to 

Lutterman’s (1987) findings.  Quittner (1991) noted that parents of DHH children are 

subject to chronic stresses such as frequent appointments with speech and language 

therapists and decisions regarding communication.  Quittner (1991) suggested that 

Psychological 
Wellbeing

Stress

Anxiety

Depression
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these stressors might result in depleted energy, time and finances for parents of DHH 

children.  Stress levels experienced by mothers of DHH children were found to 

increase as children reached pre-school age, which coincides with a stage where 

language is increasingly important.  Additionally, late identification of deafness may 

influence parental stress levels therefore caution is advised when comparing studies 

prior to the implementation of NHSPs (Lederberg and Goldbach, 2002).  Lederberg 

and Goldbach (2002) reported that maternal stress levels were chronic and remained 

stable throughout the course of their intervention.  They also reported a cumulative 

effect with further stressors heightening the pre-existing stress levels of mothers of 

DHH children (Lederberg & Goldbach, 2002).  Of note, Lederberg and Goldbach 

(2002) reported that mothers of DHH children who were involved in early 

intervention programmes did not report parental stress levels to be greater than 

parents of hearing children (Lederberg & Goldbach, 2002).  However, Quittner et al. 

(1990) reported that families who lived rurally and could not participate in 

intervention programmes or support had higher levels of stress than those with 

hearing children.  This suggests a mediating role of early intervention programmes in 

alleviating experienced stressors associated with raising a DHH child.   

 

2.8.2 Parental Self-Efficacy (PSE).  Self-efficacy is the belief in one’s 

personal capabilities (Bandura, 1997).  PSE is the belief in one’s ability or 

competence to parent.  This belief is central to the fulfilment of this role (Bandura, 

1997).  Given that most DHH children are born to hearing families with no experience 

of deafness, it is common for parents of DHH children to feel overwhelmed or 

underprepared for their role (Kurtzer-White & Luterman, 2003).  Gandy 

(unpublished, 2014) inferred that high levels of PSE would result in a greater ability 
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to manage the associated stresses with parenting a DHH child, such as grief, 

depression and anxiety.  According to self-efficacy theory parents need to feel that 

they can be a successful parent.  Believing they are an effective parent can increase 

perseverance, which is beneficial in challenging parenting circumstances (Hess, Teti 

& Hussey-Gardner, 2004) such as the identification of childhood deafness.  

Difficulties in interaction between parents and children has been found to result in 

inefficacy (Goldberg, 1977), while parents with high PSE may persevere to improve 

interactions, establishing the child’s needs despite the difficulties, and achieving 

competency (Hess et al., 2004).   

 

Feeling competent to parent and adapting to the changes associated with being 

a parent were found to predict life satisfaction.  Early intervention, emphasising the 

strengths and competencies of hearing parents’ ability to parent their DHH children, 

was found to promote feelings of wellbeing in mothers (Lederberg & Goldbach, 

2002).  Maternal wellbeing was found to have a significant impact on DHH children’s 

socio-emotional development and attainments (Marschark, 1993).  This suggests there 

are benefits for early intervention relating to PSE, resulting in positive outcomes for 

both parents and DHH children. 

 

2.8.3 Potential Impact on Attachment.  Deafness, as a single factor, has not 

been found to result in the development of an insecure attachment.  The interaction of 

factors such as additional needs, maternal sensitivity, parent-child interactions and 

family and social context all contribute to the attachment relationship (Thomson, 

Kennedy & Kuebli, 2011).   
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Preference for and familiarity with their mother’s voice begins in-utero, 

congenitally DHH children will not have the same experience of entering an 

attachment relationship as a typically hearing child (Thomson et al., 2011).  However, 

the DHH child may be able to use other skills to compensate for the loss of hearing, to 

form reciprocal relationships with their caregiver or environment such as 

vocalisations (Oller, 2006); touch (Koester, 1994); and vision (Harris & Chasin, 

2005).  A child’s ability to focus their attention on their parent’s voice and face was 

found to be valuable in developing synchronous and reciprocal interactions 

(Marschark, 1993).   

 

2.8.4 Parent-DHH Child Interactions.  A review of the research on the 

emotional reaction of parents following their child’s diagnosis may impact on their 

interaction with their child (Abu Bakar et al., 2010). Differences in hearing parent-

DHH child interactions have been noted in comparison with hearing children 

(Marschark & Knoors, 2012).  Communication between hearing parents and DHH 

children often falls below optimal levels, with most parents unable to use—or not 

being proficient in—sign language (Meadow-Orlans, Mertens, & Sass-Leher, 2003), 

resulting in difficulty with parent-child interactions.  The quality of mothers’ verbal 

interactions was noted to decrease with DHH babies (Lam & Kitamura, 2010).    

Additionally review of the literature suggests that DHH children are less responsive, 

less engaged in social interaction (Lam-Cassettari et al., 2015; Lam & Kitamura, 

2010; Lederberg & Mobley, 1990) and prone to initiate communication less (Barker 

et al., 2009) than their hearing peers. 
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Lam and Kitamura (2010) highlighted the difference and difficulty in 

interactions between hearing children and DHH children and their hearing mothers by 

comparing the interactions of a hearing mother with her DHH and hearing twins.  

During interactions with the DHH child, more maternal direction and structuring was 

noted than with the hearing child.  Concurring with previous research, which indicates 

that hearing infants’ communication attempts were double that of DHH peers 

(Lederberg & Everhart, 1998), the DHH infant was less responsive and engaging with 

their mother (Barker et al., 2009).  During their baby’s first year, mothers regulate the 

flow of interactions. They subsequently relinquish this role as the child develops skills 

to actively participate in interactions.  Parents of DHH children appeared less willing 

to relinquish control than those of hearing children (Vaccari & Marschark, 1997).  

Brown and Watson (2017) note that early research into interactions in a hearing 

parent-DHH child dyad concluded that, rather than responding to communication 

from their child, they assumed a dominant role in interactions.  Mothers of DHH 

children were also found to be less sensitive and responsive, and to display less 

emotional correspondence (James et al., 2013).  However, the context of early 

research was within a less technologically advanced period (1970s to end of twentieth 

century), prior to the development of cochlear implants and current standards of 

hearing aid amplification.  It is possible the dominant style adopted by hearing parents 

was to limit the impact of difficulties in acquiring joint attention with their child 

(Brown & Watson, 2017).  Deaf children of hearing parents have also been shown to 

experience a delay in acquiring joint visual attention with their mothers compared to 

their deaf peers with Deaf parents (Marschark & Knoors, 2012).  Therefore, mothers 

intervene in order to establish and maintain joint attention with their DHH child.  

Technological advances in amplification and CIs have increased the prospect that 
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DHH children will have similar language outcomes as hearing children.  As a result, it 

is imperative that the interactions within the parent-child dyad are explored (Brown & 

Watson, 2017).   

 

Parental responsiveness or sensitivity, also known as attunement, refers to the 

behaviour displayed by parents in response to their child’s signals and the time frame 

in which these occur (James et al., 2013; Shin, Park, Ryu, & Seomun, 2008).  

Research with pre-lingual deaf children highlights the significance of parental 

responsiveness and engagement in scaffolding early speech and language 

development (Goldstein & Schwade, 2008; James et al., 2013).  Parental attunement 

and scaffolding are emphasised for development in the psychological realms 

(Vygotsky, 1978).  Early intervention to support and guide interactions was found to 

increase parental sensitivity, which may be influenced by increased responsiveness in 

children following CIs (Abu Bakar et al., 2010).  These parents also exhibited 

increased responsiveness to child-initiated interaction, extended periods of 

interaction, “increased emotional connectedness and flexibility, better tempo and tone 

of interaction and less conflict” (Abu Bakar et al., 2010 p. 13).  There were no 

significant changes to the maternal sensitivity ratings of mothers in the late CI group.  

Child factors, such as an increase in vocalisation and ability to hear mother’s 

vocalisations, may have increased reciprocity in interactions.  This may have also 

increased the mother’s confidence in communicating with their child.  The mothers of 

late CI children may have experienced significant frustration with communication 

attempts before CI (Abu Bakar et al., 2010). No significant difference between the 

increase of maternal sensitivity ratings in the control and experimental groups was 

found when attempting to isolate the effects of age of CI surgery.  This suggests that 
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involvement in an early intervention programme focusing on parent-child interaction 

alone resulted in this improvement (Abu Bakar et al., 2010).  However, it is possible 

that the communication between parent and child adapts positively over time.   

 

2.9 Support for Parents of DHH children in Northern Ireland (NI) 

Quality standards for the support of children with a hearing loss are available in 

England (NDCS, 2016).  Standards for early years support for DHH children have yet 

to be published in NI.  The English standards provide an overview of the 

professionals from each discipline who should be involved in supporting a DHH child 

from diagnosis.  The standards recommend involvement from audiology departments; 

ear, nose and throat (ENT) staff; health visitors; General Practitioners; and Speech 

and Language Therapists.  The provision should include amplification devices, vision 

and balance assessments, and genetic counselling.  Within Education, the standards 

recommend Teachers of the Deaf should contact the family within two working days 

of diagnosis, following NHSP, to provide support at home or in early years settings.  

Radio aids may be provided in addition to support with language and communication. 

The standards also recommend that Social Care should be provided, and a needs 

assessment should be conducted by a Social Worker.  Following consultation with 

NDCS it became apparent that in NI, provision for the families of DHH children can 

depend on their location and Health and Social Care Trust area.  Following NHSP, 

families are allocated statutory professional services dependent on their location.  Not 

all DHH children in NI will receive support from a Sensory Support Social Work 

team, as each trust has its own referral criteria, often relating to level of hearing loss.  

Moeller et al. (2013) propose ten principles of best practice in family-centred early 

intervention (FCEI) for DHH children, which are relevant internationally.  These 
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evidence-based principles are routed in the belief that family-centred practices 

provide the best outcomes for children.   FCEIs were conceptualised as evidence 

based, flexible and holistic practices which build on existing family strengths and 

promote development of joyful and playful communicative interactions, family well-

being, engagement, and PSE (Moeller et al., 2013).  

 

Within the voluntary sector there are two main children’s charities, which exist 

solely to provide support to DHH children and their families.  The National Deaf 

Children’s Society (NDCS) is a UK wide organisation, established after World War 

II, when parents of DHH children opposed the plan to educate DHH children in 

schools for children with Intellectual Disabilities (NDCS, 2019a).  NDCS in NI 

provides support for families through Children and Family Support Officers who can 

provide impartial advice and support on issues relating to deafness.  NDCS provide 

training for parents and professionals; resources and publications; research and input 

into policies; and campaign for legislation.  NDCS also support families of DHH 

children to establish and run local support groups (NDCS, 2019b).  This enable 

families to connect with other families of DHH children and share experiences and 

advice, they also organise social activities. 

 

Action Deaf Youth (ADY), formerly Northern Ireland Deaf Youth Association 

(NIDYA), was established in 1988 by Deaf young people (ADY, 2019).  The ADY 

Early Years’ Service support deaf children from 0 to 8 years old with group play 

sessions; individual play therapy sessions; and sign language tuition for DHH 

children’s parents, alongside play sessions. 
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Additionally, several other Deaf organisations, such as British Deaf Association 

(BDA, 2019), provide support for all ages of DHH individuals.  BDA currently offer a 

Family Sign Language course in the DHH child’s home for 20 weeks, and a 

mentoring service for DHH children from the age of 8 years (BDA, 2019). 

 

2.10 Interventions to enhance parent-DHH child interactions 

In the context of childhood deafness, ‘intervention’ is typically considered to 

be the diagnosis of hearing loss and the provision of appropriate amplification.  

Whilst this provision influences the development of and access to spoken language, 

other factors, such as parental involvement, are predictors of language outcomes 

(Moeller, 2000; Yoshinaga-Itano, 2003).  Rees et al. (2015) report that family 

intervention for pre-school DHH children in the UK typically involves amplification 

device-related training, genetic counselling, and a parent-child interaction 

intervention to focus on communication development.   

 

Du Feu & Chovaz (2014) report that developing a successful relationship with 

a child depends on a range of facets including effective communication, which can be 

challenging for hearing parents of DHH children.  Davids, Roman and Schenck 

(2018) found early intervention programmes to be crucial and can positively impact 

outcomes for both hearing parents and their DHH children.  Greenberg and Kushe 

(1987) emphasised the need for early intervention to enable DHH children to reach 

their maximum potential. In the DHH children population, research has indicated that 

family involvement in intervention is advantageous (DesJardin, 2003; Moeller, 2000).  

James (2011) suggests that reframing the family as co-workers rather than service 

users could bridge gaps in children’s service provision within the National Health 
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Service (NHS).  A shift from simply offering service provision to also supporting 

parents has resulted in parents receiving information, which emphasised their ability 

to parent a DHH child and increased their self-esteem (Davids et al., 2018).  FCEI has 

been shown to be a vital element in improving outcomes for young DHH children 

(Desjardin, 2003; Lam-Cassettari et al., 2015; Moeller, 2000; Yoshinaga-Itano, 2003).  

Additionally, parent counselling and instruction in signed communication were 

suggested to benefit both parents and DHH children (Greenberg & Kushe, 1987).  

 

2.11 Types of Intervention 

Interventions focusing on parenting to date have utilised support groups 

(Feigin & Peled, 1998), parenting programmes (Garcia & Turk, 2007; Reichmuth et 

al., 2013), home-based support (Storbeck & Pittman, 2008) and video feedback 

intervention (Lam-Cassettari et al., 2015).   

 

Rees et al. (2015) reported that, in the UK, there were four main interventions 

with a family-centred design focusing on developing communication in the DHH 

child: Auditory verbal therapy (AVT; AG Bell Academy for Listening and Spoken 

Language Knowledge Centre, 2007); Hanen (The Hanen Centre, 2011); ‘parent-child 

interaction therapy’ (PCIT); and guidance from the Monitoring Protocol for deaf 

babies and children (GMP; Rees et al., 2015).  With the latter simply employing a 

checklist for parents to record their DHH child’s progress across several domains. 

 

These intervention approaches (see Appendix 4 for further description) are not 

widely available in NI or funded by the NHS for all families of DHH children.  Some, 

such as AVT, may be available at cost to families who are able to source these from 
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private independent therapists.  Professionals in the UK appear to have adopted an 

‘eclectic’ approach towards communication interventions for families of DHH 

children (Rees et al., 2015).  Rees et al. (2015) suggest that, rather than evaluate 

current intervention programmes, future research should be focused on the 

effectiveness of aspects of programmes which demonstrate positive transformation.  

This would enable professionals to work more effectively with limited resources and 

also reflect parental views that focusing on fewer goals would be more beneficial 

(Rees et al., 2015).  Additionally, consideration of parental experience could help to 

identify the effective aspects of an intervention (Rees et al., 2015).  Brown and 

Watson (2017) report that parent-led interventions in the child’s typical family 

environment are likely to benefit the child more than practitioner-focused strategies.  

While Kovacs (2012) noted that methods which do not require specialist resources, 

and which easily transfer into daily life, were preferable to parents.  (Rees et al., 

2015). 

 

Rees et al. (2015) reported that 80% of professionals rated video-feedback as a 

method they would employ to encourage parents to use strategies from interventions 

in everyday situations.  This facilitates practitioners to promote parental self-

reflection and discussion of strategies for encouraging language development.  

Highlighting positive interactions during video-feedback sessions was another method 

which more than half the practitioners reported to be a strategy they always employ 

(Rees et al. 2015). 
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2.12 Implications of Video-Feedback Interventions 

Following meta-analysis of 29 studies, Fukkink (2008) found video-feedback 

interventions to be effective for families of young children and in reducing parental 

stress and increasing parents’ self-confidence.  Studies included a variety of 

participants such as teenage mothers, single parent families, mothers with eating 

disorders, depression or other mental health issues, and half the studies included 

children from a clinical population (Fukkink, 2008).  Some studies were control trials 

and ages ranged from 0 to 8 years.  Focusing on the parent-child interaction may be 

the reason video-feedback has a positive impact on parental stress associated with the 

parent-child level (Fukkink, 2008).  Fukkink (2008) noted a benefit of video-feedback 

was enhanced parental skills for interacting and a more positive view of their 

parenting.  It was suggested that as parents’ interaction skills improve, child 

development such as behaviour, language skills and wellbeing also improve.  Fukkink 

(2008) concluded video-feedback can positively impact on parental skills such as 

intrusiveness which is an aspect of parenting reported to be high in parents of DHH 

children.  Video-feedback was more effective at increasing parental sensitivity than 

interventions which do not use video-feedback.   

 

A systematic review of 29 experimental studies by Balldin, Fisher, Wirtberg 

(2018) concluded that video-feedback interventions enhance parent-child interaction 

and are effective for a variety of ages, environments, issues and cultures.  Maternal 

sensitivity and parent and child behaviour were found to have the largest changes 

following video-feedback interventions (Balldin et al., 2018).  However, it was not 

possible to conclude which target groups or objectives video-feedback is most 

effective with due to lack information.  Balldin et al. (2018) also found positive 
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outcomes for both parent and child behaviours following video-feedback.  This 

review included a variety of video-feedback interventions based on different theories 

and methodologies.  The combination of video-feedback with other interventions, as 

was the case in some of the studies, makes it difficult to extrapolate the effects of 

video-feedback alone.  The varied designs, measures, and sample sizes of the studies 

and factors such as attrition rates, which were not explored, may have influenced 

these results.  

 

‘Short but powerful’ video feedback interventions were found to be most 

effective with the number of sessions not having a direct effect but the overall length 

of the programme with shorter duration on average more effective (Fukkink, 2008; 

Balldin et al., 2018).  Balldin et al. (2018) stressed the importance of clarifying the 

components of video-feedback interventions such as the aim, analysis and feedback of 

video recording.  This is in keeping with Fukkink’s (2008) suggestion that video-

feedback interventions should follow a manualised approach. 

 

2.13 VIG 

VIG is a video feedback intervention which aims to enhance communication, 

interactions and wellbeing between clients.  VIG originated from the ‘Video Home 

Training’ (VHT) programme in the Netherlands (Biemans, 1990).  A VIG 

intervention aims to enhance instinctive positive communication through identifying 

and developing the distinct and effective approach each individual adopts (Kennedy, 

2011).  This is achieved by recording and reviewing a parent’s positive interactions 

with their child (Kennedy, 2011).   The National Institute for Health and Clinical 

Excellence (NICE) guidelines for vulnerable families promotes the use of VIG to 
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enhance maternal sensitivity, in addition to being an evidence-based intervention for 

enhancing social and emotional wellbeing in young children (NICE, 2012).  VIG has 

grown in popularity since its conception and there are now more than 1,500 VIG 

practitioners in the UK from a variety of professions including health, education and 

social work (Kennedy et al., 2017). 

 

2.13.1 VIG with DHH children.  There have been several studies conducted 

using VIG with hearing parents of DHH child.  James (2011) outlined a case-study 

VIG intervention in one family with a deaf child and how VIG supported the 

development of their aim of future well-being.  James et al. (2013) explored the 

impact of an intervention to promote parental sensitivity in the communication 

development of their DHH children.  Lam-Cassettari et al. (2015) explored the use of 

a VIG intervention to impact the quality of hearing parent-DHH child interaction and 

parental self-esteem in the context of prelingual childhood deafness.  Most recently 

Dos Santos and Brazorotto (2018) investigated the use of VIG to improve 

communicative behaviours between hearing parents and DHH children and parental 

self-esteem. 

 

James (2011) reported that VIG was beneficial in aiding the family of the deaf 

child with additional needs, to communicate their hopes for the future.  This was 

achieved through the family identifying what is important for them in the initial goal 

setting session and how they would like to use VIG to facilitate change.  Through the 

provision of a reflective space, VIG enables parents to develop a reflective and 

analytic approach to parenting (James, 2011).  James (2011) attributed the learning 

from VIG to aspects that were ‘noticed', such as the positive difference when the 
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parents communicated with their child in sign language, as opposed to something that 

was taught.  According to James (2011), the theme of ‘seeing’ was identified as a 

powerful tool, which incited a change in attitude in the parents. 

 

In line with previous research utilising a variety of populations (Fukkink, 

2008; Juffer et al., 2005), VIG was found to be a useful intervention for DHH 

children and their parents.  Lam-Cassettari et al. (2015) found there to be increased 

responsiveness and involvement in interactions in DHH children following VIG.  This 

was hypothesised to result from effective VIG intervention to increase parental 

behaviours that stimulate engagement such as parental sensitivity, structuring, non-

hostility (Lam-Cassettari et al., 2015).  Dos Santos and Brazorotto (2018) found 

positive increases in parental communicative behaviour such as following child’s 

interest; using the child’s name; encouraging joint attention; and use of positive 

reinforcement to maintain interest in activities, in the intervention group.  James et al. 

(2013) found emotional availability scores increased on all domains indicating that 

both mother and child were displaying more reciprocal interactions.  Parental self-

esteem was also found to increase following VIG intervention (Lam-Cassettari et al. 

2015; Dos Santos and Brazorotto, 2018).  A consensus of participant satisfaction with 

VIG interventions was reported by Dos Santos and Brazorotto (2018) and James et al. 

(2013) as suggested by achievement of intervention goals and attrition rates. 

 

These findings concur with previous research and suggest that VIG results in 

positive effects in parental self-esteem and interactions between hearing parent and 

DHH children.  Interestingly, a further effect of increased engagement in speech and 
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language therapy was considered to result from seeing the positive outcomes through 

video feedback (Dos Santos & Brazorotto, 2018). 

 

2.13.2 Principles of VIG.  The theories of intersubjectivity (Murray & 

Trevarthern, 1985) and Mediated Learning (Wood, Bruner & Ross, 1976) were 

utilised by Biemans (1990) in forming the theoretical basis for video-feedback 

interventions to enhance communication within families.  VIG is underpinned by the 

theories of social learning (Bandura, 1997); intersubjectivity (Trevarthen, 2005); 

attachment (Ainsworth, Bleher, Waters & Wall, 1978); and mediated learning (Wood 

et al, 1976).  Intersubjectivity and attunement principles supported the development of 

VIG’s ‘principles of attuned interaction and guidance’: being attentive, encouraging 

initiatives, receiving initiatives, attuned interaction, guiding, and deepening 

discussion (Table 2 overleaf; Kennedy, 2011).  These principles form the basis of 

reflection and discussion between the client and guider during a VIG reflection 

session and enable the client and guider to identify which attuned interactions were 

present and how attuned interactions can be developed in order to reach the client’s 

goal (Kennedy, 2011).    

 

Attuned interactions are viewed as a progression of hierarchical building 

blocks with ‘being attentive’ forming the foundation on which all other attuned 

interactions and therefore an attuned relationship develop (Kennedy, 2011).  The first 

four principles develop intersubjectivity and are a prerequisite for developing 

mediating learning, which is associated with the final two principles of ‘guiding’ and 

‘deepening discussion’.  Kennedy (2011) stated that once an attuned interaction 

pattern is established, then a parent can ‘guide’ their child through scaffolding, 
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making suggestions to extend a child’s ideas in play, and judging the level of support 

required and providing help when needed.   

 

Table 2 

Principles of attuned interaction and guidance (Kennedy, 2011, p.28) 

Sensitivity plays a significant role in the development of attuned interactions 

(Kennedy, 2011).  Using the principles of attunement, VIG aims to promote a change 

from the ‘no’ or ‘discordant’ cycle, to a ‘yes’ or ‘attuned’ cycle of interaction between 
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parent and child (Figure 3, below).  Discordant interactions describe those in which 

the parent misses an initiative made by the child and the parent’s turn is subsequently 

missed in the interaction.  An attuned interaction describes a parent who receives their 

child’s initiative and in return the child receives their parent’s turn (Kennedy, 2011).   

 

Attention to attuned interactions is of vital importance in the context of 

deafness.  As previously reported inability to hear their mother’s voice has already 

impacted on how a DHH child forms an attachment relationship (Thomson et al., 

2011).  Encouraging attuned interactions and turn taking within a hearing parent-

DHH child dyad can help to mediate the effects of this. 

 

  Figure 3: Attuned-Discordant Cycle (Kennedy, 2011). 

 

Intersubjectivity refers to recognising that in every interaction both individuals 

are equally significant and competent (Trevarthen, 2009).  Primary intersubjectivity 

refers to interaction between two individuals, which allows emotional dialogue to be 

conveyed and noticed, much like a mother-baby relationship (Kennedy, 2011).  
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Secondary intersubjectivity refers to an evolved process of communication, which 

allows a shared attention to an external stimulus (Kennedy, 2011).  Primary and 

secondary intersubjectivity reflect the core objective of VIG: to increase levels of 

attunement.  This also aids the understanding of how reviewing video clips (shared 

attending to an external stimulus) can aid in positive changes in attuned interaction 

(Kennedy, 2011).   

 

Bandura’s (1977) social learning theory, which highlights the power of 

modelling the behaviour of others, is used in VIG through the process of self-

modelling.  The selection of clips allows the client to view themselves providing 

attuned responses and, since the premise of VIG is to only provide positive feedback, 

the continued viewing of attuned responses increases the client’s self-efficacy that 

there will be a successful outcome (Cross & Kennedy, 2011).  Additionally, ‘mirror 

neurons’, often observed during reflective sessions between adults who mirror non-

verbal behaviour, provide evidence that infants’ brains are innately designed to learn 

in collaboration and from other individuals (Cross & Kennedy, 2011).   

 

Three theoretical themes underpin the use of VIG as an effective intervention 

for change: video; interaction and guidance; and empowerment (Simpson, Forsyth & 

Kennedy, 1995).  The reviewing of video clips that contradict an individual’s negative 

beliefs about themselves, known as cognitive dissonance, challenges an individual to 

resolve this discrepancy by altering their thoughts or behaviour (Cross & Kennedy, 

2011).  In VIG, with the focus on positive interactions, the client has to readjust their 

negative thoughts, which may take several sessions with guided support, to align with 

the positive behaviours observed (Cross & Kennedy, 2011).   
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2.13.3 VIG Process.  The use of recordings within parent interventions is not 

a new concept, however, the unique aspect of VIG is the sole focus on positive 

aspects of communication and the opportunity created for parents to reflect (Kennedy, 

2011).  VIG commences by engaging participants in conversation about possible 

changes to improve their relationship with their child (Kennedy, Ball & Barlow, 

2017).  In collaboration with the VIG guider, these areas of concern or improvement 

are then formed into the goals for change for the VIG intervention.  The VIG 

practitioner takes a video recording of participants interacting with their child for 

approximately ten minutes (Kennedy et al., 2017).  Following the guidelines 

established by Kennedy (2011), the video is analysed by the VIG practitioner and 

short clips are selected, capturing moments of successful interaction and support the 

participant’s goal.  ‘Moments of success’ are identified using the contact principles 

during analysis and shared review beginning with ‘Being attentive’, as the basis on 

which all other principles emerge (Pilnick & James, 2013).  Maxwell and Rees (2019) 

report that VIG practitioners adopt a strengths-based approach, believing that 

participants have the ability to reflect and change whilst remaining sensitive to their 

concerns. 

 

A key aspect of the VIG process is collaboration, whereby the guider respects 

the client as an expert in their own life and experience, resulting in perceived 

empowerment (Maxwell & Rees, 2019).  Cross and Kennedy (2001) found this in turn 

decreases the attrition rate from interventions and increases levels of satisfaction.  

VIG demonstrates the mastery and social persuasion aspects of Bandura’s self-

efficacy theory.  Reviewing clips of successful interactions may increase the PSE of 
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those with DHH children.  Researchers propose further study into whether video 

feedback interventions, and specifically VIG, enhance PSE of parents of DHH 

children (Lam-Cassettari et al., 2015). 

 

2.14 Summary 

This narrative review has endeavoured to outline the literature relating to 

DHH children, and the experiences and challenges encountered by both DHH 

children and their parents.  There is a lack of research focusing on the impact of the 

parent-child relationships between hearing parents and DHH children or the efficacy 

of interventions designed to enhance these interactions.  Video feedback interventions 

have been highlighted as a beneficial intervention for enhancing parent-child 

communication, reducing parental stress, increasing maternal sensitivity, improving 

interactions and also increasing child responsiveness.  Feedback from both parents 

and professionals highlighted the benefits of video feedback interventions for 

integrating into everyday tasks, reviewing positive clips and in terms of the resources 

required to facilitate the intervention.  VIG was highlighted as useful and effective 

intervention for hearing parents of DHH children.  Further research is required into 

maternal stress, PSE, and social competence of children.  This would help to identify 

specific areas of focus for DHH early intervention provisions.  A focused review is 

deemed appropriate to establish the evidence base of video feedback interventions for 

hearing parents of deaf children.   

 

2.15 Focused Review  

 

2.15.1 Overview.  The focused review first outlines the rationale for 

conducting a focused review and identifies the specific focused review question.  The 
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search strategy and protocol will then be discussed and explained.  The final studies 

included in the review will be presented and summarised, before a thematic synthesis 

of the articles is presented.  The findings of the review will be discussed in relation to 

the review question and research questions for the present research will be presented. 

 

2.15.2 Rationale.  Following the narrative review, a focused review of 

research using systematic strategies was deemed necessary to identify studies, 

establish the quality of the studies utilising a structure framework, and synthesise and 

discuss relevant findings.  A systematic review of literature utilises “explicit, rigorous 

and accountable methods” to identify research studies to answer a specific question 

(Gough, Oliver & Thomas, 2017, p.5).  Due to time restrictions it was not possible to 

conduct a full systematic review and thus a focused review using systematic search 

strategies was adopted in an attempt to gain an adequate number of studies for 

unbiased aggregation (Gough et al. 2017). 

 

2.15.3 Focused Review Question: The focused literature review seeks to 

address the question ‘What is known about video-feedback interventions with primary 

caregivers and DHH children?’ 

 

2.15.4 Search Strategy.  A search of electronic databases was conducted in 

using the following databases: Psych Info; ERIC; Medline; Scopus; and Web of 

Science.  These databases were selected in an effort to source articles from the 

relevant fields of psychology, education and medicine.  
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Table 3: 

Electronic Search Terms 

Video Feedback Intervention 

 

"video interaction guidance" OR VIG OR "video home training" OR VHT OR "video feedback" 

OR VF OR "video feedback intervention to promote positive parenting" OR VIPP OR "interaction 

guidance" OR IG OR "relationship focused intervention" OR RFI OR "Marte Meo" OR "video- 

based family intervention" OR "video enhanced reflective practice" OR VERP OR "basic trust" 

OR "play and learning strategies" OR PALS OR "muenster parental programme" OR MPP 

AND 

deaf 

 

deaf* OR "hard of hearing" OR "hearing loss" OR "hearing disorder*" OR "hearing impair*" OR 

"sensory impair*" OR "sensory disab*" OR "partially deaf" OR "partially hearing impair*" OR 

hearing* OR "communication disorder*" 

 

The key search terms ‘Video Feedback Intervention’ and ‘deaf’, along with 

the additional synonyms specified in Table 3 (above) were used.  The two key term 

searches were then combined to generate results covering both topics.  

 

Table 4 (below) shows the breakdown of results obtained from the search 

strategy by database. 

Table 4:  

Number of Articles Identified by Specific Database 

Database Number of Articles Identified 

Psych Info 39 

Scopus 184 

Web of Science 117 

Eric 26 

Medline 96 

Total 462 

Google Scholar and ProQuest were utilised to search for grey literature in the 

form of unpublished theses or research.  Whilst using a systematic strategy to locate 

articles for review endeavours to limit the impact of bias on the literature presented, it 

is still probable that some biases will remain within the literature. ‘Grey’ and hand 

searching methods were also employed to ascertain whether other non-peer reviewed 
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literature was available, in an attempt to reduce bias.  However, it is more likely that 

studies with a positive effect will be published than those with negative or non-

significant outcomes therefore indicating a publication bias.   

 

The search strategy adopted for Google Scholar involved limiting the results 

to the first two pages of articles, as they appeared to become less relevant to the 

search terms from then on.  A similar approach was used for ProQuest, with only the 

first page of results screened as the majority of results were links to further unrelated 

databases (Lists of articles from Google Scholar and ProQuest are available in 

Appendix 5).  An additional 3 articles were included following hand-searching.  The 

researcher also contacted, via email, Christa Lam-Cassettari (c.Lam-

Cassettari@westernsydeney.edu.au), Meghana Wadnerkar-Kamble 

(M.Kamble@uea.ac.uk) and Deborah James (Deborah.James@mmu.ac.uk), who have 

conducted several research studies on the use of VIG with parents of deaf children.  

They were not able to provide any additional published research in this area.  

 

2.15.5 Inclusion/Exclusion Criteria.  The search strategy identified 492 

studies.  The inclusion/exclusion criteria contained in Table 5 overleaf, were applied 

to the titles and abstracts remaining, after duplicates were removed (see Figure 4 on 

p.40, for full details of the systematic review protocol).   

 

 

 

 

 

mailto:c.Lam-Cassettari@westernsydeney.edu.au
mailto:c.Lam-Cassettari@westernsydeney.edu.au
mailto:M.Kamble@uea.ac.uk
mailto:Deborah.James@mmu.ac.uk
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Table 5:  

Inclusion/Exclusion Criteria for Studies. 

Inclusion Criteria Exclusion Criteria Rationale 

Study involved video 

feedback intervention 

The intervention was not 

related to video feedback 

Purpose of the review is to 

identify what is known about 

video-feedback interventions 

Study involved intervention 

between child and a primary 

caregiver 

The intervention was 

between the child and 

someone other than their 

primary caregiver  

Purpose of the review is to 

identify what is known about 

video-feedback interventions 

between caregivers and DHH 

children 

The study involved a DHH 

child with or without 

additional needs 

The child was not DHH The study is focused on video-

feedback interventions for DHH 

children 

Study included 

primary/original data only 

The study was a review, 

meta-analysis, study 

protocol or stated finding 

of other studies. 

This was to ensure the data from 

studies was interpreted in the 

method the original author 

intended (Dempster, 2011). 

Studies in English language  Studies in languages other 

than English and it is not 

possible to obtain a 

translated copy. 

To ensure the full contents of the 

study were available to the current 

researcher. 

 

 

The PRISMA diagram (Figure 4 p.40) illustrates the process whereby articles were 

initially identified.  Duplicate articles were identified and removed leaving 281 

studies.  These studies were screened against the inclusion/exclusion criteria using 

their title or abstract.  This resulted in 20 articles which met or did not contain enough 

information in their title or abstract to conclude if they met the inclusion/exclusion 

criteria.  The full text of these 20 articles were then assessed for eligibility according 

to the inclusion/exclusion criteria (see Appendix 6 for references and reasons for 

exclusion).  Of these, 6 did not include a DHH child, 4 were not primary data, the 

video-feedback intervention was not related to the caregiver-child interaction for 2 

articles, another 2 articles did not utilise a video-feedback intervention and 1 article 

was not available in English.  This resulted in 5 articles being selected for review. 
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PRISMA 2009 Flow Diagram 
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The remaining 5 studies (Table 6), listed alphabetically by first author, met the inclusion 

criteria and were included in the final review. 

Table 6 

Studies included in focused review 

1. Dos Santos, I. R. D., & Brazorotto, J. S. (2018). Video feedback for families of hearing 

impaired children. CODAS, 30(1). 

2. Glanemann, R., Reichmuth, K., Matulat, P., & Zehnhoff-Dinnesen, A. A. (2013). 

Muenster parental programme empowers parents in communicating with their infant with 

hearing loss. International Journal of Pediatric Otorhinolaryngology, 77(12), 2023-2029. 

3. Harrigan, S. & Nikolopoulous, T. P. (2002). Parent interaction course in order to enhance 

communication skills between parents and children following pediatric cochlear 

implantation.  International Journal of Pediatric Otorhinolaryngology, 66, 161-166. 

4. James, D. M., Wadnerkar-Kamble, M. B., & Lam-Cassettari, C. (2013). Video feedback 

intervention: A case series in the context of childhood hearing impairment. International 

Journal of Language and Communication Disorders, 48(6), 666-678. 

5. Lam-Cassettari, C., Wadnerkar-Kamble, M. B., & James, D. M. (2014). Enhancing 

parent-child communication and parental self-esteem with a video-feedback intervention: 

Outcomes with prelingual deaf and hard-of-hearing children. Journal of Deaf Studies and 

Deaf Education, 20(3), 266-274. 

 

2.15.6 Summary of Studies.  A summary of the included studies is presented 

overleaf in Table 7.  Detailed summaries of each of the five studies included in the review 

are presented in Appendix 7.   Each study is summarised in terms of the aims or 

objectives, methodology and findings.   
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Table 7 

Summary of Studies Included in Systematic Review 

Study  Methodology Participants Methods Measures Type of Video 

Feedback 

Intervention 

Outcomes 

1. Dos 

Santos & 

Brazorotto 

(2018) 

 

 

Location: 

Brazil 

Quantitative  

 

Longitudinal 

non-

randomised 

control group 

Control Group 

(CG) n = 5 

Parents/ 

caregivers/ 

grandparents of 

DHH children 

aged 5-11 

 

Intervention 

Group (IG) n = 5 

Parents/ 

caregivers/ 

grandparents of 

DHH children 

aged 5-11 

 

 

 

Pre & Post measures 

 

5 video feedback sessions 

lasting 40 minutes 

Rosenberg Self-Esteem Scale 

 

Listening & Talking 

- observation of 

communication 

behaviours  

 

Satisfaction Questionnaire 

 

 

VIG 

 

Alongside 

typical speech 

and language 

therapy sessions 

 

IG – positive changes 

in communication 

behaviour in 4 of 5 

families 

CG – minimal 

changes observed in 

communicative 

behaviour 

 

Increased Self-esteem 

in both groups but 

only significant in 

experimental group. 

 

All families satisfied 

with intervention.  

2. 

Glanemann 

et al. (2013) 

 

 

Location: 

Quantitative 

 

Prospective 

Group Study 

 

Pseudo 

Training Group 

N= 15 parents 

 

2 individual 

counselling 

sessions, 6 group 

Pre & Post Measures 

 

Training Group Pre – 1-3 

weeks before start 

Post – 1-3 weeks after 

 

Child Orientated 

Communication behaviour of 

parents: responsive behaviour – 

mirroring, imitation, repetition, 

lack of response to child’s cues 

 

Video Feedback 

plus parent 

course 

IG: parental 

responsiveness to 

vocal, preverbal 

signs, and non-verbal 

cues, significantly 

enhanced 
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Germany Randomised 

Control Trial 

sessions, 2 

individual 

sessions with 

video feedback 

over period of 4 

months 

 

Control Group 

N= 14 parents 

Control Group – tested at 2 

times within the same 4-

month period  

Communication enhancing or 

inhibiting behaviour in 

children: vocal signals and non-

vocal signs 

Child responses 

significantly 

increased  

CG: no significant 

differences in 

parental responses 

Differences in child 

responses not 

significant 

 

3. Harrigan 

& 

Nikolopoulos 

(2002) 

 

 

Location: 

Nottingham, 

UK 

Quantitative  

 

Prospective 

Study  

 

n = 17 parents of 

11 DHH children 

with CI 

Pre and Post video 

recordings (15 days – 2 

months) pre course and post 

course (15 days – 1 month) 

 

16 families filmed after 12 

months 

 

Video samples  

 

Parent interaction training 

course adapted ‘It Takes 

Two to Talk’  

and home visits by SLTs 

Video recording – rating of 

parent communicative 

behaviours as initiations or 

responses 

Video-feedback 

plus parent 

course 

Parental initiations 

significantly reduced 

post intervention. At 

12 months post 

intervention, slight 

significant increase 

 

Parental responses 

significantly 

increased and 

remained high at 12 

months post 

intervention 

 

Parental satisfaction 

– assumed to be high 

due to zero attrition 

rate 

4. James et Quantitative n = 3 hearing Pre-VIG followed by 8 – 10 Emotional Availability Scales VIG Emotional 
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al. (2013) 

 

 

Location: 

Nottingham, 

UK 

 

Single case 

study 

mothers and their 

DHH children 

weeks of waiting, second 

pre-assessment, then VIG 

protocol, 2 weeks post-VIG 

assessment, followed by 

waiting period of 12 weeks, 

second post- VIG 

assessment.  

 

 

Tait (pre-verbal) autonomy in 

communication 

 

Behavioural coding of gaze and 

vocal behaviour 

 

Vinelands – personal and social 

development 

availability – stability 

and enhancement for 

all cases and 

particularly for child 

responsiveness 

 

Tait – increased 

autonomy in 

communication 

behaviours in all 3 

cases 

 

Parent satisfaction – 

all goals were met 

and zero attrition rate 

inferred to mean 

parents all satisfied 

with intervention 

 

5. Lam-

Cassettari et 

al. (2015) 

 

Location: 

Nottingham, 

UK 

Quantitative 

 

Randomised 

control trial 

with wait list 

control group 

IG: n = 7 hearing 

mothers and DHH 

children  

 

CG: n = 7 hearing 

mothers and DHH 

children  

 

IG: Pre-VIG assessment, 

Post-VIG assessment & 8-

12 weeks post-VIG 

assessment  

CG: Pre-VIG assessment, 

pre-VIG assessment (2), 

post-VIG assessment 

Emotional Availability Scales 

 

Rosenberg  

Self-Esteem Scale 

VIG 

 

Emotional 

Availability - 

significant increase 

on 5 of 6 subscales in 

both groups 

 

Significant difference 

in self-esteem - 

positive effect 
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2.15.7 Critical Appraisal. There are several frameworks for critically appraising 

articles selected through systematic review.  The Weight of Evidence (Gough, 2007) 

was utilised as it is a tool primarily use for appraising quantitative studies, and due to 

its succinct nature.  The TAPUPAS (Pawson, Boaz, Grayson, Long & Barnes, 2003) 

is another framework for appraising the quality and relevance of a study to a review 

question.  However, overlap between the two frameworks is evident (Gough, 2007). 

Table 8 

Weight of Evidence Framework (Gough, 2007) 

Table 9 below provides a summary of the Weight of Evidence (WoE) ratings for each 

study.  

Table 9:  

Weight of Evidence Appraisal 

 

Study 

Number 

Study Reference WoE A WoE B WoE C WoE D 

1. Dos Santos & 

Brazorotto (2018) 

Low High Medium Medium 

2. Glanemann et al. 

(2013) 

 

Medium Medium Medium Medium 

3. Harrigan & 

Nikolopoulos 

(2002) 

Low Medium  Medium  Medium  

4.  James et al. (2013) Medium  High  Medium  Medium  

5. Lam-Cassettari et 

al. (2015) 

Medium High Medium Medium 
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Three studies (Glanemann et al., 2013; James et al., 2013; Lam-Cassettari et 

al., 2015) included in this review were given a generic methodological quality rating 

of ‘Medium’ on WoE A.  Dos Santos and Brazorotto (2018) and Harrigan and 

Nikolopoulos (2002) were rated as ‘Low’ due to the limited information provided 

about analysis of results and lack of transparency regarding the methods of video 

feedback intervention.  All studies reviewed had small sample sizes, thus limiting the 

power of the studies.  Other methodological limitations included lack of clarity 

surrounding participants’ socio-economic status, ages and level of hearing loss. 

 

Similarly, the research designs of three studies (Dos Santos & Brazorotto, 2018; 

James et al., 2013; Lam-Cassettari et al., 2015) were judged to be appropriate to the 

individual research studies, and also to the review question.  These studies utilised 

video-feedback intervention programmes that have previously been evaluated.  In 

WoE B, these studies were rated as ‘High’.  Glanemann et al. (2013) utilised an 

adapted form of an established video-feedback intervention as part of a parenting 

programme for parents of DHH children. This intervention was being evaluated in the 

study and was therefore rated ‘Medium’.  Similarly, Harrigan and Nikolopoulos 

(2002) combined an adapted parenting programme with a video-feedback 

intervention, following a protocol which had not previously been evaluated, and was 

therefore rated ‘Medium’. 

 

All five studies included in the review were rated as ‘Medium’ for the third category, 

WoE C.   Issues were noted relating to the generalisability of studies, given their 

small sample sizes; lack of clarity surrounding participants or inclusion of mother-

only; and variety of video-feedback intervention procedures.  Most studies utilised an 
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English population and, more specifically, one hospital trust in Nottingham, 

indicating that generalisability of these studies may be limited. 

 

Overall, WoE D appraisals were established on the average of the other three 

categories.  All studies were deemed to have a ‘Medium’ WoE rating.  A detailed 

summary of WoE ratings can be found in Appendix 8. 

 

2.15.8 Synthesis.  Synthesis of the five studies identified key areas for 

discussion, (Figure 5 below) which are presented thematically below.   

  

 

Figure 5. Themes identified across the five studies. 

 

a. Self-Esteem. Two studies measured the self-esteem of the parents of DHH 

children (Dos Santos & Brazorotto, 2018; Lam-Cassettari et al., 2015).  Dos Santos 

and Brazorotto (2018) found the IG to have a ‘remarkable’ increase in SE scores 

whilst the CG had ‘minimal variability’ between their pre and post scores.  Lam-
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Cassettari et al. (2015) found VIG to have a significantly positive effect on SE scores.  

These findings indicate that video feedback, and specifically VIG, interventions may 

have a positive impact on parental self-esteem. 

 

b. Caregiver-DHH Child Interactions. Two studies utilised the Emotional 

Availability scales (EA) to assess the quality of parent-child interactions and as a 

measure of dynamic relational synchronicity between mother and child.  Lam-

Cassettari et al. (2015) found VIG intervention to increase scores on the sensitivity 

and structuring aspects of EA.  In addition, increases in child scores on 

responsiveness and involvement were also indicative of increased verbal and non-

verbal responsiveness and engagement.  James et al. (2013) reported pre-intervention 

scores to be high.  However, following intervention, scores remained stable or 

improved, indicating that mother and DHH child were becoming more emotionally 

connected.  These findings highlight the need to consider the bidirectional influence 

of both members of the caregiver-child dyad. 

 

Dos Santos and Brazorotto (2018) reported positive changes in interaction, in 

four out of five families in the IG.  Improvements were noted in: following interest of 

child; calling the child by name; use of communication strategies; naming objects; 

expansion of child’s semantic production; gaining attention; encouraging engagement 

in activity through positive reinforcement and melody; and maximising hearing 

strategies through acoustics and hearing aids.  The CG scores for interaction remained 

the same or showed slight increases in communicative behaviour, which could be due 

to increased age of child over course of CG phase.  The limited increase in one IG 

family was considered to be a result of additional confounding factors such as 
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indecision surrounding communication mode.  Harrigan and Nikolopoulos (2002) 

reported post-intervention parental initiatives to decrease and parental responses to 

increase with stability after 12 months for responses and a slight increase in parental 

initiations.  This indicates the intervention had a positive effect on the parental 

communicative behaviour.  Glanemann et al. (2013) found that IG parents were more 

responsive and attentive to their child’s vocal signals and reduced initiating 

behaviours.  This resulted in increased vocalisations of the DHH children despite this 

not being a direct focus of either the video feedback or parenting programme.   

Overall, the use of video feedback interventions appear to have a positive effect on 

interactions between caregiver and child.  All studies reported either stability or 

increase in outcome measures related to interaction.  A shift towards more attuned 

interactions, with parental initiations decreasing and responses increasing was also 

reported. 

 

Despite the use of VIG in several studies, none of the studies made reference 

to the ‘Principles of Attuned Interaction’ (Kennedy et al., 2011) analysed during 

shared review sessions, as an outcome measure of parent-child interactions. Instead, 

all studies employed additional ratings and measures of interactions between the 

caregiver-child dyad. 

 

c. Caregiver-child Recording and Review Sessions. There is a disparity with 

caregiver participants for recording and review sessions in all the studies reviewed.  

James et al. (2013) and Glanemann et al. (2013) utilised a combination of family 

members or caregivers of the DHH child.  James et al. (2013) reported the mother was 

present for all bar one recording and review session and, in one case, the father was 
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also present for all sessions.  However, the participants in the recording sessions 

included mothers, fathers, maternal and paternal grandmothers.   

 

Dos Santos and Brazorotto (2018), Harrigan and Nikolopoulos (2002) and 

Glanemann et al. (2013) reported that, in several cases, both parents were involved in 

the intervention. However, they did not specify whether one or both parents 

participated in some or all the recording/review sessions.  Lam-Cassettari et al. (2015) 

used only mothers for all recording and review sessions.  Overall, most caregiver 

participants were mothers. 

 

d. Type of Video Intervention. Dos Santos and Brazorotto (2018), Glanemann 

et al. (2013), Lam-Cassettari et al. (2015), and James et al. (2013) all utilised VIG 

protocol set out in Kennedy et al. (2011) as the video-feedback intervention.  Harrigan 

& Nikolopoulos (2002) did not utilise VIG or an evidenced-based video-feedback 

intervention, but the intervention appeared to follow the same basic principles of 

reviewing recorded interactions between caregiver-child dyads and noting positive 

interactions (as well as issues). 

 

Dos Santos and Brazorotto (2018) also reported using a VIG intervention 

paired with speech and language therapy sessions.  This study involved a RCT with 

the CG receiving only SALT.  Significant differences were reported between the IG 

and CG interactions.  Given these results and that SALT is a typical experience of 

most DHH children, it is possible that the outcomes of in the IG could be attributed to 

the VIG intervention.  Glanemann et al. (2013) paired a VIG intervention with the 

MPP, and it is not possible to establish whether the positive effect in outcome 
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measures is a result of VIG or of the combined training from the MPP.  Harrigan and 

Nikolopoulos (2002) utilised an adapted parent interaction training course and 

interspersed these sessions with two video-feedback sessions.  Again, it is not 

possible to ascertain the level of effective change provided solely from video-

feedback due to the additional intervention. 

 

e. Experiences of Caregivers engaged in Video-Feedback Interventions. The 

studies reviewed placed little focus on the experiences of caregivers with video-

feedback interventions, with Harrigan and Nikolopoulos (2002) reporting adult 

participants to be ‘satisfied’ simply due to the zero-attrition rate, despite the lengthy 

journeys required for sessions.  Dos Santos and Brazorotto (2018) found four of the 

five IG families to rate their satisfaction with the video-feedback intervention on a 

questionnaire as ‘excellent’, while the remaining family concluded it was ‘good’.  

Glanemann et al. (2013) reported parental satisfaction to be high but provided little 

evidence for this finding other than attendance at sessions.  Lam-Cassettari et al. 

(2015) utilised a sample of participant goals for VIG to demonstrate satisfaction with 

the intervention, however, it remains unclear if all participants were satisfied.  

Similarly, James et al. (2013) reported that parental satisfaction was inferred from 

goals being reached in all cases and a zero-attrition rate (which also included the 

extended study of 17 families). 

 

f. Additional Needs. Lam-Cassettari et al. (2015) reported that, in order to 

reflect the heterogeneity of the DHH child population, children with additional needs 

were not excluded from their studies.  They argued that inclusion of DHH children 

with additional needs demonstrates the efficacy of VIG not only for DHH populations 
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but also for those with additional needs.  Glanemann et al. (2013), Lam-Cassettari et 

al. (2015), and James et al. (2013) all included DHH children with additional needs.   

The study conducted by Dos Santos and Brazorotto (2018) was the only one to 

specifically exclude DHH children with additional needs from their study, whilst 

Harrigan and Nikolopoulos (2002) did not specify the inclusion or exclusion of DHH 

children with additional needs.  The inclusion of children with additional needs may 

be a confounding variable and increase the complexity of the research. 

 

g. Age of Children. Children in all studies reviewed ranged from 6 months to 

11years, where reported.  This was reported to be due to recruitment procedures of 

‘first come, first served’ (James et al., 2013).  The variety of ages in the study by 

Lam-Cassettari et al. (2015) was due to assessing children for levels of speech 

development. Participants were assessed as prelingual, (less than 50 signed or spoken 

words), using a standardised measure.  This may also have been influenced by several 

participants having additional needs.  Dos Santos and Brazorotto (2018) required 

children to have a cognitive age of 12 months or younger at the beginning of the 

study, but the assessment of this is not detailed.  This indicates that VIG is suitable for 

DHH children of all ages. 

 

h. Level and Aetiology of Hearing Loss and Amplification Type. Lam-

Cassettari et al. (2015) and (James et al., 2013) specified children who were 

congenitally deaf and included a majority of profoundly deaf children in their 

research.  Harrigan and Nikolopoulos (2002) recruited both congenital and acquired 

DHH children.  Dos Santos and Brazorotto (2018) recruited all levels of hearing loss 

and detailed the aetiology for each child as idiopathic, heredity or prematurity.  
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Glanemann et al. (2013) included all levels of hearing loss but specified the age at 

which they were diagnosed.  The majority were diagnosed at less than six months 

indicating they may have been congenitally DHH however this is not specified.  A 

small number of children were identified after six months.  Most children in both the 

control and intervention groups had a bilateral hearing loss within the moderate to 

severe range.  However, children with bilateral, unilateral, and conductive hearing 

loss were included in this study.  Type of amplification was not specified.  Lam-

Cassettari et al. (2015) and Harrigan and Nikolopoulos (2002) utilised only CI DHH 

children.  James et al. (2013) reported two children had CIs and one child received CI 

during the intervention phase.  Dos Santos and Brazorotto (2018) included a mix of 

HAs and CIs as well as bilateral and unilateral hearing loss where only one 

amplification device was used.  The variety of level and aetiology of hearing loss and 

amplification device used reflects the heterogeneity of DHH populations.  This can 

impact on results of interventions for a variety of reasons such as parental adjustment 

to CI surgery, level of auditory information received by DHH child and the amount of 

time since CI.  A child waiting for CI surgery or just after CI surgery may have 

limited access to sound, which in turn may impact on the parent-child interactions.  

Typically, the earliest children undergo CI surgery is 18 months old but often there is 

a period of assessment when the child is developing speech which may delay the 

process further.  Video feedback intervention which focuses on developing attuned 

interactions may be particularly beneficial during the period before CI surgery. 

 

i. Adult Participants. Harrigan & Nikolopoulos (2002), James et al. (2013) 

and Lam-Cassettari et al. (2015) reported little information relating to adult 

participants.  Glanemann et al. (2013) reported the years of education, age, and 
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hearing status of parents in each group, whilst Dos Santos and Brazorotto (2018) 

reported the age, occupation, economic class and socio-educational status of each 

adult participant.  This variety of adult participants will affect the transferability of 

results to future studies. 

 

j. Location. Three of the five studies reviewed were conducted in England.  

One study, Glanemann et al. (2013) was conducted in Germany whilst the remaining 

study, Dos Santos and Brazorotto (2018), was conducted in Brazil.  All studies were 

published in English, but Dos Santos and Brazorotto (2018) and Glanemann et al. 

(2013) were also published in Portuguese and German, respectively. 

 

2.15.9 Summary.  This review sought to answer the question ‘what is known 

about video feedback interventions for parents of DHH children?’.  Much research to 

date involved DHH children with additional needs, which may impact on the levels of 

parental stress and PSE experienced, in addition to a diagnosis of hearing loss.  The 

research has focused on a variety of age groups, levels of hearing loss and maternal 

participants.  Most video-feedback interventions followed the VIG protocol set out in 

Kennedy et al. (2011).  Which reflects the suggestion for good practice of a 

‘manualised’ form of video feedback intervention by Balldin et al. (2018).  However, 

several studies have combined VIG with additional parent training.  There remains a 

gap in the literature focusing on DHH children under the age of 3 years to constitute 

early intervention, without additional needs, and specifically focused on the efficacy 

of VIG without additional intervention to enhance parent-child interactions. 

Currently, none of the research on video feedback interventions with DHH children 

has focused on families in NI. 
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Most studies included some measure of parent-DHH child interactions 

however none of the studies, which utilised VIG, used attuned interactions as an 

outcome measure of change in parent-child interactions.  The principles of attuned 

interaction are used to analyse the clips shown to parents and in shared reviews for 

VIG protocol and require no additional recording or pressures on the participants.  It 

is important to consider the parent-DHH interactions as an outcome measure given 

research suggesting this is an area hearing parents may require support with.  Lam-

Cassettari et al. (2015) recommended that future research using a VIG intervention 

should consider the impact on PSE and parenting stress.  None of the studies reviewed 

focused on either of these aspects of parenting a DHH child, which presents a gap in 

the research to date.  An area which appears to have been overlooked from previous 

studies, is the experience of caregivers participating in video-feedback interventions.  

Attempts were made to ascertain the level of satisfaction with participation but none 

of the studies specifically gathered detailed evidence of how or why they were 

satisfied.  It is important particularly with parents of DHH children that interventions 

are evaluated due to the increased pressures on parents to attend a variety on 

appointments and therapies on a regular basis.  Therefore, it would be beneficial to 

ascertain what motivated the parents to participate and remain engaged until the end 

of the process.   

 

2.15.10 Research Questions.  The present study is entitled ‘Exploring the Use of 

VIG with Hearing Parents of DHH Children’.  After reviewing the literature this 

study aims to address some of the gaps present within the current research and 

consider some of the suggestions for future research.  This study will utilise VIG as 



 56 

the method of video-feedback with pre- and post-measures of attuned interactions, 

parenting stress and PSE and explore the experiences of participating in VIG.  The 

present study will endeavour to answer the following research questions: 

 

1. How might VIG impact on attuned interactions, parenting stress or parental 

self-efficacy in hearing parents of DHH children? 

2. What is the experience of hearing parents of DHH children undertaking VIG? 
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3.0 Chapter 3 Methodology 

 

3.1 Overview 

This chapter describes the methodology utilised in the current study.  The researcher’s 

philosophical stance is discussed.  The study design, participants, materials, measures 

and procedure are then described.  The proposed methods of analysis and ethical 

considerations are also discussed. 

 

3.2 Philosophical Perspectives in Research 

The definition of ‘knowledge’ and the methods of determining it are 

subjective and influenced by the researcher’s context and beliefs (Scotland, 2012).  

When conducting research, it is necessary for the researcher to demonstrate 

reflexivity in order to examine their influence on the research process (Berger, 2015).  

Some of the main philosophical stances will be considered and the reasons for the 

standpoint adopted for the current study discussed. 

 

3.2.1 Paradigms.  A research paradigm refers to the framework within which 

the research takes place in the context of the beliefs, assumptions, values and 

practices shared by the research community (Kuhn, 1962).  A paradigm is comprised 

of ontology, epistemology, methodology, and methods (Scotland, 2012).   

 

Ontology considers what constitutes reality and specifically focuses on the 

association between the researcher’s worldview and interpretation and practices 

(Braun & Clarke, 2013).  Variation in a researcher’s ontological position determines 

whether, and to what degree, reality can be considered a separate entity from human 
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practice and understanding, and therefore also research, or whether knowledge will 

always influence our perspective (Braun & Clarke, 2013).  A continuum ranging from 

realism to critical realism to relativist was proposed by Braun and Clarke (2013).  

Realism proposes that there is only one truth, which can be discovered through 

application of appropriate research techniques (Braun & Clarke, 2013).  This is often 

associated with quantitative research.  Relativism considers that there are multiple 

constructed realities and that these transform over time and contexts, depending on 

knowledge that is gained and how this comes about (Braun & Clarke, 2013).  A 

relativist ontology is commonly associated with qualitative research but rarely with 

quantitative approaches.  Between realism and relativism lies the critical realist 

ontology, which purports that knowledge is influenced by social context and therefore 

cannot be fully accessed by the researcher (Madill, Jordan & Shirley, 2000).  This 

ontological position often underpins a variety of qualitative research approaches, 

including thematic analysis (Braun & Clarke, 2013).  Braun and Clarke (2013) 

describe epistemology as “the nature of knowledge” (p. 26), and state that it 

“addresses the question of what it is possible to know” (p. 29).  An epistemological 

stance is derived from a researcher’s ontological stance.  The underlying distinction 

between the various epistemological stances is the perception that reality can be 

discovered through research or the perception that reality is created as a result of this 

process (Braun & Clarke, 2013).   In research, methodology can be considered as a 

framework consisting of theories and strategies (Scotland, 2012).  Methodology 

considers how the researcher can discover what they think can be known (Guba & 

Lincon, 1994), whilst ‘method’ refers to the techniques for gathering and analysing 

data (Crotty, 1998).  Methodology is concerned with why, what, from where, when 

and how data is gathered, as well as the type of analysis conducted (Scotland, 2012).   
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3.2.2 Positivism and Post-Positivism.  The positivism paradigm proposes 

that the association between the world and our perception is a simple one.  Reality can 

be discovered through scientific methods, which remove bias through the control of 

specific variables.  When applied appropriately, it is possible to obtain the ‘truth’.  

This approach was typically associated with quantitative research approaches. 

Post-positivism is a ‘less pure’ version of positivism and postulates that, while the 

truth can be found, it will contain influences from the researcher’s context.  This 

approach, in contrast to constructivist epistemologies, seeks to discover the ‘truth’ by 

controlling for influences on this knowledge (Braun & Clarke, 2013).   

 

3.2.3 Constructivism.  A constructivist approach postulates that knowledge is 

constructed through our dialogue and systems of meaning (Burr, 2003).  A single 

truth does not exist, but knowledge is constructed by humans through interpretation of 

social and cultural contexts (Braun & Clarke, 2013).   

 

3.2.4 Contextualism.  The epistemology of contextualism can be perceived as 

a version of constructionism whereby there is no single reality.   Knowledge is viewed 

as resulting from contexts and is influenced by the researcher’s philosophical views 

(Madill et al., 2000).  Contextualism differs from constructivism in its consideration 

that there is an element of truth dependent on the context, but that it is not possible to 

discover the truth using one single method (Tebes, 2005). 

 

3.2.5 Pragmatism.  In contrast to the previous paradigms, the pragmatist 

approach acknowledges the presence of both singular and multiple realities (Creswell 
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& Plano Clark, 2007).  This enables the researcher to evade the restraints of seeking 

to find one particular research method or technique and issues related to truth and 

reality, and allows the focus to be on the most appropriate method for addressing 

practical problems in the real world (Creswell & Planto Clark, 2007).  This approach 

recognises that research does not occur independent of influence from social, cultural 

and political contexts (Morgan, 2014).  Pragmatists propose that the aim of research is 

not to establish a truth devoid of human experience but to gain a rich understanding 

(Morgan, 2014).  Pragmatists acknowledge the value of both qualitative and 

quantitative research methods, and that the knowledge generated will provide further 

insight into the complexity of society and social life (Feilzer, 2010).  Pragmatists tend 

to use a mixed-methods design to address research questions and, according to 

Morgan (2007), this provides an appropriately integrated methodology through its 

regard for both quantitative and qualitative methods. 

 

 3.2.6 Philosophical Stance in the Current Study.  The current research 

aimed to explore the use of VIG with hearing parents of DHH children and parents’ 

experience of undertaking a VIG intervention.  The researcher adopted a pragmatic 

approach to this research.  This enabled the researcher to employ both quantitative 

and qualitative methods to gather relevant data to address the research questions. 

This research aims to understand parental experiences of VIG in addition to exploring 

its use with parents of DHH children thus it is exploring and understanding a practical 

issue rather than seeking a particular truth.   

 

The researcher is aware of the various philosophical viewpoints, realities and 

data sources and in adopting a pragmatic stance, sought to employ the most 
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appropriate methods to answer the research questions, which may reflect multiple 

paradigms.  In considering this research, the researcher’s aim is to explore a real-life 

issue and the experiences of participants.  This approach enabled the researcher to 

develop a shared understanding with the participants, which is central to VIG and the 

pragmatic stance.  Pragmatists consider research to be a human experience influenced 

by the beliefs and actions of researchers (Morgan, 2014).  Researchers are then able to 

consider their own influence in the research process and the possibility that, that given 

within pragmatism there is no absolute truth and all individuals have a unique 

perspective of the truth (Morgan, 2007), their perception may be incorrect. 

 

3.3 Design 

This study utilised a case-study design with both qualitative and quantitative 

methods to explore the use of a VIG intervention with hearing parents and DHH 

children on attuned interactions, parental stress, PSE and the experiences of parents 

participating in VIG.  Creswell (1999) defined a mixed-methods approach as the 

mixing of qualitative and quantitative methods of data collection and analysis within a 

single study.  This definition was further developed to: 

“A mixed-methods study involves the collection or analysis of both 

quantitative and/or qualitative data in a single study in which the data are collected 

concurrently or sequentially, are given a priority, and involve the integration of the 

data at one or more stages in the process of research” (Creswell, Plano Clark, 

Gutmann, & Hanson, 2003, p.165). 

The use of multiple methods of data collection can help to reduce the 

limitations or disadvantages of only using one specific method (Jick, 1979).  It is 
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widely accepted that a mixed-methods approach to research can strengthen a study 

and provide rich data for analysis (Creswell, 1999).     

 

A case-study is “an approach to research that facilitates exploration of a 

phenomenon within its context using a variety of data sources” (Baxter & Jack, 2008, 

p.544).  Yin (2003) highlights the usefulness of case-study design for evaluating 

interventions, which was appropriate for this research.  Yin (2003) also suggested that 

when research is concerned with ‘how’ and ‘why’ questions, a case-study design is 

most appropriate.  The quantitative aspect of this research addresses whether VIG is 

beneficial for parents of DHH children and the qualitative aspect is concerned with 

why it does or does not work.  This will provide vital information for professionals 

involved with this population.  Case-study design also enables the researcher to 

capture the experiences of each individual parent, providing rich in-depth data.  It 

enables the researcher to understand the real-world context of the case.  The 

quantitative data, the number of attuned interactions, parental stress levels and PSE 

were the initial focus of the research, with qualitative data further enhancing the 

quantitative results and interpretation.  Adopting a pragmatic stance also enabled the 

integrity of both the qualitative and quantitative aspects of the research to be 

maintained. 

 

3.3.1 Quantitative Methods.  The measures included: recording the use of the 

principles of attuned interaction in the video data; TOPSE – for parental self-efficacy 

and PSI – for parenting stress; and rating of parent’s goal question (Figure 6 overleaf).  

A repeated measures design (Figure 7 overleaf) was employed to investigate changes 

between scores before and after participation in VIG.   
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Figure 6.  Quantitative measures used pre and post VIG 

  

Fukkink (2008) recommended the use of attitudinal measures such as the PSI 

to identify potential aspects of benefit from VIG.  The dependent variables for this 

research were: the number of attuned interactions as measured by recording the use of 

the principles of attuned interaction; parental stress as measured by PSI-SF; and PSE 

as measured by TOPSE.   

 

Figure 7: The repeated measures design 

 

3.3.2 Qualitative Methods.  Semi-structured interviews were conducted with 

participants following the VIG intervention.  The researcher interviewed participants 

for approximately 20 minutes in their own home following cycle 3 of VIG.  The 

interview schedule (Appendix 17) used open-ended questions to explore parents’ 

thoughts about VIG and any potential improvements that could be made to the 
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process.  The interviews aimed to explore the parents’ experiences of participating in 

VIG.  The experiences and views of hearing parents of DHH children participating in 

video-feedback interventions have been neglected in previous research.  Parents of 

DHH children must attend a variety of specialist services with their DHH child such 

as speech and language therapy, audiology and Teacher of the Deaf appointments.  

Rees et al. (2015) highlighted the importance of exploring parental experiences of 

interventions to identify the effective aspects of an intervention.  The interviews were 

audio recorded, transcribed and analysed by the researcher using TA. 

 

3.4 Ethical Considerations 

Ethical approval for this study was granted by the QUB Faculty of 

Engineering and Physical Sciences Research Ethics Committee (Appendices 8 & 9).  

The researcher complied with all QUB research policies and procedures, and a risk 

assessment was conducted.   

 

3.4.1 Confidentiality.  The topic of confidentiality was discussed with 

participants prior to gaining their consent.  Participants were given a written consent 

form (Appendix 11) and all aspects of this were discussed.  Participants were made 

aware of their right to confidentiality (Appendix 12-Participant information sheet) 

except in the instance of risk to themselves or their child.  In such circumstances the 

researcher advised participants the research supervisor, Maria McAleese, would be 

contacted as well as the safeguarding officer for DECAP, Patricia Davidson.  The 

researcher informed the participant that they would be kept up-to-date with any 

actions taken.   Participants were informed that all data would be stored confidentially 

and only viewed by the researcher, the research supervisor and the specialist VIG 
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supervisor during the intervention period.  Data collected was stored in line with 

current Data Protection guidelines and will be kept for 5 years.  All electronic data, 

including video, audio and transcripts, were stored on a password-protected and 

encrypted laptop.  Hard copies of measures were stored in a locked filing cabinet.  

Participants were informed that pseudonyms would be utilised to protect their 

anonymity. 

 

3.4.2 Consent.  Participants were made aware of the purpose of the study and 

how the information collected will be used and stored.  Participants were given an 

information sheet (Appendix 12) describing the research, what would be involved and 

what they could expect.  Participants were informed of their right to withdraw from 

the study at any time without adverse consequences, and that their data would be 

destroyed.  Fully informed written consent was obtained from parents prior to data 

collection, in line with BPS Code of Conduct (2009).  Parental consent for the 

involvement of their children was also gained, as it was not possible to gain consent 

from children in this age group.  All children were under 3 years of age and unable to 

consent to participate, but their assent was gauged by the researcher in collaboration 

with parents at the time of participation.  Prior to recording, the researcher and parents 

observed the child and gauged their willingness to participate by their response to the 

researcher’s presence, the presence of a camera and their general mood, presentation 

and behaviour.  Had the child displayed any level of discomfort or negative reaction 

to any of these factors the filming would not have proceeded or been discontinued.  

The children all appeared willing to engage in the study by their presentation and 

behaviour, therefore the researcher proceeded with the intervention. 
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The parent was present throughout the intervention.  Additionally, an initial 

meeting was conducted to provide further explanation of the information letter and 

answer questions about what the intervention would involve. No risk to life was 

anticipated through participation. Parents were fully informed at all times and regular 

debriefing sessions allowed parents to raise any queries. 

 

3.4.3 Potential Ethical Issues.  Deaf children are a heterogeneous group with 

factors such as age of identification, aetiology of deafness, language exposure and 

development influencing a child’s developmental trajectory.  The inclusion criteria for 

this study stated children must not have any diagnosed additional needs or syndromes 

in addition to deafness, however these may not become apparent until a later 

developmental stage.  Parents were asked during their initial meeting to provide 

details about their child’s level of hearing loss, aetiology and any additional needs. 

 

Participants were informed of their right to withdraw from the study at any 

time, and their right to withdraw their data up to one month after interview.  This VIG 

intervention was estimated to take approximately two to three months to complete.  

Given this time span there was the potential that participants could withdraw during 

the study.  Parents of DHH children have many appointments for their child and VIG 

could be considered a substantial impingement on their time.  In order to try and 

avoid withdrawal from the study parents were informed of the length of their 

commitment for VIG at the initial meeting.  It was hoped recruitment of four parent-

child dyads would result in at least three committing to the study. 
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3.5 Participants 

3.5.1 Inclusion/Exclusion Criteria.  Inclusion criteria for the present study 

are presented in Table 10 below. 

Table 10: 

Inclusion and Exclusion Criteria for Study 

Inclusion Criteria Exclusion Criteria  Rationale 

Hearing parents DHH parents Research has indicated deaf children of 

Deaf parents have interactions and 

communication akin to those of hearing 

parents-hearing children 

Child’s hearing loss is 

profound or severe 

Children with a mild, 

moderate or no identified 

hearing loss 

Children with profound or severe hearing 

loss will be known to all relevant health 

and education services and may require 

more support than those with a mild or 

moderate loss. 

DHH child aged between 6 

months and 3 years 

DHH Child aged under 6 

months or over the age of 3 

Under 3 years of age to qualify as early 

intervention 

Preferably be a first born, 

only child 

A DHH child with an elder 

sibling who is less than 4 

years older 

Parenting efficacy may have been 

established or influenced through 

parenting their first child.  A first born 

DHH child or a gap of 4 years between 

the first born and second born DHH child 

may allow for efficacy for parenting a 

DHH child to be established. 

DHH child additional needs 

or diagnosed syndrome in 

addition to hearing loss and 

not under assessment for 

any additional diagnoses at 

time of recruitment 

DHH child with additional 

needs/diagnosed syndrome 

in addition to hearing loss or 

under assessment for any 

additional diagnoses at time 

of recruitment 

Additional needs or diagnosed syndromes 

in DHH children may add another layer 

of complexity to the parent-child 

interaction 

Score of 13 or less on Beck 

Depression Inventory 

Scores of 14 or above on 

Beck Depression Inventory 

Parents indicating symptoms of 

depression may present as a confounding 

variable and influence the data gathered 

Parents not undertaking any 

intervention programme 

aiming to address parent- 

child, parental stress or PSE 

Parents attending parenting 

interventions that are 

addressing interactions with 

their child, parental stress 

and/or PSE 

The research explored the use of VIG and 

the impact on parent-child interactions, 

parenting stress and PSE.  Therefore, 

other similar interventions may have been 

a confounding variable. 

 

3.5.2 Recruitment.  The two charities in NI who specialise in supporting 

DHH children and their families, were sent a letter (Appendix 13) detailing the 

research and requesting permission to contact their members to participate in the 
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research.  Following consent from the charities, the researcher met with their family 

workers to explain the research and inclusion/exclusion criteria.  The charity staff 

contacted all families who met the criteria to gauge their interest in the researcher 

contacting them.  In order to reduce selection bias, the charity staff were requested to 

contact all families who met the inclusion criteria, which included families throughout 

the whole of NI.  When a family consented to being contacted, an expression of 

interest form was completed (Appendix 14) for the researcher.  The researcher then 

contacted the parents by telephone.  First the researcher established that the parent 

was available to talk and, in an environment, where they felt comfortable to provide 

confidential information such as their address and details about their child.  The 

researcher then provided information regarding the nature of the research, the use of 

VIG and that one parent would be filmed interacting with their child, and the use of 

questionnaires.  The parents were invited to ask questions and if they consented, a 

convenient time was arranged to meet the researcher in their home.  During this initial 

meeting, the researcher provided the parent with written information sheets, consent 

forms, and debriefing sheets (Appendix 15).  The researcher discussed these fully and 

gave parents an opportunity to ask questions.  The parent was given time to consider 

participating and to consider the risks.  

 

The participating parent was asked to consent to completing a screening 

questionnaire.  The Beck Depression Inventory II (Beck, Steer, & Brown, 1996) was 

used as a screening measure to identify inclusion/exclusion criteria of mental health 

issues.   Participants who met the inclusion criteria were asked to consent to 

participate in the research study and to sign consent forms.  All parents who were 

screened using the BDI met the criteria for inclusion of scores below 14 (Table 10 
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p.66).  It was planned to offer signposting to other support services to those families 

who did not meet the inclusion criteria following screening, if appropriate. These 

included services provided by the charity.  

 

Detailed verbal and written information was provided through explanation of 

VIG and its process, and through provision of the participant information sheet.  

Parents were informed that this study aimed to explore the use of VIG with hearing 

parents of DHH children and whether there would be any changes in parent-child 

interactions, parental stress or PSE.  Participants signed the form in order to consent 

for themselves and on behalf of their child.  Where two adults had parental 

responsibility for the child, both were given the opportunity to sign the consent form 

on behalf of the child.  Parents who consented to participate were interviewed to 

discuss what they would like to gain from their involvement in the VIG intervention. 

This discussion informed the parental goal for VIG.  Pre-measures of Parental Stress 

Index (PSI; Abidin, 1995) and TOPSE (Kendall & Bloomfield, 2005) were 

administered.  

 

3.5.3 Number of Participants.  Initially, three families were recruited.  After 

the initial visit to gain consent and complete screening measures, one family were 

unable to keep the scheduled appointments due to family illness.  This family was 

offered several alternative appointments, which they were also unable to keep.  The 

researcher made every effort to contact the family. However, after several weeks it 

was deemed that they did not wish to continue to participate.  A second family 

participated until the beginning of cycle two, and a second recording was taken of the 

parent-child interactions.  However, due to unforeseen family circumstances the 
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family were unable to continue participating.  This family contacted the researcher to 

withdraw from the study.  The researcher contacted the charities to check if there 

were any additional families who had expressed an interest in participating.  At this 

stage there were no additional families who met the inclusion criteria who were 

interested in participating.  One family who expressed an interest in participating were 

excluded due to their child having a moderate hearing loss.  An amendment to the 

research protocol to include the Education Authority Sensory Support Service, to 

identify further families for recruitment, was submitted to the Ethics Committee and 

an additional two families were recruited to the study.  This brought the total number 

of parent-child dyads participating in the full study to three (Table 11 below). 

 

Table 11  

Descriptive Information on Participants 

 Family 1 Family 2 Family 3 

Name of Parent Rachel* Sarah* Elizabeth* 

Name of Child Isla* Freya* Laura* 

Age of Child at 

initial meeting 

1 year 10 months 2years 4 months 2years 3 months 

Gender of Child Female Female Female 

Type of Deafness Profound Severe/Moderate Profound 

Type of Aid HA – CI surgery 

scheduled for July 

2019 

HA – previously 

assessed for CI 

HA – currently 

undergoing CI 

assessment for  

When hearing loss 

identified 

Newborn Hearing 

Screening 

Newborn Hearing 

Screening 

Newborn Hearing 

Screening 

Position in family First born only child First born only 

child 

Second born child, 

elder sister aged 6 

years (at time of 

intervention) 

Current support TOD 

SLT 

TOD 

SLT 

TOD 

SLT 

*Pseudonyms have been used to ensure anonymity of participants. 
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3.6 Materials 

To record video footage, a video camera with memory card was utilised.  During 

shared review sessions, a webcam was utilised to record video footage.  All video 

footage was encrypted and stored on a password protected laptop.  The pre-VIG goal 

setting discussion and interviews following the VIG intervention were recorded on a 

Dictaphone. 

 

3.7 Measures 

3.7.1 Screening Questionnaire – Beck Depression Inventory – 2nd Edition 

(BDI-II).  Significant mental health issues may affect parental attunement with a 

child, and influence experiences of stress and PSE and may impact the effect of VIG.  

In order to ascertain that participants met the inclusion criteria and did not report 

significant mental health issues, a screening questionnaire for depressive symptoms 

was administered.  The BDI-II (Beck, Steer & Brown, 1996) is a tool for measuring 

symptoms of depression in individuals over the age of 13 years and takes 

approximately five to ten minutes to complete and score.  It is a self-report, 21-item 

scale with four possible responses for participants to circle depending on which most 

accurately reflects their current experience.  Two of the items have seven possible 

responses.  The overall total scores are grouped to indicate the severity of depressive 

symptoms with 0-13 suggesting minimal symptoms; 14-19 indicating mild symptoms; 

20-28 indicating moderate symptoms; and 29-63 indicating severe symptoms.  A 

score of 14 or greater excluded participants from participating.  BDI-II has been 

found to have adequate reliability and validity for family caregivers of children with 

chronic diseases (Toledano & Contreras-Valdez, 2018).  The BDI was selected as an 
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appropriate screening tool as it has been used with a wide variety of populations and 

is an approved NICE guideline measure for assessing depression. 

 

3.7.2 Tool to Measure Parenting Self-Efficacy (TOPSE; Kendall & 

Bloomfield, 2005).  The TOPSE (Appendix 16) was designed as a measure of PSE for 

interventions such as parenting programmes.  The TOPSE comprises 48 items with 

eight subscales of emotion and affection; play and enjoyment; empathy and 

understanding; control; discipline and setting boundaries; pressures; self-acceptance; 

and learning and knowledge.  For each subscale there are six statements relating to 

PSE requiring a self-report response on a Likert scale ranging from 0 'completely 

disagree’ to 10 ‘completely agree’.  A total score is calculated for each subscale and 

an overall score for total PSE.  The TOPSE was reported to have high content validity 

by Wittkowski et al. (2017), and Bloomfield and Kendall (2007) reported 

Cronhbach’s Alpha to be 0.89.  However, Wittkowski et al. (2017) reported that more 

information was required to determine the reliability of the TOPSE.  The TOPSE was 

thought to be appropriate due to its design as an evaluation measure for parenting 

intervention programmes within the UK.  It is relatively short, readily available, easy 

to administer with parents and appropriate for this age group of children. 

 

3.7.3 The Parenting Stress Index – 3rd Edition Short Form.  The PSI-SF 

(Abidin, 1995) is a shorter thirty-six item version of the PSI-III for parents of children 

aged between 1 month and 12 years.  The self-report items require a response of 

strongly agree; agree; not sure; disagree; or strongly disagree.  Responses are 

organised into three domains: difficult child; parental distress; and parent-child 

dysfunctional interaction.  Scores from these three domains are totalled, giving an 
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overall parenting stress score.  High levels of test-retest reliability and internal 

consistency were reported by Abidin (1995).  Abidin (1995) proposed that, since the 

PSI-SF is a shorter form of the original full-length version, it is probable that it would 

share its validity.  The PSI has previously been used to measure parenting stress in 

parents of DHH children.  The PSI-SF was chosen for its short completion time and 

test-retest reliability. 

 

3.8 Procedure 

The process for VIG interventions outlined by Kennedy (2011) was followed 

(see Figure 8 overleaf).  A VIG ‘cycle’ consists of a recording session which is then 

analysed by the guider, and a subsequent shared review session.  This process is 

repeated until the participant reaches their goal.  Typically, 3-4 cycles of VIG are 

conducted before a parent achieves their goal. 
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Figure 8: Process of VIG intervention 

• Discussion and formation of goals  

• Rate goals 

• Video recording with parent and child – ten minutes 

• Organise shared review 

 

• VIG guider reviews film, selects three short clips and 

analyses using ‘attunement principles’ 

• VIG guider attends supervision and reviews clips 

• Shared Review – meet with parent, review clips and 

discuss in terms of ‘attunement principles’ and goal 

for VIG intervention 

• Review and rate goal 

This ‘cycle’ is 

repeated until 

goal is met. 

• Initial Home Visit - explanation of research 

• Opportunity for questions 

• Confidentiality and anonymity explained 

• Consent for screening discussed and screening 

measure administered 

• Consent for study discussed and form signed 

 

Once goal is met 

• Post measures administered 

• Debriefing information provided  
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3.8.1 VIG sessions.  Prior to recording, the researcher prepared the room in 

which the session would take place.  Consideration was given to the lighting, sound 

and general layout of the room for filming.  A discussion between the researcher and 

the participant enabled the goal to be reviewed and establish whether this goal was 

still relevant and appropriate for each dyad.  This presented the opportunity for the 

researcher to review that the participants were still willing to consent to the 

intervention and to filming taking place.  During each session, the parent-DHH child 

dyad were filmed interacting whilst engaged in agreed activities.  A discussion with 

the VIG supervisor prior to the initial VIG recording session outlined the types of 

activities, which would allow for observation of interactions between parent and 

child.  The researcher provided activities, but participants were encouraged to utilise 

their child’s current interests or favourite toys.  Examples of the types of activities 

participants engaged in were reading books; inset boards; Lego/Duplo; Playdough; 

playing with stuffed toys; and singing nursery rhymes. 

 

Each mother-child dyad participated in three VIG cycles.  The planned length 

of time between each filming session and the shared review was two weeks to allow 

the researcher to obtain supervision, and for the participants to incorporate their 

learning in their daily interactions.  However, this was not always possible due to 

cancellation of appointments by participants and scheduling issues. 

 

Participants completed two questionnaires prior to commencing VIG 

intervention: the PSI-III-SF and the TOPSE.  Following cycle 3 participants 

completed these questionnaires again and a semi-structured interview was conducted 

to establish the parents’ experiences of VIG.  Interview questions can be found in 
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Appendix 17. 

 

3.8.2 Preparation for Shared Review.  As part of the DECAP course, the 

researcher had undertaken the initial training course in partial fulfilment of VIG 

practitioner training.  Supervision with an accredited VIG Practitioner Supervisor was 

required prior to conducting a shared review with each parent-child dyad.  The 

researcher reviewed the entire video recording and selected two to three video clips 

which showed the participant engaging in attuned interactions, and which evidenced 

progress towards the goal that they had identified.  These clips were typically 10 

seconds in length.  The researcher then engaged in supervision with the VIG 

supervisor to review and establish the appropriateness of each selected video clip, 

prior to the shared review with participants.  The reason for selection of the clip, the 

attuned interactions identified and how this would aid parents in achieving their goal 

were all discussed.  The appropriate length and start and stop points for each clip were 

also discussed. 

 

3.8.3 Shared Review sessions.  The shared review sessions were completed in 

each participant’s home.  The researcher used a laptop to review the video clips with 

the participant and to simultaneously record the session using the laptop’s webcam.  

Recording of the shared review sessions is a requirement of the VIG training process 

to enable review during the practitioner’s supervision for the first 18 shared reviews.  

The video clips were shown to parents—initially in full, then in short sections—

pausing to allow discussion in relation to the principles of attuned interaction and to 

highlight these to the parents.  The clips were replayed as often as the participants 

requested.  The researcher and participant engaged in discussion about each clip and 
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what could be learned from the positive interaction reviewed on video.  Participants 

reviewed and rated their goal following each shared review and discussed which 

aspects they would like to focus on for the next filming session. 

 

3.9 Analysis of Data 

3.9.1 Quantitative analysis.   

Attuned Interactions.  Data from VIG video clips was analysed to measure 

the frequency of the principles of attuned interaction (Kennedy, 2011).  The ten-

minute video recordings of parent-child interactions from the first and last cycle of 

VIG were analysed at two, five, and seven minutes for each dyad.  Due to the time 

constraints of doctoral research it was not possible to analyse all the video data 

therefore three minutes were selected from each cycle 1 and 3 video for each 

participant.  At each of these three times, one minute of video footage was analysed at 

ten second intervals.  The interactions between the parent and child participants were 

analysed in accordance with the principles of attuned interactions and recorded on a 

pro forma (Appendix 18) that was designed for this research.  Baseline data from 

analysis of the video recordings from cycle one for each dyad was compared with the 

data from cycle three, the post-VIG intervention measure.  This comparison of the 

frequency of attuned interactions during the parent-child interaction between cycles 1 

and 3 allowed changes to be analysed. 

 

Video recordings were analysed and rated by both the researcher and an 

experienced VIG practitioner supervisor.  The researcher (first coder) and the VIG 

supervisor (second coder) both recorded the frequency of use of principles of attuned 

interaction for 180 seconds for each participant for cycles 1 and 3.  When there was a 
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disagreement in the rating, a discussion took place and the video was reviewed.  To 

ensure reliability and internal consistency of the ratings, the Percentage Agreement 

was calculated to establish the level of agreement between the two raters. 

 

Statistical Analysis.  Due to the small sample size of three it was deemed 

more appropriate to use descriptive rather than inferential statistics to analyse any 

differences between cycle 1 and 3 measures.  For each parent percentage change 

scores were calculated for the difference between pre- and post-scores of all the 

principles of attuned interactions, ‘discordant interactions’ (misattuned responses and 

missed initiatives), TOPSE and PSI-SF.  The score of a particular measure/subscale at 

cycle 1 is subtracted from the cycle 3 score to give the difference in scores.  The 

difference in scores in divided by the score at cycle 1 and multiplied by 100 to give 

the percentage change.  A positive number signifies an increase in the scores and a 

negative number indicates a decrease in the scores 

 

Helping Question/Goal.  A comparison of the rating of the participants’ 

helping question or goal at cycles 1 and 3 served as a pre- and post-measure. 

 

3.9.2 Qualitative analysis.  The semi-structured interviews were conducted 

following cycle 3 to gather information on the experience of participating in VIG.  

The interviews were transcribed and analysed using TA in accordance with the 

guidelines set out in Braun and Clarke (2006; Figure 12 below).  An inductive 

approach was taken when applying TA to the interview data.  The development of 

codes and themes were directed by the content of the transcripts and not by published 

literature.  To address the issue of potential researcher bias, these codes and audit trail 
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were checked, and themes refined further with the support of a qualitative researcher.  

Pseudonyms were used within the transcripts to ensure the anonymity of the 

participants and their families.   

 

 

Figure 9.  Guidelines for TA adapted from Braun and Clarke (2006). 

 

Thematic Analysis.  There are other methods to analyse qualitative data.    In 

Interpretative phenomenological analysis (IPA) participants explore personal and 

lived experiences and try to make sense of them.  The researcher attempts to make 

sense of this process of ‘making sense’.  IPA requires individuals to make sense of a 

phenomenon such as significant events or experiences whereas TA is concerned with 

how individuals experienced a particular life event, reporting their lived experience 

(Smith & Eatough, 2007).  As this research explored parents’ experiences of 

participating in VIG, and not the meaning they derived from a phenomenon, TA was 

selected.  Personal experiences are depicted and interpreted into themes and patterns 

of meaning relating to the research question (Braun & Clarke, 2006).  TA is not 

1
• familiarising yourself with the data

2
• generating initial codes

3
• searching for themes

4
• reviewing themes

5
• defining and naming themes

6
• producing the report
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bound to any one epistemological stance (Braun & Clarke, 2006) and is suitable for 

use with small sample sizes and analysis of interview transcripts.  It is also relatively 

quick to perform in comparison to other methods of qualitative analysis and therefore 

suited the proposed timeframe for data analysis.  The flexibility of the approach made 

it suitable for exploring the research question.  Previous criticism of TA has been 

addressed through Braun and Clarke’s (2006) recommended procedural guidelines 

and it is now recognised as a valuable analytic method (Braun & Clarke, 2013).  

 

3.10 Summary 

The present research sought to explore VIG interventions with hearing parents 

and DHH children in terms of attunement, parental stress and PSE.  The experience of 

participating in VIG was also considered.  The study was informed by a pragmatist 

philosophical world view.  A case study design was employed to quantitatively 

explore the number of attuned interactions, parental stress levels and PSE.  

Qualitative semi-structured interviews were conducted to explore the experience of 

participating in a VIG intervention.  Results were analysed using both statistical data 

analysis techniques and TA respectively.  The findings from the analysis will be 

presented in the next chapter. 
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4.0 Chapter 4 Results 

 

The current study aimed to explore the use of VIG with hearing parents and 

their DHH child.  Chapter four will present the findings of this research and present 

the results in relation to the research questions.  The findings for each case will be 

presented individually.  The qualitative results will then be reviewed in terms of 

common themes for all participants. 

 

4.1 Research Questions (RQ) 

1. How might VIG impact on attuned interactions, parenting stress or parental 

self-efficacy in hearing parents of DHH children? 

2. What is the experience of hearing parents of DHH children undertaking VIG? 

 

4.2 Screening Questionnaires 

The results of the BDI can be found in Appendix 19.  All participants’ scores were 

found to be within the non-clinical range and therefore met criteria to participate in 

the study (scores of 13 or less). 

 

4.3 Inter-rater Agreement for Principles of Attuned Interaction 

The percentage agreement was found to be 85.4% (Appendix 20).  Percentage 

agreement of greater than 60% is generally thought to be good therefore the 

agreement found in this study has high consensus (Stemler, 2004).  Given the high 

percentage agreement, the ratings from the first coder are reported for this study. 

 

 



 82 

4.4 Integrated Individual Dyad Results 

 

The researcher explored the use of VIG with the participants collectively in 

relation to the first three research questions.  In keeping with case study design the 

quantitative results of each individual dyad will now be presented.  In order to 

highlight the unique and rich data provided by each parent, the qualitative data from 

each interview was analysed using TA, individually and then common themes 

combined at the conclusion.  Further exploration of these themes is available in 

Appendix 21. 

 

Following TA of interview transcripts, codes and themes were generated by 

the researcher for each parent.  These codes were checked, and themes refined further 

with the support of a qualitative research expert.  Evidence of the process of TA 

including sample extracts of coded interview transcripts; codes and themes identified; 

and thematic maps are available in an audit trail in Appendix 22. 
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4.5 Parent 1: Rachel  

 

 

“…it’s nice to realise that I probably feel like I’m not 

giving her enough time to speak but whenever you watch it 

back, you realise no, you are and she’s answering you 

back, and it’s not like you’re jumping the gun and getting 

ahead of her, you know, she’s doing it.” 
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Parent 1 - Rachel.  Rachel has a 2-year-old daughter named Isla.  Rachel 

participated in VIG sessions because she works part-time, whereas Isla’s father works 

full-time.  Isla was diagnosed with profound hearing loss through NHSP.  The family 

have no previous experience or contact with DHH individuals.  Isla was scheduled for 

CI surgery in July 2019 after undertaking a lengthy period of assessment and waiting 

for an appointment.  They are not currently engaged in any interventions focusing on 

attunement, parental stress or PSE.  Rachel reported that during VIG she would like to 

focus on Isla’s communication, specifically her speech and language development, 

and her ability to support the development of this (Figure 10).

 

Figure 10. Rachel’s current concerns. 

 

4.5.1 RQ1: How might VIG impact on attuned interactions, parenting 

stress or parental self-efficacy in hearing parents of DHH children? 

  Attuned Interactions.  Increases in the use of principles of attuned 

interaction are evident from Figure 11 overleaf and percentage change in scores from 

cycles 1 to 3 are shown in Table 12 overleaf.  

Rachel's 
concerns

Her daughter's 
communication 

skills

Supporting her 
daughter's speech 

and language 
development
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Figure 11: Principles of Attuned Interactions frequency scores for Rachel 

 

The first five principles all showed percentage increase from cycle 1 to cycle 

3.  The principle of ‘deepening discussion’ remained the same on both cycle 1 and 3 

videos, with no instances of this principle recorded.  The principle of ‘Developing 

Attuned Interactions’ was noted to have the greatest percentage increase (62.5%).  

‘Guiding’ had the second greatest increase at cycle 3 (54.5%).  ‘Discordant 

initiatives’, defined as parents missing initiatives made by their child and parental 

responses, which were not attuned with their child’s initiative, were also observed and 

recorded (Figure 11, above).  Rachel had a higher number of missed initiatives in 

comparison to misattuned responses.  Rachel’s discordant initiatives of ‘missed 

initiatives’ and ‘misattuned response’ both had a percentage decrease of 100% (Table 

12 overleaf).  Overall, Rachel showed a total percentage increase of 27.4% in attuned 

interactions from cycle 1 to cycle 3 (Table 12 overleaf).   
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Table 12 

Principles of Attuned Interaction Frequency and Percentage Change Scores 

Principle Cycle 

1 

Cycle 3 Difference Percentage 

Change 

Being Attentive 68 78 +10 +14.7 

Encouraging Initiatives 69 88 +19 +27.5 

Receiving Initiatives  91 96 +5 +5.5 

Developing Attuned 

Interactions 

64 104 +40 +62.5 

Guiding 22 34 +12 +54.5 

Deepening Discussion 0 0 0 0 

Total Attuned Interactions 314 400 +86 +27.4 

Discordant Interactions  

Missed Initiative 6 0 -6 -100 

Misattuned Response 3 0 -3 -100 

 

Parenting Stress.  Rachel’s PSI-SF and percentage change scores from pre- 

and post-VIG are presented in Figure 12 below. 

 

 

Figure 12: PSI scores for Rachel 

‘Parental distress’, ‘parent-child dysfunctional interaction’ and the ‘total stress’ scores 

showed percentage decrease (4.69%) for Rachel from pre- to post-intervention.  The 

‘difficult child’ subscale showed a percentage increase from pre- to post-intervention, 

Defensive
Responding
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Distress

Parent-Child
Dysfunction

al
Interaction
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Total Stress

Cycle 1 14 29 16 19 64

Cycle 3 15 25 13 23 61

% change -7.14 -13.79 -18.75 21.05 -4.69
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however, at the 35th percentile this remained within the ‘normal’ stress range.  

Rachel’s responses were in the non-defensive range (a score of 10 or less) pre- and 

post-VIG which may indicate her responses reflected her true thoughts about her 

parenting experience.    

 

Parental Self-Efficacy.  Table 13 shows Rachel’s scores on the TOPSE for 

each subscale.  Each subscale has a maximum score of 60. 

Table 13:  

TOPSE scores for Rachel 

TOPSE Subscale Pre 

VIG 

Post 

VIG 

Change Percentage 

Change 

Emotion and Affection 60 60 0 0.00 

Play and Engagement 60 59 -1 -1.67 

Empathy and Understanding 55 59 +4 +7.27 

Control 36 50 +14 +38.9 

Discipline and Boundaries 51 52 +1 +1.96 

Pressures 36 58 +22 +61.0 

Self-Acceptance 49 56 +7 +14.3 

Learning and Knowledge 49 59 -10 -20.4 

Total TOPSE 396 353 +57 +14.0 

 

Table 13 indicates that the total TOPSE score and the areas of ‘empathy and 

understanding’, ‘control’, ‘discipline and boundaries’, ‘pressures’, and ‘self-

acceptance’ all demonstrated an increase from pre to post VIG responses.  The 

greatest percentage increase was in the area of ‘pressures’ (61.0%) relating to others’ 

expectations of parents and pressures to conform or compare oneself.  The second 

greatest increase was in the area of ‘control’ (38.9%), which relates to parental beliefs 

about coping with difficult child behaviours.  The areas of ‘play and engagement’ and 

‘learning and knowledge’ showed a slight decrease whilst the area of emotion and 

affection remained stable throughout VIG with no changes in score identified.  

‘Learning and Knowledge’ contained several questions relating to sharing experiences 
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with other parents, which was not a focus of VIG.  It also focused on recognising and 

implementing strategies to overcome problems.  On the area of ‘emotion and 

affection’ and ‘play and engagement’, Rachel’s responses resulted in the maximum 

score on the pre VIG measure, therefore it was not possible for an increase in this 

area.   

 

Rachel’s interview indicates some evidence of PSE.  Rachel referred to her 

change in perspective regarding her communication, and interaction skills.  

“I’ve enjoyed watching all the wee videos back and really seeing that I’m not 

too bad (laughs)” 

“…you think you’re doing ok but then you’re actually like oh I’m actually 

doing better than I thought I was” 

Through ‘seeing’ attuned interactions, Rachel appears to reframe her negative 

perceptions and reclaim a sense maternal efficacy, that she can communicate 

appropriately with her daughter.   

“…it was just being terrible but it obviously wasn’t because you were able to 

pick some things out of it and we were able to watch it and be like oh yeah no 

that was good we are communicating when we were playing and then it was 

all actually ok (laughs)” 

PSE is an important facet for parents of DHH children.  The continuous input from 

professionals, advising how best to communicate with their child, may result in 

parents feeling overwhelmed. 
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Parent’s Goal for VIG.  Each parent set a goal for VIG which related to an 

area of concern or competency they wished to develop.  Rachel’s VIG goal: “To 

develop patience and confidence to help Isla develop communication skills”. 

 

Table 14 

Rachel’s VIG Goal Ratings for Pre-VIG, Cycles 1, 2 and 3. 

 

 

Rachel rated herself as 4 out of 10 in relation to her goal prior to commencing 

VIG, whereby 0 indicates that an individual is ‘not there yet’ and 10 indicates that an 

individual has reached their goal.  Rachel stated she would like to reach 8 out of 10 by 

participating in VIG.  Following cycle 1 Rachel’s rating had increased to 6 out of 10 

and remained stable for cycle 2.  By the end of cycle 3 Rachel rated herself as 7 or 8 

out of 10 indicating she had achieved her goal.  

 

4.5.2 What is the experience of hearing parents of DHH children 

undertaking VIG? 

 Following TA of Rachel’s interview two themes, Process of VIG and 

Outcomes of VIG were generated.  Each theme was further developed into several 

subthemes.  Rachel’s themes and subthemes are displayed in a thematic map overleaf 

(Figure 13).  An audit trail for TA is available in Appendix 22. 
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Figure 13. Thematic map for Rachel 

Theme 1: Process of VIG 

The theme is concerned with Rachel’s experience of participating in VIG and how she 

felt about specific aspects of VIG.  It was further divided into four subthemes of 

positive experience; watching clips is beneficial; reflecting difficult; and apprehensive 

about process.  

 

Positive experience.  The subtheme of VIG being a ‘positive experience’ was evident 

throughout Rachel’s narrative: 

“It was something different, it’s, it was nice to do though, I’m glad they did 

get me to do it… because I’ve enjoyed watching all the wee videos back…” 

Rachel reported that participating in VIG “…definitely benefitted us…”.  

 

Apprehensive about the process.  In addition to feeling apprehensive about watching 

herself on recordings, Rachel also found the thought of focusing on herself and her 

interactions with her daughter to be ‘worrying’: 
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“I really worried cause now it was all about me, but I think it was still good to 

have done” 

This suggests that Rachel’s concerns about reviewing the clips may be related to more 

than just dislike of watching herself on camera. 

 

Reflecting difficult.  This subtheme described how the shared review process of 

micro-analysing the clips was difficult for Rachel: 

…”it was very easy it’s not difficult it’s just the questions are a wee bit 

difficult just for me (laughs)… Just trying to think about like how to answer 

these things… you’re able just to talk it out with me and it’s fine but it’s not 

difficult it’s fine.” 

Rachel’s reflections highlight the importance for the VIG guider to support parents in 

the process of shared reviews.   

 

Watching clips is beneficial.  Despite Rachel’s apprehension of watching herself, the 

experience of ‘seeing’ through the clips was a significant moment for Rachel.  She 

witnessed her daughter’s responses to interactions and her own responses to her 

daughter. 

“…that it was being videoed so then you do watch it back and then you were 

able to see everything a bit clearer cause you think you’re doing ok but then 

you’re actually like oh I’m actually doing better than I thought I was” 

Seeing these interactions on the clips also enabled Rachel to see that she and Isla were 

communicating well during play.  This would be an important area of development 

for parents of DHH children as they may tend to focus on structured learning 
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situations to develop their child’s communication skills.  This showed Rachel that she 

could facilitate Isla’s speech and language during play activities as well. 

 

Theme 2: Outcomes of VIG 

This theme related to what Rachel perceived to have been a consequence of 

participating in VIG and what she felt she gained as a result.  Three subthemes were 

identified: increased confidence and patience; reclaiming maternal efficacy; and 

change in relationship. 

 

Increased confidence and patience.  ‘Seeing’ appeared to be the catalyst for change 

in Rachel’s perceived patience in communicating with her daughter, which was her 

goal for VIG: 

“…Probably my patience (laughs) it’s nice to realise that I probably feel like 

I’m not giving her enough time to speak but whenever you watch it back you 

realise no you are and she’s answering you back and it’s not like you’re 

jumping the gun and getting ahead of her, you know she’s doing it” 

Through the process of VIG Rachel recognised that she developed confidence in her 

ability to have attuned interactions and to facilitate Isla’s communication.  The video 

enabled her to realise that she is ‘doing it right’.   

 

Reclaiming maternal efficacy.  This subtheme was discussed in relation to RQ3 

regarding the influence of VIG on PSE. 

 

Change in relationship.  Participating in VIG also appears to have had an impact on 

Rachel’s relationship with her daughter.  The evidence of the ‘good’ of the 
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relationship between Rachel and her daughter may have even improved the 

relationship. 

“I feel it’s probably got better…I think it’s just proved that it’s a good wee 

relationship we have that she’s able to talk away and I know what she means 

and it’s nice for her to know that she’s able to communicate with me” 

This is a significant reflection for Rachel as her VIG goal was to develop her own 

confidence in supporting her daughter to communicate.  
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4.6 Parent 2: Sarah 

 

 

 

 

 

 

“…just seeing the fun that we have together and knowing 

that it’s making her confident and giving her, you know… 

wee skills that she can, you know, use and develop” 
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Parent 2: Sarah.  Sarah’s daughter Freya is 2 years old.  Freya was diagnosed 

through NHSP.  There is a paternal family history of deafness.  However, Sarah 

reported that both she and Freya’s father had limited experience of DHH individuals 

prior to Freya’s diagnosis.  Freya’s mother had just commenced maternity leave and 

decided that she would participate in the intervention as her husband works full-time.  

Freya was assessed for CI surgery, but it was not deemed necessary at this stage.  

They are not currently engaged in any interventions focusing on attunement, parental 

stress or PSE.  Sarah was pregnant at the time of intervention, and the new baby was 

present for the final shared review.  Given that the baby was only a week old during 

the final session and the family and Freya were still adjusting to the new addition, this 

may have influenced how the post-VIG measures were completed.  Sarah reported she 

wanted to focus on ensuring that she uses appropriate methods to communicate with 

Freya and that she employs the advice given by specialists to support Freya’s 

communication skills (Figure 14). 

 

 

 

 

 

 

 

 

Figure 14. Sarah’s current concerns 
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4.6.1 RQ1: How might VIG impact on attuned interactions, parenting 

stress or parental self-efficacy in hearing parents of DHH children?   

Attuned Interactions.  Increases in the use of principles of attuned interaction 

are evident from Figure 15 below and percentage change in scores from cycles 1 to 3 

are shown in Table 15 overleaf.  

 

Figure 15: Principles of Attuned Interactions frequency scores for Sarah 

 

The principles of ‘receiving initiatives’, ‘developing attuned interactions’ and 

‘guiding’ all increased in frequency from cycle 1 to cycle 3.  The principles of ‘being 

attentive’, ‘encouraging initiatives’, and ‘receiving initiatives’ all demonstrated a 

slight decrease from cycle 1 to cycle 3.  The principle of ‘guiding’ was noted to have 

the greatest increase (76.47%).  ‘Deepening discussion’ remained stable at both cycles 

1 and 3, with no instances of this principle recorded.  Overall, Sarah had a relatively 

low number of discordant responses at cycle 1.  Sarah’s misattuned responses 

decreased by 100% in cycle 3 whilst missed initiatives increased by 50%.  Overall, 
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Sarah showed a total percentage increase of 10.1% in attuned interactions from cycle 

1 to cycle 3 (Table 15).   

 

Table 15 

Principles of Attuned Interaction Frequency and Percentage Change Scores 

Principle Cycle 

1 

Cycle 3 Difference Percentage 

Change 

Being Attentive 78 75 -3 -3.85 

Encouraging Initiatives 72 68 -4 -5.55 

Receiving Initiatives  86 90 +4 +4.65 

Developing Attuned 

Interactions 

64 86 +20 +31.3 

Guiding 17 30 +13 +76.5 

Deepening Discussion 0 0 0 0.00 

Total Attuned Interactions 317 349 +32 10.1% 

Discordant Interactions  

Missed Initiative 2 3 +1 +50.0 

Misattuned Response 1 0 -1 -100 

 

Parenting Stress.  Sarah’s PSI-SF and percentage change scores from pre- and 

post-VIG are presented in Figure 16 below. 

 

Figure 16: PSI scores for Sarah 
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‘Parental distress’, ‘parent-child dysfunctional interaction’ and the overall total stress 

scores were noted to remain stable for Sarah from pre- to post-intervention.  The 

difficult child subscale and total stress score showed an increase from pre- to post-

intervention.  All scores, except for post-VIG ‘difficult child’ which fell within the 

‘normal’ range, were below the ‘normal’ range indicating that Sarah may have been 

experiencing below average levels of parenting stress throughout.  Sarah’s responses 

were found to be defensive (a score of 10 or less) on both the pre and post PSI 

measure.  Sarah’s low defensive responding scores may indicate that she is portraying 

herself as someone who is free from typical stresses associated with parenting or that 

she is extremely competent with all aspects of parenting and relationships.  Therefore, 

these results should be interpreted with caution.     

 

Parental Self-Efficacy.  PSE was explored using quantitative measures.  

Table 16 shows Sarah’s scores on the TOPSE for each subscale.   

Table 16 

TOPSE scores for Sarah 

 Pre Post Change Percentage 

Change 

Emotion and Affection 58 60 +2 +3.44 

Play and Engagement 60 58 -2 -3.44 

Empathy and 

Understanding 

59 60 +1 +1.69 

Control 47 53 +6 +12.8 

Discipline and 

Boundaries 

48 56 +8 +16.7 

Pressures 42 59 +17 +40.5 

Self-Acceptance 58 58 0 0.00 

Learning and Knowledge 60 60 0 0.00 

Total TOPSE 432 464 32 +7.41 
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A modest increase in total scores was noted.  The areas of ‘emotion and affection’, 

‘empathy and understanding’, ‘control’, ‘discipline and boundaries’, and ‘pressures’ 

all demonstrated a percentage increase from pre to post VIG responses.  The greatest 

increase was in the area of ‘pressures’ (40.5%), and the second greatest increase in 

‘discipline and boundaries’ (16.7%), is related to setting and managing boundaries 

and conflict.  The only area with a decrease was ‘play and engagement’.  ‘Self-

acceptance’ and ‘learning and knowledge’ remained stable throughout the VIG 

intervention.  In the area of ‘learning and knowledge’ Sarah scored the maximum in 

the pre VIG questionnaire, therefore an increase in this area was not possible.  

 

In addition, the subtheme ‘reclaiming maternal efficacy’ was identified from 

Sarah’s post-VIG interview.  Sarah’s thoughts about herself as a parent appeared to 

change after VIG: 

“…it’s only whenever you take part in this, that you see the recordings and 

you break them all down, that you think, oh yeah we do, do that maybe more 

than what I think I’ve done that… It’s nice to see that and think that, you 

know, maybe we do have a good sort of wee way of communicating together” 

Participating in VIG and ‘seeing’ her interactions appears to have challenged Sarah’s 

negative perspective of herself: 

“…I feel like it’s made me more confident maybe in me…” 

Confidence in ability to parent is important for parents of DHH children who may feel 

overwhelmed with the level of support their child requires with their development.  

VIG also appeared to reduce negative self-judgement: 
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“…you focus on, ‘Oh I don’t do this and I should do that and I’m not doing 

that for her’ and maybe don’t be aware that you are doing maybe things 

that’s, that’s good for her too…” 

“…less likely to be sorta saying, ‘oh I don’t do this and don’t do that and I 

should do this’…But you can say, you know what, I do nice things too with 

her…I’m not so sore on myself” 

Both of these quotes suggest that VIG helped Sarah to reframe her thoughts towards a 

more accepting attitude of herself and her interactions.  This is in keeping with the 

VIG values of ‘everyone is doing the best they can’ and ‘good enough’ parenting.  

Participating in VIG appears to have enabled Sarah to reclaim her sense of maternal 

self-efficacy, and challenge perceptions her interactions may be ‘wrong’ or ‘not good 

enough’. 

 

Parent’s Goal.  Each parent set a goal for VIG which related to an area of 

concern or competency they wished to develop.  Sarah’s VIG goal: “To become more 

aware of all the positive ways I communicate with Freya”  

Table 17 

Sarah’s VIG Goal Ratings for Pre-VIG, Cycles 1, 2 and 3. 

 

 

Sarah rated herself as 5 out of 10 in relation to her goal prior to commencing VIG, 

whereby 0 indicates that an individual is ‘not there yet’ and 10 indicates that an 

individual has reached their goal.  Sarah stated she would like to reach 8 out of 10 by 
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participating in VIG.  Following cycle 1 Sarah’s rating had increased to 7 out of 10 

and remained stable for cycle 2.  By the end of cycle 3 Sarah rated herself as 8 out of 

10 indicating that she had achieved her goal. 

 

4.6.2 RQ2: What is the experience of hearing parents of DHH children 

undertaking VIG?  Following TA of Sarah’s interview transcript, two themes were 

generated by the researcher.  These themes are displayed in a thematic map below 

(Figure 17).  An audit trail for TA is available in Appendix 22. 

 

 

 

 

 

 

 

 

 

 

Figure 18. Thematic map for Sarah 
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Positive experience.  Sarah described participating in VIG as a positive and enjoyable 

experience that was “fun” and she “enjoyed it”.   

“…I think it’s all been really good, it’s been a really positive experience, you 

know, everything that you’ve done, and we’ve done together, it’s been spot 

on” 

This appears to suggest that as a parent of a DHH child, Sarah found the experience to 

be beneficial.   

 

Apprehensive about watching clips.  Sarah’s concern about reviewing the clips 

appeared to be related to the content of recordings, specifically her interactions and 

communication with her daughter.  It appears that Sarah was apprehensive about 

being ‘judged’ that she was “failing” in her communication and interaction with her 

daughter. 

“…you’re like, oh what if I am totally failing and don’t do anything that I 

should do…” 

This also highlights the importance of developing a trusting relationship between the 

VIG guider and parent, to prevent feelings of judgement and facilitate honest 

discussions for learning. 

 

Watching the clips is enjoyable. Sarah identified watching clips as the most enjoyable 

aspect of the experience:  

“…to see clips of nice things then that has been like, aww that’s really nice, 

I’ve enjoyed all of that each time” 
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This suggests that the positive nature of the clips influenced her enjoyment of VIG.  

Seeing good communication between herself and Freya was Sarah’s VIG goal.  This 

would be beneficial for any parents of a DHH child who may not be aware of their 

attuned interactions or positive communication strategies with their child. 

 

Opportunity for reflection.  Reflecting appeared to aid Sarah’s ability to recognise 

attuned interactions with her daughter.  

“…you see the recordings and you break them all down, that you think, ‘oh 

yeah we do, do that’, maybe more than what I think I’ve done that… It’s nice 

to see that and think that, you know, maybe we do have a good sort of wee way 

of communicating together” 

This may have had a positive impact on Sarah’s perception of her communication 

with Freya.  

 

Theme 2: Outcomes of VIG 

This theme is concerned with what Sarah ‘got out’ of participating in VIG.  Three 

subthemes were identified: increased awareness of positive interactions; a change in 

relationship; and reclaiming maternal efficacy. 

 

Increased awareness of positive interactions.  ‘Seeing’ the positive interactions with 

her daughter allowed Sarah to recognise they do interact well.    

 “I think we interact better together, maybe more than I initially thought” 

Analysing the clips also enable Sarah to see her attunement with Freya. 

“…you’ve pointed it out but she’s knows you’re there because whenever 

something does happen, you know, she looks up, so she’s knows where you’re 
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at, you know, so that there has been good, sorta to make me more aware and 

give me more confidence, that maybe she does know I’m there and I’m here if 

something happens and shell come to me when she knows I’m here” 

This is particularly important for parents of DHH children.  Sarah saw that Freya is 

aware of her presence even when she is not looking at her.  Parents of hearing 

children may rely more on speech to make their child aware of their presence or 

expect their child to speak or make sounds to communicate with them.  Sarah was 

able to see that although she was not speaking, Freya knew she was in the room and 

was able to connect with Sarah when she required support or comfort. 

 

Reclaiming maternal efficacy.  This subtheme was discussed in relation to research 

question three regarding the influence of VIG on PSE. 

 

Change in relationship.  Sarah’s increased confidence appeared to change her views 

about her relationship with Freya.  This was related to Sarah’s goal to notice instances 

of positive communication.   

“…just seeing the fun that we have together and knowing that it’s making her 

confident and giving her… wee skills that she can, you know, use and 

develop…” 

Sarah recognised she could help her daughter develop skills through their attuned 

interactions. 
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4.7 Parent 3: Elizabeth 

 

 

“… we were doing a lot of things that we didn’t even 

realise we were doing and like even the turn taking, you 

don’t notice that you’re doing it… I do talk quite quickly 

and I’m prone to talking over people… but I actually do 

pause with her and I see how I change how I communicate 

when I’m with her… I was quite surprised that I actually 

do that”  
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Parent 3: Elizabeth.  Elizabeth has a 2-year-old daughter named Laura and an 

elder daughter who is 6 years old.  Elizabeth reported that, despite Laura being her 

second born daughter, it was like being a first-time parent again due to the time gap 

and the diagnosis of deafness through NHSP.  Elizabeth was keen to participate in the 

VIG intervention to improve her skills in interacting with her daughter.  Laura is 

currently being assessed for CI surgery.  Elizabeth is hopeful that Laura will be a 

suitable candidate for a CI but there have been some difficulties getting accurate 

assessments of her speech and language.  Elizabeth reported she was keen to avail of 

any and all support offered to her to support Laura’s development.  Laura and 

Elizabeth receive support from ToD and SLT.  They are not currently engaged in any 

other interventions focusing on attunement, parental stress or PSE.  The family are 

actively involved in charity events and support groups.  Elizabeth was keen to 

improve her skills in communicating with Laura, especially whilst awaiting CI 

surgery whilst also developing Laura’s communication skills (Figure 18). 

 

 

 

 

 

 

 

Figure 18. Elizabeth’s current concerns 
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4.7.1 RQ1: How might VIG impact on attuned interactions, parenting 

stress or parental self-efficacy in hearing parents of DHH children?   

Increases in the use of principles of attuned interaction are evident from 

Figure 19 (below) and percentage change in scores from cycles 1 to 3 are shown in 

Table 18 overleaf.  

 

 

 

 

 

 

 

 

 

Figure 19: Principles of Attuned Interactions frequency scores for Elizabeth 

 

The first five principles all increased in frequency from cycle 1 to cycle 3.  

Interestingly, the principle of ‘deepening discussion’ remained stable at both cycles 1 

and 3, with no instances of this principle recorded.  ‘Guiding’ had the largest 

percentage increase (2700%) following ‘Developing Attuned Interactions’ (179.5%).  

‘Deepening discussion’ was not observed for Elizabeth.  Elizabeth had a higher 

number of missed initiatives in comparison to misattuned responses.  As can be seen 

in Table 18 (overleaf) the discordant initiatives of ‘missed initiatives’ and ‘misattuned 

response’ both had a percentage decrease of 100%.  Overall, Elizabeth showed a total 
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percentage increase of 52.6% in attuned interactions from cycle 1 to cycle 3 (Table 18 

below).   

 

Table 18 

Principles of Attuned Interaction Frequency and Percentage Change Scores 

Principle Cycle 

1 

Cycle 3 Difference Percentage 

Change 

Being Attentive 62 75 +13 +20.9 

Encouraging Initiatives 56 82 +26 +46.4 

Receiving Initiatives  67 84 +17 +25.4 

Developing Attuned 

Interactions 

39 109 +70 +179.5 

Guiding 2 56 +54 +2700 

Deepening Discussion 0 0 0 0.00 

Total Attuned Interaction 266 406 +140 52.6% 

Discordant Interactions  

Missed Initiative 10 0 -10 -100 

Misattuned Response 3 0 -3 -100 

 

Parenting Stress.  Elizabeth’s PSI-SF and percentage change scores from pre- 

and post-VIG are presented in Figure 20 below. 

 

Figure 20: PSI scores for Elizabeth 
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All the parenting stress subscales ‘parental distress’ and ‘parent-child dysfunctional 

interaction’, ‘difficult child’ and the overall total stress scores were noted to increase 

for Elizabeth from pre- to post-intervention.  Elizabeth’s responses were found to be 

defensive (a score of 10 or more) pre-VIG but increased to lie within the non-

defensive range, post-VIG.  This may indicate that her responses were more truthful 

on post measures.  This may be the reason for the apparent increase in scores and 

should be treated with caution.  All scores were within the ‘normal range’ indicating 

that Elizabeth was not experiencing clinical levels of parenting stress.   

 

Parental Self-Efficacy.  PSE was explored using quantitative measures.  

Table 19 shows Elizabeth’s scores on the TOPSE for each subscale.   

Table 19 

TOPSE scores for Elizabeth 

 Pre Post Difference Percentage 

Change 

Emotion and Affection 43 48 +5 +11.6 

Play and Engagement 42 46 +4 +9.52 

Empathy and 

Understanding 

42 46 +4 +9.52 

Control 31 38 +7 +22.6 

Discipline and 

Boundaries 

43 41 -2 -4.65 

Pressures 44 40 -4 -9.09 

Self-Acceptance 47 48 -1 -2.13 

Learning and Knowledge 49 48 -1 -2.04 

Total TOPSE 341 355 +14 +4.10 

 

Increases were noted in 4 out of 8 areas of ‘emotion and affection’, ‘play and 

engagement’, ‘empathy and understanding’ and ‘control’ pre- to post-VIG responses.  

The greatest increase was in the area of ‘control’ (22.6%).  The four remaining areas 
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of discipline, pressures, self-acceptance and learning and knowledge showed a 

decrease in scores.  An overall increase of 4.10% was noted. 

 

The ‘reclaiming of maternal efficacy’, was a theme identified within the qualitative 

data.  Through VIG Elizabeth appears to have developed confidence and awareness of 

her interactions with Laura.  Elizabeth expressed “surprise” at the realisation that she 

has applied recommendations from professionals for DHH children when interacting 

with her daughter: 

“…we were doing a lot of things, that we didn’t even realise we were doing 

and like even the turn taking, you don’t notice that you’re doing it, you kinda, 

cause I do talk quite quickly and I’m prone to talking over people and so, but I 

actually do pause with her and I see how I change how I communicate when 

I’m with her, to sort of let her, so yeah, I was quite surprised that I actually do 

that…” 

From Elizabeth’s reflections it is evident that participating in VIG resulted in her 

becoming aware that her interactions with her daughter were ‘better than expected’.  

It appears that Elizabeth developed self-efficacy in relation to her parenting and 

communication skills with her daughter.  This is relevant to her goal for VIG, to 

develop confidence in communicating with her daughter.  Elizabeth’s narrative gives 

the sense that she may have been overwhelmed at points in her journey of parenting a 

DHH child.  The level of input from professionals whilst necessary and gratefully 

received may have detracted from Elizabeth’s confidence and occupied the moments 

parents of hearing children typically reserve for fun experiences.  The reframing of 

herself as a “fun mum” appears to have been a pivotal point in the VIG process for 
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Elizabeth which enabled her to reflect on her relationship and the role she plays for 

her daughter.   

“Yeah, I think so, I actually feel a bit closer… I mean, I suppose not closer but 

(sighs) yes, it’s less about the practical stuff all the time… I’m always looking 

after her, I’m always here… bathing her, and feeding her, and changing her… 

it’s nice just to see the more natural, fun things… and I can be a fun mum” 

Elizabeth appears to have made gains in her confidence with communication and 

interaction when she realised that she could support Laura’s development whilst 

having fun.  Enjoyment for both Elizabeth and Laura appeared to bolster Elizabeth’s 

confidence in her ability to parent. 

  

Parent’s Goal.  Each parent set a goal for VIG which related to an area of 

concern or competency they wished to develop.  Elizabeth’s VIG goal: “To become 

more confident in communicating with Laura and helping her develop her speech and 

language skills.”  

 

Table 20 

Elizabeth’s VIG Goal Ratings for Pre-VIG, Cycles 1, 2 and 3. 

 

 

Elizabeth rated herself as 6 or 7 out of 10 in relation to her goal prior to 

commencing VIG, whereby 0 indicates that an individual is ‘not there yet’ and 10 

indicates that an individual has reached their goal.  Elizabeth stated she would like to 

Pre-VIG 

rating 

Where you 

would like to 

be? 

End of Cycle 

1 rating 

End of Cycle 

2 rating 

End of Cycle 3 

rating / Post- 

Intervention 

6/7 9/10 8 8/9 8/9 
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reach 10 out of 10 by participating in VIG but would accept 9 out 10.  Following 

cycle 1 Elizabeth’s rating had increased to 8 out of 10 and increased again to 8 or 9 

out 10 by end of cycle 2.  By the end of cycle 3 Sarah rated herself as 8 or 9 out of 10 

indicating she had achieved her goal. 

 

4.7.2 RQ2: What is the experience of hearing parents of DHH children 

undertaking VIG? 

Following TA of interview transcripts, two themes were generated by the researcher.  

These themes are displayed in a thematic map below (Figure 21).  An audit trail for 

TA is available in Appendix 22.  

 

 

 

 

 

 

 

 

 

 

Figure 21. Thematic maps for Elizabeth 

 

Theme 1: Process of VIG.  Within this theme four subthemes were developed for 

Elizabeth’s experience of VIG: positive experience; watching clips; opportunity for 

reflection; and commitment to process. 
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Positive experience.  Participating in VIG was a positive and worthwhile experience 

for Elizabeth: 

“Overall, I think it’s been good, it’s been worthwhile” 

This appears to indicate that Elizabeth felt VIG was appropriate for herself and her 

daughter. 

 

Watching clips.  This subtheme is further divided into two contrasting subthemes of 

watching clips is beneficial and dislike watching self.  They further illustrate 

Elizabeth’s experience of participating in VIG. 

Watching clips is beneficial.  Watching clips enabled Elizabeth to ‘see’ 

attuned interactions with her daughter.  Elizabeth highlighted that she might ‘forget’ 

about specific aspects of interactions with her daughter due to the speed and dynamic 

nature of the interactions.  Watching clips enabled Elizabeth to see the intricacies of 

the interactions in ‘slow-motion’.  An additional benefit was seeing the practical 

application of strategies suggested by professionals. 

“That it actually does work… The professionals aren’t making it up… they do 

pick up on all those little small things, so it’s more about those little small 

things, not more about them but they are as important as bigger things I 

suppose…” 

This is of importance to this group as parents are provided with advice from 

professionals but may not understand the benefit of implementing the strategies with 

their DHH child until they can witness the effects. 
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Dislike watching self.  Elizabeth referred to her dislike of watching herself clips.  

Elizabeth reported at times it was ‘uncomfortable’ to watch and analyse the 

interactions during the shared review process: 

“…nobody likes watching themselves and then you’re looking at it in slow 

motion (laughs) as well…”  

Elizabeth’s willingness to continue with the VIG intervention and to recommend 

others to participate suggests that she perceived the importance of developing attuned 

interactions with her daughter and achieving her goal as beneficial.  This also 

highlights the importance of the VIG guider reassuring parents and developing a 

trusting and honest relationship, which enables parents to continue with the VIG 

process.   

 

Opportunity for reflection.  It appears that a significant benefit of VIG is the 

opportunity for reflection.  As a parent of a young child, particularly a DHH child, 

time for reflection on interactions may not be a priority for Elizabeth.  She is keen to 

highlight the benefits of using the opportunity. 

“…you see your actions in real slow motion and you can see those things that 

you’re doing, that you’re told to do but you don’t even realise you’re doing 

them…”  

It is through the analysis of the clips that Elizabeth identifies aspects of interaction 

where she is excelling.  The opportunity for reflection afforded by VIG may be a 

unique experience for parents of DHH children.  Professionals are typically focused 

on training parents to facilitate skills development in their child but may not provide 

feedback for the parents. 
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Commitment to process.  Elizabeth noted that future participants for VIG would need 

to ‘embrace’ the process.  Elizabeth also indicated that she wanted to dedicate more 

time to the VIG process but felt restricted by her work commitments. 

“I think it’s been tough for you to get my time because I’m in work a lot… 

from that perspective, it might have been easier, if I just had a bit more time 

for you” 

Elizabeth appeared to suggest that she would have like more time to focus on VIG 

and perhaps the learning she gained from each cycle.  It is important to consider the 

additional time pressures and appointments for DHH children when organising VIG 

appointments with this group. 

 

Theme 2: Outcomes of VIG.  Within this theme four subthemes were generated to 

illustrate Elizabeth’s perceived benefits of participating in VIG.  These are: 

relationship change; inspiring confidence; reclaiming maternal efficacy; and dual 

benefit of videos. 

 

Relationship change.  This subtheme suggested a shift in Elizabeth’s focus as a 

parent of a DHH child.  Parents of DHH child have additional pressures to develop 

their child’s speech, language and listening skills.  This can often result in parents 

focusing on maximising language learning opportunities. 

“I actually feel a bit closer… it’s less about the practical stuff all the time... so 

it’s nice just to see the more natural, fun things… and I can be a fun mum” 

This suggests that VIG supported Elizabeth’s perceived change in relationship with 

her daughter.  Elizabeth’s focus appears to become more about noticing the ‘fun’ and 
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‘natural’ interactions rather than the very practical aspects of parenting.  This 

reframing herself as a “fun mum” appeared to be important to Elizabeth. 

 

Greater awareness.  Elizabeth described becoming aware of positive interactions and 

communications with Laura and that “…you’re doing so many things right that you 

don’t realise”.  Becoming aware that her daughter responds to every interaction and is 

aware of her mother’s attunement was a significant moment of realisation for 

Elizabeth: 

“…So just that they do pick up on all those little small things, so it’s more 

about those little small things, not more about them but they are as important 

as bigger things I suppose…” 

This appeared to be significant for Elizabeth as she reflected that all the information 

and research she had been “bombarded with for the last two and a half years” was 

helpful and “…the professionals aren’t making it up…”.  She had now become aware 

of this through watching clips.  This is also in keeping with the VIG principles of 

attuned interactions, which purports that the most basic initiatives form the building 

blocks for more complex attuned interactions.  This also relates to her goal regarding 

communication and is important for parents of DHH children where developing those 

communication skills are of the utmost importance. 

 

Inspiring Confidence.  Elizabeth reflected that participating in VIG and gaining a 

greater awareness of her own interactions and communication inspired confidence: 

“…it is worthwhile doing, cause I mean, it does make you sit down and look at 

your own behaviours, actions or whatever you want to call it, and actually it 
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gives you a confidence boost, cause a lot of the time you are doing the right 

things or good things…” 

This was also related to her goal for VIG to increase her confidence in 

communicating with her daughter and ensuring good quality communication using 

strategies suggested by the professionals for DHH children. 

 

Reclaiming maternal efficacy.  This subtheme was discussed in relation research 

question three regarding the influence of VIG on PSE. 

 

Dual benefit of videos.  VIG appeared to serve a dual purpose for Elizabeth with her 

goal for the VIG and in having a tangible record of her daughter’s communication 

skills: 

 “But that will also be useful practically whenever she gets implanted and then 

we can see a before and after as well, sorry, I’m going to use your clips” 

This highlights the importance of offering parents of DHH children a copy of the 

recordings used for shared reviews, to share with professionals. VIG practitioners 

should be mindful of this and offer a DVD of clips to parents of this population. 

 

4.9 Qualitative Results 

Table 21, overleaf, provides an overview of the themes and subthemes common to 

each of the participants. 
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Table 21 

Overview of themes and subtheme common to each participant. 

Theme Subtheme Rachel Sarah Elizabeth 

Theme 1 – 

Experience of 

VIG 

Positive Experience ✓ ✓ ✓ 

Apprehensive about process ✓ ✓ ✓ 

Watching Videos beneficial ✓ ✓ ✓ 

Reflecting during sessions ✓ ✓ ✓ 

Commitment to process x x ✓ 

Theme 2 – 

Outcomes of 

VIG 

Dual Benefit of videos x x ✓ 

Greater Awareness ✓ ✓ ✓ 

Change in relationship ✓ ✓ ✓ 

Increased confidence and/or 

patience 
✓ x 

 

✓ 

Reclaiming maternal efficacy ✓ ✓ ✓ 

 

4.10 Themes and subthemes common to all participants 

The themes of ‘Process of VIG’ and ‘Outcomes of VIG’ were common across all 

participants.  The subthemes for each of these themes are further discussed below. 

 

Process of VIG 

Positive experience.  A common subtheme across all participants was the positive 

nature of the VIG process.  As parents of DHH children who have significant 

pressures on their time and resources, it is important to consider the parents’ 

perspective of the experience.   

 

Apprehensive about the process.  All parents reported feeling discomfort at watching 

themselves on clips.  There was an initial concern about what the filming would 

capture and if their parenting would be highlighted as inadequate or incorrect.  This 

appeared to reflect a fear of being judged about their communication with their child 

and was interesting due to their continuous and necessary involvement with 
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professionals who offer advice on how to best communicate.  The apprehension was 

noted to dissipate after the first session when they fully realised the positive nature of 

VIG however Elizabeth reported the discomfort of watching herself remained. 

 

Watching videos beneficial.  For all participants watching videos of their interactions 

with their daughters was identified as a subtheme.  This process was concluded to be 

the favourite or most enjoyable aspect of VIG and the benefits included being able to 

‘see’ the ‘better than expected’ interactions and having the videos recorded.  All 

participants also alluded to their initial dislike of watching themselves.  However, this 

subtheme appeared to be related to a fear of being judged regarding their interactions 

and communication with their child as opposed to just a dislike of seeing themselves 

on camera. 

 

Reflecting during sessions.  The opportunity for reflection and the time and space to 

consider their relationship with their child was another subtheme common across all 

parents.  Whilst all parents reported this to be a positive aspect of VIG, something 

they had never done before, Rachel also noted that for her, this process was initially 

difficult.   

 

Commitment to process.  Elizabeth reflected that future families would gain most 

benefit from VIG if they embraced the process.  She acknowledged that she was a 

working mother who had limited time to spent with her daughter and for 

appointments.  Elizabeth appeared to regret not being able to devote more time to 

VIG and was aware she had restricted time slots for participating. 
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Theme 2: Outcomes of VIG 

Change in relationship.  Participating in VIG was suggested to influence the 

relationship between all the mothers and their daughters.  Increased confidence and 

maternal efficacy as a result of watching and analysing themselves during VIG was 

reported by all mothers.  It is possible that this influenced how the mothers interacted 

with their child and viewed their relationships in a more positive light. 

 

Greater awareness.  All three parents identified communication related goals for 

VIG.  These ranged from developing their own patience and confidence in helping 

their child to develop communication skills to simply becoming aware of the 

instances of good communication.  As a result of participating in VIG, the parents all 

reported that seeing their interactions on camera resulted in a greater awareness that 

their communication strategies appropriate for DHH children and inline with 

recommendations from professionals.  Parents also became aware of their attuned 

interactions, how these were ‘better than expected’ and how their child responded 

positively to them. 

 

Increased confidence and/or patience.  This subtheme was identified with two 

parents and relevant to the goals the parents all set for VIG.  They reported that 

through watching their ‘better than expected’ interactions this had allowed them to 

see that their interactions were ‘not as bad’ as they thought.  VIG appeared to support 

parents to challenge their negative perceptions of their interactions and 

communication which in turn appears to have helped parents develop confidence.  

Patience was noted by Rachel as part of her goal however, Elizabeth also commented 
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on this in relation to turn taking and being aware of waiting for her daughter to take 

her own turn in the conversation. 

  

Reclaiming maternal efficacy.  Parents of DHH children have additional 

responsibilities, pressures and experiences that are not typical of parenting a hearing 

child.  A multitude of professionals are engaged with a DHH child from identification 

of hearing loss and therefore the child and their parent are placed under scrutiny from 

the beginning of their relationship as mother and baby.  Parents are advised on the 

best ways to communicate with their child and prepared to use every opportunity to 

focus on teaching language and speech skills a hearing child would incidentally 

acquire.  From the parents’ narratives it was apparent that they ‘feared’ the clips 

would capture them ‘getting it wrong’ while communicating with their child.  From 

the beginning it was evident that the parents were focused on communication as it 

became a feature of all three goals for VIG.  The reclaiming of their maternal efficacy 

was illustrated through quotes relating to increased confidence and trust in their own 

ability to parent.   

 

Dual benefit of videos.  This subtheme was identified in Elizabeth’s narrative and 

reported to the researcher anecdotally by all parents.  Parents all commented on the 

advantage of having a third party involved to record videos of their interactions.  This 

was viewed to be beneficial for sentimental reasons and provide a record of some 

lovely moments as the mothers all reported they are usually the one recording.  In 

addition the record of communication development was emphasised as a benefit as 

they could use the videos with their child’s professionals to guide further intervention 

in speech and language or CI assessment.  
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4.10 Summary of Results 

Rachel demonstrated percentage increases in the total frequency of attuned 

interactions during the 180 seconds of video recordings from cycles 1 and 3.  Rachel’s 

largest percentage increase was for ‘developing attuned interactions’.  Rachel’s 

parenting stress scores showed a percentage decrease.  Rachel’s PSE total scores 

demonstrated a percentage increase 

 

Descriptive data suggested the highest percentage increases for ‘developing attuned 

interactions’ and ‘guiding’ for all participants and decreases in discordant 

interactions.  However, these should be interpreted with caution as they may be due to 

chance due to non-significant changes in total scores.  All parenting stress levels were 

within or below the ‘normal’ stress range pre- and post-VIG.  Increases in total 

parenting stress scores pre- to post-VIG were not statistically significant.  Descriptive 

statistics revealed an increase in Sarah and Elizabeth’s parenting stress and a decrease 

in Rachel’s.  However, this could be due to chance or measurement error due to the 

non-significant statistical analysis.  Modest increases in PSE scores on TOPSE total 

score for all parents were not found to statistically significant from pre- to post-VIG.  

Decreases were also evident in some areas, however, qualitative data provides support 

that VIG may have an impact on PSE.   

 

Individual goals, identified and ranked by each parent prior to commencing 

VIG, demonstrated an increase with all parents reaching their predetermined goal.  

This suggests that VIG was influential in helping these parents to move towards their 

goal.  Qualitative data from interviews with each of the parents indicates that 

participating in VIG was a positive experience overall.  All participants, even those 
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who were initially apprehensive of reviewing recordings, reported they would 

recommend VIG to others.  It is evident from the qualitative data from interviews that 

parents perceived VIG as a worthwhile intervention and were readily able to report 

the benefits of participating.  
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5.0 Chapter 5 Discussion 

 

5.1 Overview 

 This chapter aims to summarise and discuss the main findings of the research 

in relation to the research questions and previous research findings.  A critical 

appraisal of the methodology and consideration of the strengths and limitations of the 

research is also discussed.  The implications of the research for EPs and future 

research and the researcher’s personal reflections on the experience of conducting the 

research are also presented. 

 

5.2 RQ1: How might VIG impact on attuned interactions, parenting stress or 

parental self-efficacy in hearing parents of DHH children? 

In order to answer the research question each of the three areas of attuned 

interactions, parenting stress and parental self-efficacy will be explored with the 

results for each parent discussed in relation to relevant literature.  A conclusion will 

be drawn regarding how VIG impacted these areas for each of the three parents in this 

study. 

5.2.1Attuned interactions.  VIG has been shown to enhance the quality and 

attunement of parent-DHH child interactions on the Emotional Availability scale 

(Lam-Cassettari et al., 2015).  This study explored the frequency of use of principles 

of attuned interaction from cycles 1 and 3 of VIG. 

 

Overall, the percentage change in number of attuned interactions increased for 

each parent from cycles 1 to 3.  Previous studies using video-feedback interventions 

reported increases in parental responsiveness and reduced parent led communicative 
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behaviour in parents of DHH children (Dos Santos & Brazorotto, 2018; Glanemann et 

al., 2013; Harrigan & Nikolopoulos, 2002).  VIG specific studies (Lam-Cassettari et 

al., 2015; James et al., 2013) found parents to have more consistently attuned affect, 

responses and scaffolding of interactions as measured by the Emotional Availability 

scales following VIG.  These studies all conclude that following video-feedback 

intervention with parents of DHH children, there was a positive effect on parent-child 

interactions towards more attuned interactions, reduced parent initiations and 

increased parental responsiveness.  Systematic review (Balldin et al., 2018) and meta-

analysis (Fukkink, 2008) of video-feedback interventions with a variety of parent-

child groups, found enhanced parent-child interactions.  Previous research employed 

different outcome measures for parent-child interactions, therefore an alternative 

measure of attunement may have produced significant results.  Two of the studies 

(Glanemann et al., 2013; Harrigan & Nikolopoulos, 2002) also employed parenting 

programmes which may have further impacted parent-child interactions beyond 

video-feedback interventions.  The ages of children, level of deafness and type of 

amplification all varied in the previous studies.  Older children or children who have 

already received CIs may be more receptive to interventions targeting parent-child 

interactions.  The qualitative data, discussed shortly, suggests that parents may have 

found elements of this intervention to be of some benefit for parent-DHH child 

interactions in the current study. 

 

Some interesting descriptive statistics were noted however these should be 

interpreted with caution due the small sample size and possibility they may have 

occurred by chance or error.  The principle of ‘developing attuned interactions’, 

showed the largest percentage increases for Rachel and Sarah.  Elizabeth had the 
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lowest total attuned interactions at cycle 1 and the largest increase at cycle 3 out of all 

three parents.  ‘Guiding’ was the largest percentage increase for Elizabeth with 

‘developing attuned interactions’ the second largest.  Kennedy (2011) proposed that 

displaying behaviour in line with this principle indicates that a pattern of attuned 

interactions has been established.  As the principles of attuned interaction are 

hierarchical, an established pattern of attuned interactions is a prerequisite for 

‘guiding’ (Kennedy, 2011).  This may explain why ‘guiding’ was relatively low at 

cycle 1 for all participants and showed an increase at cycle 3.  The final principle of 

‘deepening discussion’ was not observed for any of the three parents at cycles 1 or 3.  

It could be that parents required support to develop the pattern of attuned interactions 

and following an increase in ‘guiding’, ‘deepening discussion’ may subsequently 

develop now the foundations have been laid.  This principle, which involves giving 

explanations and opinions and imparting knowledge, is the final principle to develop. 

An alternative hypothesis is that hearing parents of DHH children remain focused on 

developing basic communication and interactions, given the nature of their difficulties 

in these areas, which are better captured by the first four principles.  This may suggest 

these parents are appropriately pacing their interactions with their DHH children and 

are working within the zone of proximal development.  ‘Deepening discussion’ is 

related to theory of mind and secondary intersubjectivity, a concept which is known 

to have delayed development in DHH children (Du Feu & Chovaz, 2014).  It could be 

hypothesised that ‘deepening discussion’ may be observed at a later stage for hearing 

parent-DHH child interactions and may warrant further investigation.   

 

5.2.2Discordant interactions. ‘Misattuned responses’ and ‘missed initiatives’ 

known collectively as ‘discordant interactions’ were also explored.  Descriptive 
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statistics revealed Rachel and Elizabeth’s discordant initiatives had a 100 percent 

decrease to zero.  Sarah’s misattuned responses decreased to zero but a slight increase 

in missed initiatives was found.  Doria et al. (2014) proposed that a reduction in 

discordant initiatives suggests that parents have become more attuned in their 

interactions.  This also suggests that through VIG parents learn to respond in an 

attuned manner (Kennedy, 2011).  This is particularly relevant for parents of DHH 

children as research suggested they were more likely to initiate and control, rather 

than respond to, interactions with their DHH child more frequently than parents of 

hearing children (Brown & Watson, 2017; Vaccari & Marschark, 1997).  Further 

research is needed to ascertain if this can be replicated with parents of DHH children 

as the decreases reported in this study could be as a result of chance. 

 

5.2.3Qualitative data.  The qualitative results (discussed in more detail in 

research question two) suggest a more positive picture in exploring the outcomes of 

this intervention.  Themes generated from the data indicated that parents in the current 

study regarded VIG as a beneficial and positive experience that they would 

recommend to other families with DHH children.  Parental interviews reflected the 

viewing of attuned interactions to be a highlight of VIG.  Additional subthemes 

identified suggested the parents in the current study may have experienced increases 

in parental confidence, patience, PSE, awareness of attuned interactions and a change 

in their relationship with their DHH child following VIG.  Parents reported seeing and 

becoming more aware of their attuned interactions with the aid of the VIG guider, 

which may have resulted in the subthemes of increased confidence and PSE 

identified.  Hess et al. (2004) suggested that parents with higher PSE would strive to 

achieve competency in their interactions with their child.  This may suggest that 
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parents in the current study may continue to develop attuned interactions with their 

DHH child as a result of their reported comments on increased confidence in 

themselves.  Parents reframed their relationships with their child as ‘fun’ rather than 

practical caregivers and were able to focus on the positive aspects of their 

relationships and the responses of their child when engaged in a ‘fun’ attuned 

interactions.  All these outcomes of VIG captured through interviews suggest that 

these parents perceived the intervention as having had some benefit for them. 

 

Overall, each parent was observed to have percentage increases in total 

attuned interactions.  Qualitative data indicates that the parents in this study  

perceived there to be a beneficial and positive impact on their lives and the lives of 

their DHH children following participation in VIG which suggests that they perceive 

VIG to be a worthwhile intervention. 

 

5.3 Parental Stress 

Parental stress, which may be higher in parents of DHH children, can 

influence parent-child relationships.  Lam-Cassettari et al. (2015) recommended that 

research into VIG with parents of DHH children should consider parental stress.  The 

PSI-SF was used to explore parenting stress in this study. 

 

5.3.1PSI-SF.  Scores for all parents’ pre- and post-VIG were within the 

‘normal’ or ‘below normal’ range for stress on all the PSI-SF subscales.  Rachel 

reported a percentage decrease in parenting stress scores however Sarah and Elizabeth 

reported percentage increases on parenting stress total mean scores following 

participation in VIG.  None of the previous research into VIG with DHH children and 
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hearing parents had measured parental stress levels.  A mediating role of early 

intervention was suggested due to lower stress levels in families of DHH parents 

attending interventions (Quittner et al., 1990).  Studies with other populations have 

found that video feedback interventions and more specifically VIG, reduce parenting 

stress (Fukkink, 2008).  There could be a variety of reasons for Sarah and Elizabeth’s 

increased parenting stress scores in this study.  Sarah and Elizabeth’s defensive 

responding scores indicated that they were perhaps both responding defensively at 

cycle 1 and Sarah at cycle 3, whilst Rachel’s responses were within the non-defensive 

range.  This may indicate that both Sarah and Elizabeth’s scores were subject to bias, 

and that their responses presented a more favourable view or minimised the issues or 

stresses they experienced as parents (Abidin, 1995).  Therefore, these results should 

be interpreted with caution.  Elizabeth’s defensive responding on the pre-VIG 

measures may have resulted in a false increase in post-VIG measures, which were 

found to lie within the non-defensive responding range.  This may indicate that her 

responses post-VIG were more truthful.  Sarah had recently given birth to her second 

child just before the end of cycle 3.  It is possible that the family was in a period of 

adjustment, which may have influenced Sarah’s responses.   

 

5.3.2Previous research.  Baseline and post intervention reports of parenting 

stress were not found to be within the clinically significant range for any parent.  

Previous research has debated whether and to what extent parents of DHH children 

experience stress in comparison with parents of hearing children.  Stress was thought 

to only be associated with issues related to deafness (Lederberg & Mobley, 1990) and 

the PSI-SF may not capture these aspects.  The impact of deafness becomes more 

apparent towards the pre-school years (Meadow-Orleans, 1994) due to decisions 
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regarding the start of formal education (Matthijs et al., 2017) and increased awareness 

of communication difficulties.  All children in this study were approaching pre-school 

age, suggesting that parental stress increases for these parents as their child gets older.  

However, Du Feu and Chovaz (2014) suggest that an alternative view of deafness as a 

‘difference’ rather than the more traditional pathological view has become popular 

recently.  This may be reflected in the PSI-SF scores in the current study being within 

the ‘normal’ range of stress.  

 

Rachel and Elizabeth’s children were awaiting CI surgery.  Impending surgery 

would be stressful for any parent.  CI surgery carries risks, of the child losing the 

hearing they currently have, and that the CI may not be successful.  Burger et al. 

(2005) found stress was heightened during receipt of information regarding CIs, pre-

surgery assessments and during and post-surgery.  Zaidman-Zait (2008) reported a 

consensus that parental stress levels are highest immediately pre- and post-implant.  

Concerns over CI assessments and surgery were reflected anecdotally by parents 

during VIG sessions.  

 

 5.3.3Qualitative data.  Qualitative data identified that parents did report 

initial apprehension at participating in VIG, due to dislike of watching themselves on 

film and fear of judgement about their interactions.  It is possible that during the 

initial VIG sessions parental stress may have increased as a result.  However, this was 

noted to dissipate as they became accustomed to the process.  Qualitative subthemes 

of increased confidence and maternal self-efficacy were identified.  Bloomfield and 

Kendall (2012) reported that parents who were more self-efficacious following 



 131 

parenting programmes experienced lower levels of stress.  It is also possible given the 

nature of self-report questionnaires, that an element of response bias is evident.   

 

Descriptive statistics indicated that only one parent, Elizabeth, reported 

increased parenting stress on all subscales with the greatest increase in parent-child 

dysfunction interactions.  An increase on one subscale appears to have impacted 

Sarah’s overall stress score.  Rachel’s overall scores indicated a percentage decrease 

in parental stress remaining within the ‘normal’ stress range.  However, percentage 

differences may be due to chance or measurement error and should be interpreted 

with caution.   

 

Rachel reported a percentage decrease in parenting stress while Sarah and 

Elizabeth reported percentage increases.  All three of these parents’ stress levels were 

within the ‘normal’ range of stress to begin with.  Given the previous findings of a 

reduction of parenting stress following VIG, qualitative reports of PSE which is 

linked to reduced stress, confounding variables and the small sample size of this 

study, further research is warranted to establish if this is also true for parents of DHH 

children. 

 

5.4 Parental Self-Efficacy 

PSE may be affected as a result of the challenges associated with parenting a 

DHH child.  Moeller et al. (2013) highlighted developing PSE to be of importance in 

FCEI programmes.  PSE is explored using both the TOPSE and qualitative 

subthemes. 
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5.4.1 TOPSE.  Descriptive data indicated percentage increases in total TOPSE 

scores for each of the three parents.  However, scores on the TOPSE subscales were 

varied for all parents.  The areas of ‘empathy and understanding’ and ‘control’ 

demonstrated an increase for all participants.  While ‘emotion and affection’ which 

was concerned with recognising and showing affection to children was an area of 

increase for Sarah and Elizabeth, Rachel maintained the maximum score for this area 

and therefore could not increase on this subscale.  Parents highlighted their pride in 

the children during shared reviews and reported becoming more aware of how their 

child responded to moments of fun.  The subscale of ‘control’ increased for all 

participants and is related to parents’ beliefs around their ability to cope with difficult 

behaviours from their child.  Maxwell et al. (2016) reported the greatest increases in 

the areas of ‘control’.  It is possible that the confidence gained from watching 

successful interactions on video resulted in a more positive belief in their ability to 

cope with challenging situations. ‘Empathy and understanding’ relates to the ability of 

the parent to take the perspective of their child, be patient and comfort their child.  

Perspective taking reflects the process of secondary intersubjectivity which forms part 

of the VIG shared review process (Kennedy, 2011) and is a skill these parents may 

have developed over the course of the intervention although very modest increases 

were noted.  The ‘pressures’ subscale contained statements relating to others’ 

expectations of parents and the pressure to conform or compare oneself.  Rachel and 

Sarah demonstrated percentage increases in this area possibly indicating that they felt 

more confident in their own ability to parent and remain consistent in their own 

parenting behaviour.  Elizabeth reported a decrease in this area.  The decrease for 

Rachel and Elizabeth in the ‘learning and knowledge’ subscale may reflect that 

questions on this subscale related to knowing that other parents have similar 
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difficulties, which is not a direct aim of VIG.  However, all parents were involved in 

local support groups for parents of DHH children and Sarah reported an increase in 

this area.  

 

Confounding variables such as those discussed in relation to parental stress 

and attuned interactions may have influenced the non-significant analysis of changes 

in the TOPSE scores.  The TOPSE had not previously been used with DHH samples 

and may require further research with this group.  Parents may have shown response 

bias, becoming more honest in their responding post-VIG which may have resulted in 

decreases in some areas.  Maxwell et al. (2016) suggest that a decrease in TOPSE 

scores may reflect greater parental awareness or higher expectations of their parenting 

following participation in VIG.   

 

5.4.2 Qualitative data.  Kurtzer-White & Luterman (2003) reported that 

parents may feel overwhelmed and may perceive themselves as underprepared for the 

role of parenting a DHH child.  Interestingly, PSE was a subtheme identified within 

the theme of ‘Outcomes of VIG’.  Parents appeared to ‘reclaim maternal efficacy’ 

through watching clips of their ‘better than expected’ interactions and through seeing 

the positive interactions with their children.  Parents’ experiences of watching their 

successful communication and interaction moments appear to have enabled them to 

develop confidence in their ability to communicate effectively with their children.  

This is in keeping with Bandura’s (1977) social learning theory whereby the 

modelling of appropriate behaviours, or in the case of VIG self-modelling through 

selected clips of attuned interactions, increases the parent’s confidence that there will 

be a positive outcome (Cross & Kennedy, 2011).  Difficulties with interactions 
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between parents and children was found to result in inefficacy in parents (Goldberg, 

1977).  It is possible that even perceived difficulties in communication may have 

resulted in inefficacy for parents of DHH children.  These parents have support from a 

range of professionals offering necessary and helpful advice on how best to 

communicate with their DHH child.  The amount of information provided or simply 

that it is new information may result in parents feeling overwhelmed and reduce their 

PSE.  Parents were able to detail the aspects of communication they should be 

demonstrating with their DHH child but appeared unconvinced they were displaying 

these behaviours themselves.  Watching themselves demonstrate these behaviours 

appears to have resulted in cognitive dissonance whereby the interactions they viewed 

on screen did not fit with the perception they had of their interactions.  This appears to 

have resulted in the reframing of their beliefs about their own ability to parent their 

DHH child in a more positive light (Cross and Kennedy, 2011).  Previous research 

had suggested that higher levels of PSE would result in a greater capacity to manage 

stresses associated with parenting a DHH child (Gandy, unpublished, 2014).  It is not 

possible to draw a clear conclusion in line with this research as the case study design 

and small sample size limits the generalisability of the findings, however, qualitative 

data does suggest that parents may have experienced an increase in PSE.   

  

5.4.3 Parental goals.  The goals for VIG, set by each individual parent, all 

reflected a sense of wanting to increase their confidence in an aspect of parenting 

such as supporting their child’s speech and language development.  All parents 

reported achieving their goal following VIG indicating again, that there had been an 

improvement in their confidence to parent their child.  James et al. (2013) reported 

that parents’ achieving their goals for VIG was evidence of VIG as an acceptable 
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intervention for parents of DHH children.  As in Lam-Cassettari et al. (2015), all 

parents in this study reported achieving their goal by cycle 3.  Fukkink (2008) found 

shorter duration video-feedback interventions to be most effective which this study 

appears to agree with, however, it is worth considering if continuation of VIG for 

another cycle would have demonstrated further increases in confidence.   

 

 5.4.4 Previous research.  Previous research into video feedback interventions 

with DHH children had established VIG as an effective intervention to increase 

parental self-esteem (Dos Santos & Brazorotto, 2018; Lam-Cassettari et al., 2015) but 

none have directly explored PSE.  Lam-Cassettari et al. (2015) did refer to general 

themes of increased parental confidence from shared review narratives although 

evidence of this was not explicitly provided.  Fukkink (2008) reported PSE increased 

following video feedback interventions with other populations.  Descriptive statistics 

showed mixed percentage increases and decreases on the TOPSE with slight 

percentage increases on the total scores, however, analysis of parental interviews 

identified subthemes of increased confidence and maternal self-efficacy following 

VIG.  These qualitative findings suggest that for these parents VIG may have had 

some element of positive impact on their PSE.  It is possible that the TOPSE was not 

sensitive enough to pick up on the subtle changes in PSE and that a different measure 

may have produced more increases across the different aspects of PSE.  This is further 

highlighted by the subtheme of maternal self-efficacy from the qualitative data.  PSE 

following VIG with parents of DHH children has not been previously explored.  

These results suggest that further research into this area is warranted.  
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5.4.5 Summary of Discussion of RQ1: How might VIG impact on attuned 

interactions, parenting stress or parental self-efficacy in hearing parents of DHH 

children? 

In terms of attuned interactions there were overall percentage increases for 

each parent-child dyad in this study.  All three parents reported parenting stress scores 

within non-clinically significant ranges on both pre- and post-VIG measures therefore 

the impact of VIG on parenting stress was difficult to demonstrate.  Rachel did report 

a slight percentage decrease in parenting stress following VIG despite her daughter’s 

upcoming CI surgery.  However, Sarah and Elizabeth both reported percentage 

increases which remained within ‘normal’ parenting stress ranges.  There may be 

several reasons for the increases including defensive responding, and the recent 

arrival of Sarah’s second baby.  PSE as measured by the TOPSE had mixed results for 

each of the three parents however overall, each parent reported a percentage increase 

in the total score.  The theme of reclaiming of maternal efficacy was identified from 

the parental interviews for each parent.  For Rachel, Sarah and Elizabeth, their view is 

that VIG has positively impacted their attuned interactions and PSE as evidenced 

through their reports on pre and post measures and their reflections during parental 

interviews in this study.  The impact of VIG on parenting stress is unclear due to the 

‘normal’ parenting stress scores reported pre-VIG. 

 

5.5 RQ2: What is the experience of hearing parents of DHH children 

undertaking a VIG intervention? 

Rees et al. (2015) highlighted the importance of exploring parental 

experiences of interventions with DHH children to help identify the effective aspects.  

Parental experiences of participating in VIG were explored through TA of semi-



 137 

structured interviews.  Two main themes were identified from the data: ‘Process of 

VIG’ and ‘Outcomes of VIG’.   

 

5.5.1 Process of VIG.  The process of VIG was related to how the parents 

experienced participating in VIG and identified specific aspects of the process, which 

were significant for them.   

 

Figure 22: Process of VIG 

 

5.5.1.1Positive experience.  All parents reported participating in VIG to be a 

positive experience.  This is in line with previous research  (Dos Santos & Brazorotto, 

2018; James et al., 2013) which concluded that parents of DHH children were 

satisfied with VIG as a result of goal achievement and zero attrition rates however, 

the current study is the first to specifically seek to understand the experiences of 

hearing parents of DHH children following VIG.  The parents concluded they would 

recommend VIG to other families.  Sarah also described how she was eager to share 

her experiences with her husband.  This appears to indicate the positive overall nature 
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of the VIG process and is in accordance with the previously mentioned studies.  This 

suggests that Cross and Kennedy’s (2011) finding that reduced attrition and increased 

satisfaction with VIG resulted from the collaborative nature of VIG and parents being 

treated as experts in their own lives may be reflected in these parents’ experiences. 

 

5.5.1.2Apprehensive about process.  Underlying the dislike of watching 

oneself on camera appeared to be a fear that they would be judged as inadequate 

communicators with their DHH child or that they were ‘doing it wrong’ or failing.  

Taylor (2016) also found that parents feared judgement of their parenting skills whilst 

participating in VIG.  This is particularly significant for this population as the parents 

receive advice and guidance from professionals on how to best communicate with 

their child.  The level of information that parents receive may result in parents feeling 

overwhelmed and unsure of their ability to effectively communicate and interact with 

their DHH child (Kurtzer-White & Luterman, 2003).  This is not to say that the 

professional input is unhelpful, it simply highlights the need for interventions to 

support for parents develop PSE after their adjustment to having a DHH child (James 

et al. 2013).  Dos Santos and Brazorotto (2018) proposed that professionals could use 

VIG to help families reflect on how their interactions influence the development of 

communication skills. 

 

Dos Santos and Brazorotto (2018) acknowledged that anxiety was observed 

during filming sessions which directly influenced the interactions.  They emphasised 

the need to consider the support each family requires on an individual basis.  Taylor 

(2016) also found that parents experienced discomfort whilst reviewing clips of 

themselves.  Despite the initial apprehension, all parents concluded that although 
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‘uncomfortable’, reviewing the clips had become the favourite or most enjoyable 

aspect of VIG.  The benefits of ‘seeing’ the moments of successful interaction 

outweighed the discomfort.   

 

5.5.1.3Watching clips is beneficial.  Despite initial reservations all three 

parents reported watching clips to be the highlight of the VIG process.  Seeing the 

‘better than expected’ interactions was a significant moment for the parents.  James et 

al. (2013) and Dos Santos and Brazorotto (2018) identified ‘seeing’ as the catalyst for 

change in parents of a DHH child using VIG.  Kennedy (2011) related seeing 

successful interactions to primary and secondary intersubjectivity, which forms the 

basis for attunement theory.   Positive interactions and seeing their DHH child’s 

responses during natural unstructured moments is especially important for hearing 

parents.  The typical focus of intervention for DHH children involves highly 

structured, parent-initiated interactions to develop communication skills.  The benefit 

of VIG and watching the clips of natural interactions allows the parents to recognise 

the successful moments during typical interactions and in turn the ‘fun’ experienced 

during these moments.  It also enables parents to see the practical application of 

theory.   

 

 5.5.1.4Reflecting during sessions.  Two parents highlighted that the 

opportunity to reflect was a useful creation of time and space.  Lomas (2011) noted 

that parents are not often afforded the opportunity to see and reflect on their 

interactions.  James (2011) suggests that VIG could provide the reflective space for 

parents to consider the needs of their DHH child and plan for future successes.  Doria 

et al. (2014) concluded that self-reflection was a key aspect of the success of VIG 
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which in turn can help to develop PSE.  Rachel disclosed the process of reflecting was 

initially difficult for her.  This highlighted the need to support parents through the 

process of VIG as echoed in the research of Dos Santos and Brazorotto (2018).   

 

5.5.1.5Commitment to process.  Elizabeth was the only parent to comment on 

the level of commitment required for VIG.  Contrary to previous research, which 

suggests parents found VIG to be time consuming (Martin-McKeever, unpublished, 

2019), Elizabeth expressed a desire to commit more time to the process.  She also 

emphasised the need to fully commit to and embrace the process of the intervention in 

order to gain maximum benefit.  Neither of the remaining two parents expressed 

concerns relating to time or commitment issues with VIG.  This is a relevant 

subtheme for parents who have significant time pressures due to various appointments 

for their DHH child.   

 

5.5.2 Outcomes of VIG.  The second theme ‘Outcomes of VIG’ was related 

to what the parents gained from participating in the VIG intervention.   
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Figure 23: Outcomes of VIG  

 

5.5.2.1Reclaiming maternal self-efficacy.  Reclaiming maternal efficacy was 

a surprising subtheme common to all participants and helped answer research 

question three.  The theme of ‘reclaiming’ was considered appropriate given the 

innate ability that parents have to interact with their child.  It appears that through the 

process of diagnosis and subsequent input from professionals some parents may have 

‘lost’ their sense of ability to competently communicate effectively with their child.  

This ‘reclaiming’ was highlighted through the narrative of one parent who noted that 

while she had a natural instinct as a parent of how to communicate with her child, 

being able to see herself naturally applying the strategies she was advised to use 

enabled her to realise she was able to communicate well with her child.  The sense of 

‘reclaiming’ that instinct as a parent alongside confidence in their own ability to 

effectively communicate with their children was interpreted as a ‘reclaiming of 

maternal self-efficacy’. 

 

5.5.2.2Greater awareness.  Watching clips appeared to enable parents to see 

and become aware of their attuned interactions and adopt a positive perspective.  This 

subtheme maps appropriately onto the framework Kennedy (2011) provides as to why 

VIG works and the importance of video feedback.  Parents were also able to identify 

that they were applying advice from professionals and generally communicating well 

with their child.  Analysing clips also highlighted attunement and the DHH child’s 

awareness of their parent’s presence without constant eye contact.  The importance of 

the most basic attuned interactions which form the basis of other higher order 

communication skills was also a revelation for Elizabeth.  This is linked to Kennedy’s 
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(2011) Principles of attuned interaction which demonstrate the building block nature 

of attuned interactions with each principle forming its foundation on the successful 

achievement of the previous principle. 

 

5.5.2.3Change in relationship.  Another subtheme of ‘change in relationship’ 

was identified within all the parents’ narratives.  This is suggested to result from the 

increased confidence, awareness of attuned interactions and maternal self-efficacy 

established through VIG.  The viewing of positive interactions and ‘doing better than 

expected’ may have resulted in challenging the negative perception of their 

interactions.  In turn this may have resulted in the parents reframing their thoughts 

about their relationships with their child.  This is in accordance with Cross and 

Kennedy’s (2011) research which proposed that reviewing video clips of positive 

interactions, which are better than expected, resulted in cognitive dissonance.  The 

parents had expressed concerns regarding their interactions with their child in relation 

to using appropriate communication strategies as advised by professionals, a lack of 

patience while communicating and limited enjoyment for their child during 

interactions.  Seeing the positive and enjoyable interactions results in parents, with the 

support of the guider, readjusting their negative perceptions to align with the positive 

interactions observed (Cross & Kennedy, 2011).  One parent described how proud she 

felt of her daughter after participating in VIG.  Witnessing the communication 

between herself and her daughter resulted in Rachel reflecting that they have a 

positive relationship. While Elizabeth appeared to reframe herself as a ‘fun’ mum. 

This was reflected in the narratives of all three mothers where they highlighted a 

change in their relationship due to the recognition that they were able to effectively 

communicate and had attuned interactions. 
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5.5.2.4Increased confidence and/or patience.  This subtheme was identified 

for two parents and was also the focus of their VIG goals.  Greater awareness of 

attuned interactions through seeing clips enabled parents to see themselves ‘doing it 

right’.  In turn this appeared to result in increased confidence about their ability to 

facilitate their child’s communication development and increase their patience.  This 

is in keeping with Bandura’s (1977) social learning theory, whereby the process of 

self-modelling and reviewing of positive clips increases PSE (Cross & Kennedy, 

2011).  It also appears to support Doria et al. (2014) who found that clips of 

successful interactions may positively influence self-esteem and PSE.  James (2011) 

proposed that increased confidence in their own ability will enable parents to 

advocate for the changes required to support their DHH child such as a particular 

communication mode.   

 

5.5.2.5Dual benefit of videos.  Elizabeth described a unique beneficial 

outcome of VIG for parents of DHH children.  This was also reflected anecdotally 

with the other mothers but not during the semi-structured interviews.  For Elizabeth 

VIG had a ‘dual benefit’, in addition to other apparent gains of maternal efficacy, 

increased confidence and change in relationship, she received a tangible record of her 

daughter’s communication skills.  This may be a unique benefit for parents of DHH 

child or perhaps for parents of children with communication difficulties and should be 

considered by VIG guiders as an additional benefit for these parents. 

 

5.5.3 Summary of parents’ experiences.  Rees et al. (2015) highlighted the 

importance of capturing parents of DHH children’s experiences of interventions to 
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help identify the most effective aspects.  Taylor (2016) explored parental experiences 

of VIG with parents of children with communication difficulties.  However, this had 

not been explored, in previous VIG studies with parents of DHH children.  Overall 

the parents in this study thought the experience of undertaking a VIG intervention was 

positive, worthwhile and one they would recommend to other families with DHH 

children.  This is also reflected in the fact that parents, despite their initial reservations 

about being recorded, perceived the positive effects of VIG to outweigh the negative.  

The initial fear of judgement when reviewing clips surprisingly transformed into the 

parents’ reportedly favourite aspect of the process.  Watching clips of ‘better than 

expected’ interactions was reported to be the most beneficial and highly anticipated 

aspect of VIG.  Through ‘seeing’ their positive interactions and the opportunity to 

reflect, even if this required structuring from the VIG guider, appeared to allow 

parents to develop PSE.  This reclaiming of maternal self-efficacy appeared to be 

influenced by increased awareness of attuned interactions and subsequent increased 

confidence in their ability to communicate effectively with their child.  Seeing the 

enjoyment in interactions with their child appears to have influenced a changed 

perspective of their relationships.  Parents also gained an additional unexpected 

benefit of being provided with a tangible record of their child’s interaction in the form 

of a DVD.      

   

5.6 Critical Appraisal  

 5.6.1 Strengths. This research sought to explore a gap in the literature of VIG 

applied to parents of DHH children.  This research adopted recommendations from 

Lam-Cassettari et al. (2015) and Rees et al. (2015) to consider parenting stress and 

PSE in relation to VIG, and parental experiences of interventions.   
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 Case-study design using both quantitative and qualitative methods was employed.  

Yin (2003) suggests that case-study design is appropriate for evaluating interventions.  

Adopting this design enabled the researcher to gain rich data for analysis which 

provided insight into the lives of hearing parents and their DHH children.  The 

researcher deemed this to be important from a pragmatist stance (Feilzer, 2010).  It 

also enabled the researcher to employ a variety of methods and triangulation to 

address the research questions.   

  

 Participants were recruited from two local charities and a statutory service.  

Families from across Northern Ireland were contacted, ensuring that sampling was not 

restricted to one area.  The children were all severe/profoundly deaf and used HAs.  

To ensure anonymity parents and children were all given pseudonyms.  

 

 The Principles of Attuned Interaction were used to determine if a change in the 

frequency of attuned interactions was observed from pre- to post-VIG.  The 

researcher sought inter-rater agreement with the VIG supervisor for ratings of attuned 

interactions (see chapter 3 for full details).  The PSI-SF was previously found to be a 

reliable and valid measure of parenting stress (Abidin, 1995).  It has also been utilised 

and normed with parents of DHH children in previous studies. In line with Fukkink’s 

(2008) recommendation for a manualised approached to video-feedback interventions, 

the VIG protocol set out in Kennedy (2011) was adhered to.  All VIG recording, 

shared review sessions and semi-structured interviews were conducted in the 

participants’ home.  This helped to ensure ecological validity of the study.   
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This study used descriptive statistics to demonstrate changes between pre- and 

post-measures of quantitative data.  Due to the small sample size and case study 

design inferential statistics were not appropriate.  The use of semi-structured 

interviews allowed the questions to be formulated prior to the interview but allowed 

the flexibility of expanding or acquiring further detail on specific themes.  The 

analysis of these interviews identified themes which were pertinent to the study such 

as perceived increase in confidence and greater awareness of attuned interactions. 

 

5.7 Limitations 

Whilst every effort was made to uphold the integrity of the research several 

limitations of the present study are detailed below. 

 

The case-study design and small sample size mean results of this study have 

limited generalisability to the wider population of parents with DHH children.  A 

control group design similar to Lam-Cassettari et al. (2015) may have controlled for 

confounding variables.  The researcher was the VIG guider, interviewer and analyst.  

To address potential confirmation and response bias the researcher availed of 

supervision with a qualified EP and review of qualitative codes and themes by a 

qualitative research expert. 

 

The heterogeneity of deafness makes comparison of DHH children challenging 

(Chovaz, 2013).  Inclusion/exclusion criteria sought to address this issue where 

possible, but this remains an issue for generalisability of results within this 

population.  The gender of participating DHH children was not specified in the 

participant inclusion/exclusion criteria however it was hoped that both male and 
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female DHH children would be reflected in the sample.  Whilst a male DHH child 

was recruited this family later withdrew from the study.  The participants were three 

mothers and female DHH children thus impacting on the generalisability of findings. 

 

The principles of attuned interaction were utilised to measure attunement however 

this is not a standardised measure and only provides a measure of quantity not quality 

of interactions.  James et al. (2013) established the validity of the Emotional 

Availability scale with parents and DHH children as a measure of attuned 

interactions.  However, this measure requires additional training.  Scoring information 

for the TOPSE was limited and did not indicate whether scores were low, medium, or 

high making both analysis and interpretation challenging.  It is possible that the 

TOPSE did not have the sensitivity to detect changes pre- to post-VIG and therefore 

other measures discussed in Wittkowski et al. (2017) or non-self-report methods 

should be considered. 

 

 Due to time constraints it was pre-determined that three VIG cycles would be 

offered as Fukkink (2008) and Lam-Cassettari et al. (2015) found VIG to be effective 

with three cycles.  The parents achieved their goals by cycle 3 however it is possible 

with longer interventions further increases in pre- and post-measures may have been 

seen.  Due to time constraints it was not possible to check the accuracy of the 

participants reflections following TA as recommended by Shenton (2004).  
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5.8 Trustworthiness of Study 

 The trustworthiness of the qualitative aspect of this research was assessed in 

relation to Shenton’s (2004) recommendations on how to address Guba’s (1981) 

constructs of:  

• Credibility; 

• Transferability; 

• Dependability; 

• Confirmability. 

 

 5.8.1 Credibility.  The term credibility is used in preference to internal 

validity and evaluates whether the study measures what it intended to measure 

(Shenton, 2004).  In line with Shenton’s (2004) recommendations the researcher had 

familiarity with the culture of participants, having worked in the area previously.  

However, the researcher was also mindful of her own biases and preconceptions, in 

addition to issues with the dual role of researcher, interviewer and data collector and 

utilised supervision appropriately throughout.  Researcher reflexivity is further 

discussed later in this chapter.  Braun and Clarke’s (2006) protocol for TA was 

adopted for analysing the data from semi-structured interviews.  An audit trail is 

provided in Appendix 22 and a qualitative researcher was consulted to check the 

codes, themes and subthemes identified.  Triangulation was employed.  Data was 

sought from parental interviews, shared reviews and observation during VIG and 

methodological triangulation was achieved through the use of qualitative and 

quantitative methods.   Participants were recruited from local charities and were 

selected based on the inclusion criteria.  They were reminded of their right to 

withdraw from the study at any time.   
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 5.8.2 Transferability.  This refers the external validity of a study and 

considers to what degree the findings could be applied to other circumstances 

(Merriam, 1995).  The limitations of this study including the heterogeneous nature of 

the DHH population and small sample size have previously been discussed in terms of 

generalisability.  Shenton (2004) recommends that detailed information about the 

context and phenomenon being researched are provided to enable comparisons to be 

made.  Chapter 3 provides the specific details of the VIG sessions and characteristics 

of the families.   

 

 5.8.3 Dependability.  Dependability relates to the reliability of a study’s 

findings and the potential for replicability (Shenton, 2004).  Shenton (2004) 

recommended inclusion of detailed sections on research design and implementation, 

data collection and reflective appraisal of the study.  The first two aspects are 

discussed in Chapter 3 including VIG protocol and details of the analyses applied and 

the current chapter provides a reflective appraisal. 

 

 5.8.4 Confirmability.  This is related to the efforts of the researcher to 

maintain objectivity within the research.  Triangulation was employed to reduce the 

effect of researcher bias (Shenton, 2004).  The researcher adopted the role of both 

data collector/interviewer and VIG guider.  Shenton (2004) advises steps should be 

taken to ensure the participants’ voice is reflected in the data alone and is not 

confounded with the researcher’s experiences.  To address this inter-rater agreement 

was sought for the video data which measured attuned interactions and supervision 

with a qualitative researcher was sought to check the process of TA.  Detailed 
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methodological considerations are provided in Chapter 3 and an audit trail in the 

appendices.  The researcher was also clear from the outset of her interest and previous 

experiences of deafness.  All of which contribute to the conformability of this study. 

 

5.9 Implications 

 5.9.1 Support and intervention for parents and DHH children. 

Interventions for parents of DHH children typically focus on amplification device 

training, genetic counselling and intervention to enhance the DHH child’s 

communication (Rees et al., 2015).  This research explored an intervention focusing 

on parent-child interactions and experiences of VIG.  Due to the nature of case study 

design and small sample size this study has limited generalisablity.  However, the 

views of the parents involved indicated that there were beneficial outcomes for 

parents in this study.  The parents’ goals for VIG were all related to either noticing or 

developing their confidence with supporting their child’s communication 

development. Parents in this study perceived participating in VIG to enable them to 

identify moments of successful interactions and gain a new perspective as a result of 

‘seeing’ their ‘better than expected’ interactions.  The opportunity to reflect appears to 

have increased awareness of attuned interactions and increased patience and 

confidence in their ability to interact with their child.  As a result, parents appeared to 

reclaim their sense of maternal self-efficacy, which research suggests may have been 

lower than the mothers of hearing children.  This theme appears to have been 

significant for all parents involved and is a core principle of international FCEI 

recommendations (Moeller, 2013).  This highlights the need for professionals to 

support families to not only develop and maintain positive relationships with their 

DHH child, (Du Feu & Chovaz, 2014) but also to support development of PSE 
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through interventions.  Parents all reported VIG to be a positive experience that they 

would recommend to other parents of DHH children.  This suggests that VIG may 

provide some beneficial outcomes with parents of DHH children.  The Child 

Orientated Mental Health Intervention Centre (COMIC) team are conducting a 

systematic review of the research evidence for early parenting support interventions 

for DHH children from birth to 5 years of age (COMIC, 2020).  The qualitative 

elements of the current research may provide some useful information pertaining to 

this review. 

 

 5.9.2 Application of VIG.  This research considered the recommendations of 

a previous study and sought to address gaps in research by exploring the areas of 

parenting stress, PSE and parents of DHH children’s experiences of participating in 

VIG.  Parents reported participating in VIG to be a positive experience and all the 

parents would recommend VIG to other families of DHH children.  This suggests that 

for these parents, VIG was a useful intervention in regard to some of its elements and 

may be of benefit to other hearing parents of DHH children. 

 

 5.9.3 Educational Psychology Practice.  VIG interventions are growing in 

popularity both within Educational Psychology and health and social care settings 

(Kennedy et al., 2017).  Training in VIG is also included in many EP doctoral training 

programmes.  VIG is recommended in the NICE guidelines as an evidence-based 

intervention to enhance maternal sensitivity and children’s social and emotional 

wellbeing (NICE, 2012).  EPs play an important role in helping other professionals to 

formulate and understand the difficulties a child or family may be presenting with as 

well as promoting early intervention and resilience to minimise the effects of 
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difficulties.  This research provides evidence towards the need for early intervention 

to increase attunement in hearing parents of DHH children.  With the onus on 

professionals to support parents of DHH children (Du Feu & Chovaz, 2014), EPs 

could make a valuable contribution to improving outcomes for DHH children. 

 

 Whilst it is important for EPs to maintain their skills in VIG there are 

challenges.  As part of a major research project the time, flexibility and funding 

afforded for VIG may not be as readily available in practice.  The challenges of 

utilising VIG as a practicing EP would be the cost of supervision, which is not 

currently covered by the Education Authority in NI nor by all local authorities in the 

rest of the UK, the significant amount of time required for meeting and recording with 

families, and preparing for shared reviews and supervision.  

 

5.10 Future Research  

 This research considered recommendations from Lam-Cassettari et al. (2015) 

to consider parenting stress levels and PSE following VIG.  It is imperative that 

research continues to build an evidence base of the effectiveness of VIG with DHH 

children and their families. 

Suggested future research directions: 

• Participants in James et al. (2013) and this study were undergoing the process 

of CI surgery.  Future research could explore the use of VIG through this 

process or if VIG was more beneficial pre or post CI surgery. 

• Use of HAs or CIs may influence parenting stress due to the risks of CI 

surgery.  Comparison of different types of amplification and VIG would be 

interesting. 
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• Timing of intervention such as immediately following diagnosis after or 

during the pre-school year may demonstrate VIG to be more effective for 

certain age groups or specific periods of time following diagnosis. 

• Inclusion of male child participants would be beneficial for generalisability of 

results.  Additionally, the involvement of fathers as the adult participant would 

be an interesting avenue of investigation. 

• A control group or ethical alternative such as a wait list control group would 

provide a helpful comparison of data to demonstrate the effectiveness of VIG. 

• A longitudinal study with post-measures administered a second time, after a 

period of several months, post intervention to see if changes in attuned 

interactions, parenting stress and PSE had developed may provide evidence 

for the effectiveness of VIG.  

• Sensitivity of the TOPSE to detect changes in PSE pre- to post-VIG with this 

group or an alternative measure of PSE should be considered for future 

studies. 

• Use of separate researchers/guiders for pre and post VIG data collection and 

VIG guider roles may help to reduce response and social desirability biases. 

• The principle of ‘deepening discussion’ development in this group should be 

explored given its association with theory of mind and delays in theory of 

mind development in DHH children.  

 

5.11 Reflexivity 

I was delighted to have the opportunity to research an area of interest and 

potentially contribute to the lives of DHH children and their parents and the research 

base in this area.  I was previously employed by one of the charities used for 
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recruitment of participants.  I think this enabled the staff to feel confident that I would 

be professional and conduct ethically responsible research and be able to relate to the 

parents they were contacting to participate.  From review of the literature I was 

mindful that parents can experience feelings of being judged or apprehension about 

being recorded during VIG.  In addition, I was a stranger who was requesting to 

record their interactions with their child.  All the parents had links to this charity and 

had met the staff I knew well.  I was able to use this common ground to engage the 

parents in conversation about shared experiences of the charities.  I also shared my 

personal experiences of undertaking VIG and Video Enhanced Reflective Practice 

(VERP).  This enabled me to empathise with participants about the initial discomfort 

experienced from watching oneself on camera and to put them at ease.  I felt 

privileged that families welcomed me into their homes for the course of the 

intervention.  The parents’ openness and willingness to engage in VIG was incredible 

and I am grateful for their support and participation.  As someone who is involved 

with the Deaf community and has knowledge and experience of working with 

families of deaf children, I felt confident that as a researcher I could relate to and 

develop a good therapeutic alliance with the participants and discuss relevant topics 

related to childhood deafness.   

 

I was also mindful of my beliefs about ‘Deaf gain’ and BSL rather than 

viewing deafness as a ‘deficit’ when meeting parents.  I took every opportunity to 

reflect and use supervision to remain impartial in conversations with parents.  I was 

pleasantly surprised by the pragmatic stance adopted by parents especially when one 

parent commented that they do not frame their child according to their inability but 

according to their ability and positive qualities.  During supervision I reflected that on 
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some level I had expected the parents to focus on or become negative about what their 

child was unable to do. 

 

As the researcher, VIG practitioner, data collector, interviewer, and analyst I 

was mindful of my multiple roles and the potential impact of bias that I may have on 

any data, analysis and conclusions drawn.  I sought supervision from a specialist VIG 

supervisor, my academic tutor and an experienced qualitative researcher in order to 

address any biases throughout the research project.  I sought to establish good rapport 

with participants to enable open and honest communication and reduce the occurrence 

socially desirable responses. This rapport allowed the participants to disclose 

difficulties and issues they experienced during both shared reviews and the post-VIG 

interviews.  On reflection I feel that whilst over the course of VIG the parents became 

more comfortable, additional time could be spent developing rapport before 

administering pre-measures due to the indication of defensive responding on the PSI.  

All parents were open about their initial apprehension about VIG and their dislike of 

watching themselves and fear of judgement.  I was careful to ensure that I was open to 

this discussion and accurately reflected their thoughts on the process in the analysis 

and conclusions drawn especially since I am an advocate for VIG and could influence 

the data. 

 

This was my first experience of conducting research using both quantitative 

and qualitative methods.  The opportunity to explore the parental views and capture 

the beneficial aspects of VIG through interviews was invaluable.  I feel as though this 

enabled me to further embrace my stance as a pragmatic researcher and ensure that no 

data is overlooked. 
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Undertaking this research has been invaluable experience to me as the 

researcher as well as impacting on the lives of the families who participated.  Through 

receipt of supervision from a VIG supervisor, who is also an EP, I have developed 

skills and knowledge which I hope to apply in my professional practice.  I became 

confident in selecting and analysing the clips and became more comfortable watching 

myself on camera and reflecting and identifying areas of strength and working points 

for further development.  I hope to continue VIG training to become an accredited 

practitioner, which would enable me to provide VIG, when possible, within my role 

as an EP.  

 

5.12 Conclusion   

 CRIDE (2018) identified another increase in the number of DHH children in 

NI from their previous annual report and suggest that this may still be an 

underestimate of the true number of DHH children in NI.  DHH children and their 

parents require support with various aspects of development.  

  

 A case study design using both qualitative and quantitative methods was 

utilised to explore the use of VIG with DHH children and hearing parents and the 

parental experience of participating in VIG.  Descriptive statistics showed percentage 

increases in total scores for attuned interactions and PSE following VIG for all 

parents and for Sarah and Elizabeth in total parenting stress scores.  TA of parental 

narratives suggests that positive outcomes may be seen with other parents of DHH 

children.  Parental experience of VIG was centred around two themes: the process of 

VIG and the outcomes of VIG.  Subthemes: positive experience; apprehension about 
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the process; watching clips is beneficial; reflecting during sessions; and commitment 

to the process were generated in relation to the theme of process of VIG.  Greater 

awareness; increased confidence and/or patience; change in relationship; reclaiming 

maternal self-efficacy; and dual benefit of VIG were the subthemes developed within 

the outcomes of VIG.  Qualitative data suggests parents in this study experienced 

some positive outcomes and perceived VIG to be a worthwhile intervention.  Further 

research is required to establish the effectiveness of VIG regarding the impact on 

parenting stress and PSE with parents of DHH children.   

 

 The onus is on professionals to support and empower families of DHH 

children in developing and maintaining positive parent-child relationships.  Given the 

complexity and impact of deafness on the whole family, and the annually increasing 

prevalence, the exploration of appropriate interventions for this group is essential.  

Qualitative results from this study suggest that VIG may have the potential to be an 

effective intervention with hearing parents of DHH children and further research is 

recommended.   
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Appendix 1 Sign Language 

Similarly to spoken languages, each country has its own sign language.  

However, even when the spoken language in another country is English, the official 

signed language is different.  The United Kingdom uses British Sign Language (BSL) 

with regional variations and influences.  For example, Northern Ireland employs the 

Northern Irish variation of BSL citing influences from French (FSL), American 

(ASL) and Irish (ISL) sign languages.  Ireland (and some border counties of Northern 

Ireland) use ISL, America and Canada use ASL, while Australia uses Australian Sign 

Language (AusLan).  The World Federation of the Deaf established an International 

Sign Language to facilitate communication between different sign language groups at 

international meetings (British Deaf Association, 1975 in Du Feu & Chovaz, 2014).  

In Northern Ireland 82% of children with a severe or profound hearing loss use 

spoken English at school, 13% use spoken English with signed support, and 1% use 

BSL (CRIDE, 2017). 

  

Following the Milan congress in 1880, it was concluded that speech was 

superior to signed languages and sign language was effectively banned from all 

educational establishments worldwide (Austen & Crocker, 2004).  The oral/aural 

education debate remains today and has been further compounded by the development 

of technology however, sign language was still utilised by the Deaf community who 

campaigned for the right to access education and information in their own language.  

In 2003 BSL was officially recognised as a language by the UK Government.  British 

and Irish Sign Languages were given official minority language status in Northern 

Ireland in 2004 (NI Assembly, 2014).  Further campaigns to introduce BSL as a 

GCSE in schools, and for parents of DHH children to receive free BSL classes, are 
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on-going.  Despite support for DHH children to be raised bilingually, some 

professionals believe permitting DHH children to use sign language will discourage 

or even prevent the development of spoken language.  Ironically hearing parents and 

babies attend baby sign classes in order communicate during the prelingual stage (du 

Feu & Chovaz, 2014). 
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Appendix 2  d/Deaf information 

 

Accessed from https://www.derbyshire.gov.uk/site-
elements/documents/pdf/social-health/adult-care-and-wellbeing/disability-
support/hearing-impaired/british-deaf-association-definitions-of-hearing-
impairments.pdf  

 
 

https://www.derbyshire.gov.uk/site-elements/documents/pdf/social-health/adult-care-and-wellbeing/disability-support/hearing-impaired/british-deaf-association-definitions-of-hearing-impairments.pdf
https://www.derbyshire.gov.uk/site-elements/documents/pdf/social-health/adult-care-and-wellbeing/disability-support/hearing-impaired/british-deaf-association-definitions-of-hearing-impairments.pdf
https://www.derbyshire.gov.uk/site-elements/documents/pdf/social-health/adult-care-and-wellbeing/disability-support/hearing-impaired/british-deaf-association-definitions-of-hearing-impairments.pdf
https://www.derbyshire.gov.uk/site-elements/documents/pdf/social-health/adult-care-and-wellbeing/disability-support/hearing-impaired/british-deaf-association-definitions-of-hearing-impairments.pdf
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Accessed from: https://www.nad.org/resources/american-sign-language/community-

and-culture-frequently-asked-questions/  

Community and Culture – Frequently Asked 

Questions 

Question — What is the difference between a person who is “deaf,” “Deaf,” or “hard of 

hearing”? 

The deaf and hard of hearing community is diverse.  There are variations in how a person becomes 

deaf or hard of hearing, level of hearing,  age of onset, educational background, communication 

methods, and cultural identity.  How people “label” or identify themselves is personal and may reflect 

identification with the deaf and hard of hearing community, the degree to which they can hear, or the 

relative age of onset.  For example, some people identify themselves as “late-deafened,” indicating that 
they became deaf later in life.  Other people identify themselves as “deaf-blind,” which usually 

indicates that they are deaf or hard of hearing and also have some degree of vision loss.  Some people 

believe that the term “people with hearing loss” is inclusive and efficient.  However, some people who 

were born deaf or hard of hearing do not think of themselves as having lost their hearing.  Over the 

years, the most commonly accepted terms have come to be “deaf,” “Deaf,” and “hard of hearing.” 

“Deaf” and “deaf” 

According to Carol Padden and Tom Humphries, in Deaf in America: Voices from a Culture (1988): 

We use the lowercase deaf when referring to the audiological condition of not hearing, and the 

uppercase Deaf when referring to a particular group of deaf people who share a language – American 

Sign Language (ASL) – and a culture.  The members of this group have inherited their sign language, 

use it as a primary means of communication among themselves, and hold a set of beliefs about 

themselves and their connection to the larger society.  We distinguish them from, for example, those 
who find themselves losing their hearing because of illness, trauma or age; although these people share 

the condition of not hearing, they do not have access to the knowledge, beliefs, and practices that make 

up the culture of Deaf people. 

Padden and Humphries comment, “this knowledge of Deaf people is not simply a camaraderie with 

others who have a similar physical condition, but is, like many other cultures in the traditional sense of 

the term, historically created and actively transmitted across generations.”  The authors also add that 

Deaf people “have found ways to define and express themselves through their rituals, tales, 

performances, and everyday social encounters.  The richness of their sign language affords them the 

possibilities of insight, invention, and irony.”  The relationship Deaf people have with their sign 

language is a strong one, and “the mistaken belief that ASL is a set of simple gestures with no internal 

structure has led to the tragic misconception that the relationship of Deaf people to their sign language 

is a casual one that can be easily severed and replaced.”  (Padden & Humphries) 

“Hard of Hearing” 

“Hard-of-hearing” can denote a person with a mild-to-moderate hearing loss.  Or it can denote a deaf 

person who doesn’t have/want any cultural affiliation with the Deaf community.  Or both.  The HOH 

dilemma:  in some ways hearing, in some ways deaf, in others, neither. 

Can one be hard-of-hearing and ASL-Deaf?  That’s possible, too.  Can one be hard-of-hearing and 

function as hearing?  Of course.  What about being hard-of-hearing and functioning as a member of 

https://www.nad.org/resources/american-sign-language/community-and-culture-frequently-asked-questions/
https://www.nad.org/resources/american-sign-language/community-and-culture-frequently-asked-questions/
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both the hearing and Deaf communities?  That’s a delicate tightrope-balancing act, but it too is 

possible. 

As for the political dimension:  HOH people can be allies of the Deaf community.  They can choose to 

join or to ignore it.  They can participate in the social, cultural, political, and legal life of the 

community along with culturally-Deaf or live their lives completely within the parameters of the 

“Hearing world.”  But they may have a more difficult time establishing a satisfying cultural/social 

identity. 

Deaf Life, “For Hearing People Only” (October 1997). 

Individuals can choose an audiological or cultural perspective.  It’s all about choices, comfort level, 

mode of communication, and acceptance.  Whatever the decision, the NAD welcomes all Deaf, deaf, 

hard of hearing, late-deafened, and deaf-blind Americans, and the advocacy work that the NAD does is 

available to and intended to benefit everyone. 

Question — What is wrong with the use of these terms “deaf-mute,” “deaf and dumb,” or 

“hearing-impaired”? 

Deaf and hard of hearing people have the right to choose what they wish to be called, either as a group 

or on an individual basis.  Overwhelmingly, deaf and hard of hearing people prefer to be called “deaf” 

or “hard of hearing.”  Nearly all organizations of the deaf use the term “deaf and hard of hearing,” and 

the NAD is no exception. 

Yet there are many people who persist in using terms other than “deaf” and “hard of hearing.”  The 

alternative terms are often seen in print, heard on radio and television, and picked up in casual 

conversations all over.  Let’s take a look at the three most-used alternative terms. 

Deaf and Dumb — A relic from the medieval English era, this is the granddaddy of all negative labels 

pinned on deaf and hard of hearing people.  The Greek philosopher, Aristotle, pronounced us “deaf and 

dumb,” because he felt that deaf people were incapable of being taught, of learning, and of reasoned 

thinking.  To his way of thinking, if a person could not use his/her voice in the same way as hearing 

people, then there was no way that this person could develop cognitive abilities.  (Source: Deaf 

Heritage, by Jack Gannon, 1980) 

In later years, “dumb” came to mean “silent.”  This definition still persists, because that is how people 

see deaf people.  The term is offensive to deaf and hard of hearing people for a number of 

reasons.  One, deaf and hard of hearing people are by no means “silent” at all.  They use sign language, 

lip-reading, vocalizations, and so on to communicate.  Communication is not reserved for hearing 

people alone, and using one’s voice is not the only way to communicate.  Two, “dumb” also has a 

second meaning:  stupid.  Deaf and hard of hearing people have encountered plenty of people who 

subscribe to the philosophy that if you cannot use your voice well, you don’t have much else 

“upstairs,” and have nothing going for you.  Obviously, this is incorrect, ill-informed, and false.  Deaf 

and hard of hearing people have repeatedly proved that they have much to contribute to the society at 

large. 

Deaf-Mute – Another offensive term from the 18th-19th century, “mute” also means silent and without 

voice.  This label is technically inaccurate, since deaf and hard of hearing people generally have 

functioning vocal chords.  The challenge lies with the fact that to successfully modulate your voice, 
you generally need to be able to hear your own voice.  Again, because deaf and hard of hearing people 

use various methods of communication other than or in addition to using their voices, they are not truly 

mute.  True communication occurs when one’s message is understood by others, and they can respond 

in kind. 

Hearing-impaired – This term is no longer accepted by most in the community but was at one time 

preferred, largely because it was viewed as politically correct.  To declare oneself or another person as 

deaf or blind, for example, was considered somewhat bold, rude, or impolite.  At that time, it was 

thought better to use the word “impaired” along with “visually,” “hearing,” “mobility,” and so 
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on.  “Hearing-impaired” was a well-meaning term that is not accepted or used by many deaf and hard 

of hearing people. 

For many people, the words “deaf” and “hard of hearing” are not negative.  Instead, the term “hearing-

impaired” is viewed as negative.  The term focuses on what people can’t do.  It establishes the standard 

as “hearing” and anything different as “impaired,” or substandard, hindered, or damaged.  It implies 

that something is not as it should be and ought to be fixed if possible.  To be fair, this is probably not 

what people intended to convey by the term “hearing impaired.” 

Every individual is unique, but there is one thing we all have in common:  we all want to be treated 

with respect.  To the best of our own unique abilities, we have families, friends, communities, and lives 

that are just as fulfilling as anyone else.  We may be different, but we are not less. 

What’s in a name?  Plenty!  Words and labels can have a profound effect on people.  Show your 

respect for people by refusing to use outdated or offensive terms.  When in doubt, ask the individual 

how they identify themselves. 
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Appendix 3 Cochlear Implant information 

Accessed from: 

https://www.ndcs.org.uk/media/1824/ndcs_and_ear_foundations_research_into_youn

g_peoples_views_of_cochlear_implants.pdf  

 

 

 

 
 

 

What is a cochlear implant?
A cochlear implant is a type of hearing aid that converts sound into electrical signals. 

Cochlear implants are for children and adults who gain limited or no benefit from hearing 

aids. Instead of simply making sounds louder as with a conventional hearing aid, the 

cochlear implant provides a sensation of hearing by bypassing the damaged hair cells in the 

cochlea and directly stimulating the auditory nerves using electrical signals.  

To date, there are around 12,000 people in the UK who use cochlear implants.

Cochlear implants are unable to restore normal levels of hearing and the degree of hearing 

provided can vary from child to child. However, the majority of children who have permanent 

severe to profound deafness and who were unable to hear the full range of speech sounds 

with their hearing aids, are now able to access these and understand speech and language 

using only their cochlear implants. Other children are unable to follow conversation without 

additional visual information but the cochlear implants enable them to recognise voices 

and enhance their lipreading skills. A smaller number of children gain less benefit from their 

cochlear implants but have improved awareness of environmental sounds.

What does a cochlear implant consist of?

There are several makes and models of cochlear implant available but they share similar 

design and features. Cochlear implants have two parts – an internal receiver which is implanted 

surgically and an external part which is worn like a hearing aid.

The internal part is surgically implanted 

under the skin behind the ear and the 

electrodes are inserted inside the cochlea.  

The external part is known as a speech 

processor and includes the microphone. 

The speech processor is usually worn 

like a hearing aid behind the ear. For very 

young children and those with very small 

ears a separate battery pack may be worn 

clipped onto clothing and connected to 

the speech processor with a lead.

5

Examples of cochlear implant systems

External

(behind-the-ear)

Internal
Internal

External

(behind-the-ear)

Internal

External

(behind-the-ear)

https://www.ndcs.org.uk/media/1824/ndcs_and_ear_foundations_research_into_young_peoples_views_of_cochlear_implants.pdf
https://www.ndcs.org.uk/media/1824/ndcs_and_ear_foundations_research_into_young_peoples_views_of_cochlear_implants.pdf
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Appendix 4 Interventions for DHH children and families 

 

Auditory Verbal Therapy (AVT) 

AVT is an intensive early intervention programme focused on empowering 

parents to develop their child’s auditory cortex as opposed to relying on visual cues to 

develop spoken language (Auditory Verbal UK, 2019).  This is achieved through the 

coaching of parents by a qualified AVT practitioner to use AVT strategies at every 

given opportunity.  Typically, an AVT programme spans two to three years and 

involves families attending twice-monthly sessions (Auditory Verbal UK, 2019).  

This approach could be likened to an intensive speech and language therapy 

programme, which appears to enhance parent-child interaction as a by-product rather 

than specifically to focus on the parent-child interaction. 

 

Meeting in the Middle 

‘Meeting in the Middle’ is an unpublished adaptation of ‘It Takes Two to 

Talk’, The Hanen ‘Program for Parents’ (Manolson, 1992).  Rees et al. (2015) 

reported the programme was adapted for use with DHH children in the UK by a 

Speech and Language Therapist and approved by the Hanen Centre, Canada.  The 

programme involves group sessions and video feedback sessions where the parent and 

practitioner review the clips and discuss the positive and negative aspects of the 

interventions.  However, this full programme has become less popular with 

professionals due to the requirement of 30 hours attendance by parents and the 

availability of resources (Falkus et al., 2013).   

   

Parent-Child Interaction Therapy 
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In the UK, PCIT programmes use specific elements of the Hanen 

programmes: most commonly, the use of individual video feedback with parents to 

enhance parent-child interaction.  PCIT film parent-child interactions, the practitioner 

reviews the recording with the parent, and they collaboratively establish goals for 

SLT.  One such programme for children with speech delay, described in Falkus et al. 

(2013), had a standard procedure for ten weeks of PCIT, beginning with four weeks 

of clinical-based sessions, followed by five weeks of home-based practice and a final 

session in week ten to compare communication skills from baseline.  The efficacy of 

Hanen programmes for hearing children has been evaluated using randomised control 

studies (Girolametto, 1988; Tannock et al., 1992).  However, there has been no 

research into the efficacy of the adapted programmes used with the DHH population. 
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Appendix 5  Rejected ProQuest and Google Scholar articles 

Collins, L. C. (2013). Exploring empowerment in 

conversation: delivering video interaction guidance to 

families of children who are deaf or hard of 

hearing (Doctoral dissertation, University of 

Nottingham). 

Not primary data – included 
in full text screen 

Lam-Cassettari, C., Wadnerkar-Kamble, M. B., & 

James, D. M. (2015). Enhancing parent–child 

communication and parental self-esteem with a video-

feedback intervention: outcomes with prelingual deaf 

and hard-of-hearing children. Journal of deaf studies 

and deaf education, 20(3), 266-274. duplicate 
Pilnick, A., & James, D. (2013). “I'm thrilled that you 

see that”: Guiding parents to see success in interactions 

with children with deafness and autistic spectrum 

disorder. Social Science & Medicine, 99, 89-101. duplicate 
Janssen, M. J., Riksen-Walraven, J. M., & van Dijk, J. P. 

(2006). Applying the diagnostic intervention model for 

fostering harmonious interactions between deaf-blind 

children and their educators: A case study. Journal of 

Visual Impairment & Blindness, 100(2), 91-105. 

not caregiver-DHH child 
interaction 

Collins, L. C., & James, D. M. (2011). Exploring 

transformative learning opportunities as part of the 

delivery of a video-based intervention. Journal of 

Applied Linguistics and Professional Practice, 8(2), 

209-229. duplicate 
Kennedy, H., & Landor, M. (2012, September). Video 

Interaction Guidance (VIG)*: Anxiety, attachment, 

autism. In Special Edition: One-day Conference on 

Anxiety, Autism and Attachment (p. 27). not DHH child 

James, D. M., Wadnerkar‐Kamble, M. B., & Lam‐
Cassettari, C. (2013). Video feedback intervention: a 

case series in the context of childhood hearing 

impairment. International journal of language & 

communication disorders, 48(6), 666-678. duplicate 

James, D. M., Wadnerkar‐Kamble, M. B., & Lam‐
Cassettari, C. (2013). Video feedback intervention: a 

case series in the context of childhood hearing 

impairment. International journal of language & 

communication disorders, 48(6), 666-678. duplicate 

Wadnerkar, M. B., Pirinen, T., Haines‐Bazrafshan, R., 

Rodgers, J., & James, D. (2012). A single case study of a 

family‐centred intervention with a young girl with 

cerebral palsy who is a multimodal 

communicator. Child: care, health and 

development, 38(1), 87-97. duplicate 

Collins, L. (2015). Language, Corpus and 

Empowerment: Applications to deaf education, 

not caregiver-DHH child 
interaction 
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healthcare and online discourses. Routledge. 

Borders, C. M., Jones Bock, S., & Probst, K. M. (2016). 

A review of educational practices for deaf/hard of 

hearing students with comorbid autism. Deafness & 

Education International, 18(4), 189-205. 

not caregiver-DHH child 
interaction 

Collins, L. (2015). Assessing interventions for families 

of hearing impaired children. In Language, Corpus and 

Empowerment (pp. 58-103). Routledge. 

book - unable to access 
further details FULL TEXT 
UNAVAILABLE 

Gandy, A. M. (2014). Examining the impact of parental 

self-efficacy on the early intervention process for 

families with a child who is deaf or hard of hearing. duplicate 
Snoddon, K. (2016). Book review: Luke Collins, 

Language, Corpus and Empowerment: Applications to 

Deaf Education, Healthcare and Online Resources. book review 
Hatzinikolaou, K. (2015). Intersubjectivity research and 

theory: Contributions to the domains of Developmental 

Psychopathology and early 

intervention. ΕΛΕΥΘΕΡΝΑ, 7, 266-289. 

not video feedback 
intervention 

Nind, M. (2010). Promoting social interaction for 

individuals with communicative impairments. British 

Journal of Learning Disabilities, 38(1), 78-79. not DHH child 

POMERANTZ, K. (2016). 20 Finding Attunement and 

Promoting Positive. Critical Educational Psychology, 

200.  Book - critical educational psychology edited by 

Williams, A., Billington, T., Goodley, D., & Corcoran, 

T. (2017).  Wiley Blackwell Chichester, West Sussex 

pp200-208 

book reviewing 
interventions - brief 
mention of case study of 
VIG with DH child to 
illustrate example - not 
primary data (included in 
full text screen 

Trujillo, P. INVESTIGATION INTO THE 

LEADERSHIP FACTORS THAT HAVE AFFECTED 

THE CLOSURE OF DEAF SCHOOLS. 

thesis not video feedback 
intervention 

Santos, I. R. D. D., & Brazorotto, J. S. (2018). Video 

feedback for families of hearing impaired children. 

In CoDAS (Vol. 30, No. 1). Sociedade Brasileira de 

Fonoaudiologia. duplicate 
Tryphonopoulos, P. D. (2015). Professional Interaction 

Guidance to Improve Maternal-Infant Interaction 

Quality of Depressed Mothers: A Feasibility Pilot 

Randomized Controlled Trial (Doctoral dissertation, 

UNIVERSITY OF NEW BRUNSWICK). not deaf children 
Guijo, L. M., & Delgado-Pinheiro, E. M. C. (2016). 

Characterization of communicative interaction between 

parent of hearing impaired children and adolescents that 

use oral communication. Revista CEFAC, 18(5), 1060-

1068. duplicate 
The (mis)behaviour of markets : a fractal view of risk, 

ruin, and reward / Benoit B. Mandelbrot and Richard L. 

Hudson 2008 London Profile Books LTD 

not video feedback 
intervention 

on the (new) Baroque Lambert, G. (2008). The Davies not video feedback 
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Group Publishers Aurora Colorado USA intervention 
Garner, S. N., Kahane, C., & Sprengnether, M. S. 

(2019). The (M) other tongue: Essays in feminist 

psychoanalytic interpretation. Cornell University Press. 

New York 

not video feedback 
intervention 

Phalieros, M. (1977). The Logoi Didaktikoi [romanized 

Form] of Marinos Phalieros: A Critical Edition with 

Introd., Notes and Index Verborum (Vol. 7). Brill 

Archive. 

not video feedback 
intervention 

Chandler, A. D. (1977). The managerial revolution in 

American business. The Visible. 

not video feedback 
intervention 

Watson, T. (1869). The [HEKATOMPATHIA]: Or, 

Passionate Centurie of Love (No. 6). Spenser Society. 

Charles Simms Manchester 

not video feedback 
intervention 
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Appendix 6  Rejected full text articles 

 

Reference Reason for Exclusion 

1. Collins, L. C. (2013). Exploring empowerment 

in conversation: delivering video interaction 

guidance to families of children who are deaf or 

hard of hearing (Doctoral dissertation, 

University of Nottingham). 

 

Not primary data – researcher not involved 

intervention – only conversational analysis 

of shared review conversations available 

2. Dirks, E. & Rieffe, C. (2019). Are you there for 

me? Joint engagement and emotional 

availability in parent-child interactions for 

toddlers with moderate hearing loss. Ear and 

Hearing, 40 (1), 18-26. 

 

Not video-feedback intervention 

3. Glanemann, R., Reichmuth, K., & am Zehnhoff-

Dinnesen, A. (2016). Muenster parental 

programme – feedback from parents: How do 

parents evaluate an early intervention 

programme for improving the communication 

with their baby or toddler with hearing 

impairment? HNO, 64(2), 101-110. 

[Münsteraner Elternprogramm – 

Elternfeedback: Wie beurteilen Eltern die 

Frühintervention zur Kommunikationsförderung 

von Säuglingen und Kleinkindern mit 

Hörschädigung?] 

 

Not available in English – only abstract 

 

4. Guijo, L. M. & Delgado-Pinheiro, E. M. C. 

(2016). Characterisation of communication 

interaction between parent of hearing impaired 

children and adolescents that use oral 

communication. Revista CEFAC, 18(5), 1060-

1068. 

Not video-feedback intervention – video 

recordings of parent-DHH child 

interactions analysed and categorised. 

5. James, D. (2011). Video interaction guidance in 

the context of childhood hearing impairment: A 

tool for family-centred practice. In Kennedy, H., 

Landor, M., & Todd, L. pp. 157 - 169 

(2011). Video interaction guidance. London: 

Jessica Kingsley. 

Not primary data – same data used in 

Pilnick & James (2013) 

6. Kennedy, H. & Sked, H. (2008). Video 

interaction guidance: A bridge to better 

interactions for individuals with communication 

impairments. In Zeedyk, M. Suzanne [Ed]. 

(2008). Promoting social interaction for 

individuals with communicative impairments: 

Making contact.  (pp. 139-154). 192 pp. 

London, England: Jessica Kingsley Publishers; 

England. 

Not DHH child 
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7. Pomerantz, K. (2016). Finding Attunement and 

Promoting Positive. Critical Educational 

Psychology, 200.  Book - critical educational 

psychology edited by Williams, A., Billington, 

T., Goodley, D., & Corcoran, T. (2017).  Wiley 

Blackwell Chichester, West Sussex pp200-208 

 

Not DHH child 

8. Pilnick, A., & James, D. (2013). "I'm thrilled 

that you see that": Guiding parents to see 

success in interactions with children with 

deafness and autistic spectrum disorder. Social 

Science and Medicine, 99, 89-101. 

 

Video-feedback intervention not between 

caregiver – DHH child – teacher-DHH 

child VIG then parents reviewed videos 

9. Reichmuth, K., Embacher, A. J., Matulat, P., am 

Zehnhoff-Dinnesen, A., & Glanemann, R. 

(2013). Responsive parenting intervention after 

identification of hearing loss by universal 

newborn hearing screening: The concept of the 

muenster parental programme. International 

Journal of Pediatric 

Otorhinolaryngology, 77(12), 2030-2039. 

 

Not primary data – describes protocol for 

parenting programme for DHH children 

which utilises video-feedback interventions 

10. Rombouts, E., Meuris, K., Maes, B., De Meyer, 

A. -., & Zinka, I. (2016). Video feedback in key 

word signing training for preservice direct 

support staff. Journal of Speech, Language, and 

Hearing Research, 59(2), 342-348. 

 

Intervention not related to caregiver- DHH 

child interactions 

 

11. Sealy, J., & Glovinsky, I. P. (2016). 

Strengthening the reflective functioning 

capacities of parents who have a child with a 

neurodevelopmental disability through a brief, 

relationship-focused intervention. Infant Mental 

Health Journal, 37(2), 115-124. 

 

Not DHH child 

12. Steele, M., Steele, H., Bate, J., Knafo, H., 

Kinsey, M., Bonuck, K., . . . Murphy, A. (2014). 

Looking from the outside in: The use of video in 

attachment-based interventions. Attachment and 

Human Development, 16(4), 402-415. 

 

Not DHH child 

13. Tait, M., Lutman, M. E., & Nikolopoulos 

(2001). Communication development in young 

deaf children: Review of the video analysis 

method. International Journal of 

Otorhinolaryngology, 61, 105-112. 

Not primary data – review 

Not video-feedback intervention – video 

analysis of DHH children communication 

skills. 

14. Taylor, A. F. (2016). How do parents of children 

with communication difficulties experience 

video interaction guidance? A practitioner 

Not DHH child 
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research project. Educational Psychology 

in Practice, 32(3), 296-309. 

 

15. Zeedyk, M. Suzanne [Ed] Promoting social 

interaction for individuals with communicative 

impairments: Making contact.(2008). Promoting 

social interaction for individuals with 

communicative impairments: Making contact. 

192 pp. London, England: Jessica Kingsley 

Publishers; England. 

 

Book with edited chapters 

None involving DHH child 
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Appendix 7    Summaries of Focused Review Studies 

 

Summary of Study 1 

1. Dos Santos & Brazorotto (2017) 

Study Aims Methodology Findings 

Objective: to 

investigate 

interaction 

between 

families and 

DHH children, 

analyse self-

esteem and 

satisfaction of 

families pre 

and post video 

feedback 

intervention. 

 

Design: Longitudinal, non-randomised control trial 

 

Participants: Control group (CG) – (n = 5); 3 bilateral HA, 1 

bilateral HA/CI, 1 unilateral HA; 1 mild hearing loss, 2 

moderate-severe, 1 severe, 1 profound; 5 idiopathic deafness   

Intervention group (IG) – (n = 5); 3 bilateral HA, 2 bilateral 

HA/CI; 1 mild, 1 moderate, 2 severe, 2 profound; 3 idiopathic, 1 

heredity, 1 prematurity 

 

- Similar economic classes and socio-educational contexts 

in both groups 

- Adult participants  caregivers /parents /grandparents 

- DHH children all aged 5-11 years, mild to profound 

hearing loss 

 

Inclusion criteria: children with hearing loss of any type or 

grade; users of HA or CI; of any age; patient at Centro 

SUVAG/RN, enrolled in the hearing and language programme.   

 

Exclusion criteria: families with children not enrolled at Centro 

SUVAG/RN; any additional needs associated with hearing 

impairment 

 

Intervention 

CG – traditional speech and language therapy (SALT) 

IG – 5 video feedback intervention sessions (40 mins) utilising 

VIG protocol (Kennedy et al., 2015), concurrently with SALT 

 

Communicative Behaviour in family-child interaction 

- IG – positive change in interaction (all except family 

I2) moved from occasionally observed towards often 

observed. 

- Qualitative analysis – of communicative behaviour in 

IG – improvements in 4 families. Family IG2 – slight 

increase noted. Reasons for limited progress 

considered, including their indecision about mode of 

communication.  Further description of family IG5 

was provided, but no explanation was given for this.   

- CG – minimal changes observed (3 families remained 

the same, over half at occasionally observed, 2 had 

slight increases in communicative behaviour) 

Self-Esteem  

CG – minimal variability between pre and post measures 

IG- ‘remarkable’ difference between pre and post measures 

(graph shows pre-measures of self-esteem in CG appear to 

have been higher than IG - relevant, unable to extract exact 

figures) 

No mention of significance of results 

 

Satisfaction with video feedback sessions 

IG – all families satisfied (all rated as ‘excellent’ on graph, 

except family IG2, which was rated ‘good’)  

Implications 

- Concurs with previous research – positive effects of 

video feedback intervention on communicative 

interactions compared with the CG – indicates that 
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Ethics – approved by Universidade Federak do Rio Grande do 

Norte.  Informed consent signed prior to study 

 

Outcome measures – Pre and Post 

- Listening and Talking (Cole, 2011) scale of observation 

of communicative behaviours in the interaction of hearing 

parents with DHH children (not specifically described but 

references for scales provided) 

- Rosenberg Self-Esteem Scale  

- Satisfaction questionnaire – prepared through video 

feedback and administered to EG 

 

Analysis  

- Qualitative and quantitative comparison of pre and post 

measures reported – no further information provided 

 

 

 

 

 

 

video feedback intervention can provide changes in 

interaction in only a few sessions 

- Video feedback also has a positive effect on parental 

self-esteem 

- Increased parental involvement – ‘seeing’ the positive 

effects of intervention motivated engagement in SALT 

- Anxiety was noted in some families in relation to 

video feedback 

- SLTs are competent in providing this type of 

intervention  

- Video feedback is necessary for parents to observe 

how changing their own behaviour results in improved 

child outcomes - this results in increased motivation to 

engage or maintain changes. 

- Families were satisfied with intervention through 

video feedback 

- This study could be useful in developing a 

standardised intervention to measure efficacy and 

effectiveness of interventions as it specifies the video-

feedback protocol of VIG 

Recommendations for future study 

- Larger sample size 

- Greater methodological robustness – randomisation 

and double blind studies 

- All suggested for generalising evidence-based practice 

for families with DHH children. 

Conclusion Interactions between families and DHH children 

investigated and self-esteem and satisfaction analysed pre and 

post video-feedback intervention.  Positive outcomes reported 

on all measures (self-esteem following video-feedback 



 207 

intervention with little difference reported on the same 

measures for the control group. 
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Summary of Study 2 

2. Glanemann et al. (2013) 

 

Study Aims Methodology Findings 

To evaluate the 

effectiveness 

of the 

Muenster 

Parental 

Programme 

(MPP) for 

parents of 

DHH children 

aged between 

3 – 18 months 

 

MPP aims to 

enhance 

parents’ 

communicative 

skills towards 

their child 

 

Hypothesis: 

parents in the 

MPP will have 

enhanced 

responsiveness 

to vocal, 

preverbal and 

non-verbal 

cues of DHH 

children and 

Design: Prospective pseudo-Randomised Control Group Study 

Inclusion criteria:  

- Patients of Clinic of Phoniatrics and Pedaudiology at the 

University Hospital Muenster or of resident physicians 

for Phoniatrics and Pedaudiology 

- Developmental/Cognitive Age of DHH = 12months or 

younger at start of course 

- Hearing loss diagnosed recently (mean 3.8 months, SD 

2.9) 

- Hearing Loss – at least moderate, unilateral or bilateral  

- Developmental delay or risk of developmental delay, also 

accepted 

- Participation from both parents recommended  

Exclusion criteria: severe visual impairment of DHH child or 

parent not proficient in German language 

Participants: 29 parents of 24 DHH children: pseudo-randomly 

allocated to groups – to control for variable such as parental 

education, age, child’s age and general development covariate-

adaptive randomisation was used to allocate 

- CG: n = 14 parents: 9 mothers, 5 fathers; 4 couples. 

Mean age 32.7 years; Years of education – 11.9 (mean); 

first language German – 12; Other – 2; All parents 

hearing; n = 10 children; 6 male, 4 female; 5 bilateral 

hearing loss - 4 moderate-severe, 1 profound; 5 Unilateral 

hearing loss – 2 mild, 3 moderate-severe 

- IG n = 15 parents: 14 mothers, 1 father; 1 couple. Mean 

age 33.9 years; Years of education – 12.1 (mean); first 

language German – 14; Other – 1; 1 parents moderate 

hearing loss; n = 14 children; 7 male, 7 female; 11 

Results 

IG – significantly enhanced parental responsiveness to vocal, 

preverbal signs and non-verbal cues 

Parent initiations were also significantly reduced 

Children’s vocal responses were significantly increased post-

MPP 

Satisfaction with the MPP was inferred to be high due to zero 

attrition rate and reported satisfaction with the group setting. 

 

CG – no significant differences were noted between pre and 

post parental responsiveness and initiation measures. 

Differences in DHH child vocalisations were not significant 

 

Aims: The MPP was concluded to be effective to enhance 

parental communicative behaviour.  The MPP also reduced 

parental initiations in interactions with their DHH child. 

 

Limitations: they were discussed in terms of differences 

between IG and CG – level of hearing loss and type of 

amplification device used.  Not controlling for these variables 

could result in differences in child responsiveness due to 

auditory experiences – this is also reduced by additional 

needs.  No obvious bias impacting results was reported.   

CG – more fathers due to inability to attend MPP of IG – 

slight non-significant behavioural differences reported 

between fathers and mothers. 

 

Implications 

First study to demonstrate enhanced responsiveness in parents 
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reduced 

parental 

initiating 

behaviours.  

bilateral hearing loss – 4 mild, 5 moderate-severe, 2 

profound; 3 Unilateral hearing loss – 2 mild, 1 moderate-

severe 

- age – all DHH under 1 year old in both groups 

Intervention 

- MPP (3 months) – 6 weekly group sessions (4-6 families 

without children), 2 single sessions interspersed and a pre 

and post counselling session with each parent-child dyad 

- Group sessions focused on improving responsiveness: 

waiting for child’s initiative; following child’s lead; 

reflecting child’s vocal, preverbal signs and non-verbal 

cues; and extending child’s initiatives 

- More detailed information on MPP procedure available in 

Reichmuth et al. 2013 

CG – one counselling session related to responsiveness was 

given following post-intervention measures. 

Ethics – not referred to in study 

Outcome measures 

Communication-enhancing and communication-inhibiting 

behaviour measured via recordings of parent-child interactions 

were coded.  For child – vocal signals and non-vocal signals 

were coded.  For parents - responsive behaviour (within 4 

seconds) was coded: mirroring of child’s vocal behaviour; 

imitation and repetition of child’s behaviour or transfer into 

vocal form; insufficient presentation of objects to child or lack of 

response to child’s current focus of attention. 

IG: Pre-measures 1 – 3 weeks prior to MPP and post-measures 1 

– 3 weeks post MPP (4 month interval) 

CG: measures administered at two times within same 4 month 

period  

of DHH children under 1 year old. 

Increased responsiveness and reduced initiative behaviour in 

parents will result in enhanced communicative environments 

for DHH children 

Increased responses in DHH will create more opportunities 

for attuned interactions between parents and DHH children. 

Social, emotional and cognitive development benefits of more 

attuned interactions following the MPP are cited as benefits of 

the intervention. 

Could provide a beneficial intervention for DHH children 

awaiting CI. 

 

Conclusion 

MPP is considered to be an effective evidence-based early 

intervention for families of DHH children according to 

criteria established by Universal Newborn Hearing Screening 

(UNHS). 

 

Recommendations for Future Study 

Follow up studies relating to the impact on DHH children’s 

speech and language are proposed  

Longer term investigations of the impact of MPP on parental 

behaviour are planned. 
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Analysis  

- Coded using computer software and recorded per 

instance – parental initiatives recorded as duration  

- Normal distribution for all variables tested by 

Kolmogorov-Smirnov test 

- Normal distributions – related and 2-sample t-tests 

conducted for pre and post measures in each group and 

between IG and CG respectively. 

- Wilcoxon and Mann-Whitney test conducted for pre and 

post measures and between IG and CG respectively for 

non-parametric variables 

- Alpha level corrected to 0.125 for multiple comparisons 

- Analysed using SPSS 

- Inter-rater reliability – a second rater conducted blind 

coding of videos on 10% of randomly selected data. 

Pearson’s correlation p<0.5 for all behavioural counts – 

therefore, only first rater counts used  
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Summary of Study 3 

3. Harrigan & Nikolopoulos (2002)   

Study Aims Methodology Findings 

To assess the 

effect of the 

parent 

interaction 

training 

courses on the 

communication 

skills of the 

parents of CI 

children 

 

Hypothesis: 

Predominance 

of parental 

initiations will 

change to 

predominance 

of parental 

responses 

following 

intervention 

Design: Prospective Group Study 

Participants: 17 parents of 11 CI children; age ranged 2 years 2 

months to 6 years 3 months, mean age 4 years; 8 congenitally 

deaf, 3 acquired deafness. 

Inclusion criteria: DHH children with CI (assume 

severe/profound hearing loss given criteria for CI); under review 

at the Nottingham Paediatric Cochlear Implant Centre  

 

Exclusion criteria: not explicitly mentioned 

 

Intervention 

Parent interaction training course ‘It Takes Two to Talk’ – uses 

principles from Hanen model but adapted for DHH (Manolson, 

1992)and home visits by SLTs 

 

Course aims: promoting parents to be responsive in interactions 

with the DHH children through observation, waiting and 

listening before responding.  Parents are taught communication 

strategies; discuss use of sign to increase/decrease non-verbal 

cue as appropriate in relation to speech ability; goals were set 

individually; expectations of outcomes of CI were discussed.  

Role-play, group discussion, and video were used.   

3 home visits by SLT utilised video-feedback to review 

interventions and apply learning from the course to discuss areas 

of behaviour requiring change.  Videos were also reviewed in 

group sessions to facilitate group learning. 

 

Ethics – not referred to in study 

 

Outcome measures – Pre and Post 

Parental Initiations  

- Post – significantly reduced by half the number of pre 

course (median 14 to 7) 

- At 12 months slight, significant increase 

Parental Responses 

- Post – significantly increased – almost doubled 

(median 8 to 14) 

- At 12 months, revealed scores remained high 

Parental Satisfaction – not directly measured but reported by 

study to be high due to zero attrition rate (except one family at 

12-month follow up) 

Aims: interaction training courses with parents of children 

with CIs were found to significant reduce parental initiations 

and increase parental responses.  This is in agreement with the 

hypothesised changes and suggests that parents were less 

dominant in interactions with their DHH child.  

Conclusion 

- Communicative behaviour of parents positively 

influenced by participation in training  

- Parents displayed less control of communication with 

their children and increased responses to child’s 

initiations 

- To maintain the decrease of parent led initiations 

further intervention may be required  

- Parental responsiveness and continuation of child-

initiated vocalisations were demonstrated to increase 

DHH responsiveness.  This was highlighted to be 

important for development of conversational skills 

- Results reported to be similar to Hanen Programme 

evaluations for developmental delay 
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Video of interactions 1 month (15 days – 2 months) pre course 

and post course (15 days – 1 month) 

Additionally, 16 families filmed after 12 months 

Video samples orthographically transcribed 

Parental behaviour coded as either ‘initiation’ or ‘response’ 

according to Anderson-Wood & Smith (1997) 

Analysis – 

Quantitative comparison of pre and post measures using paired 

samples t-test if variables met criteria for normal distribution 

(Kurtosis coefficient <2, standardised skewness coefficient <2). 

Non-parametric analysis used when assumptions for normal 

distribution not met 

- Video for analysis and teaching is a useful strategy   

- The parenting programme is useful to promote 

responsive attuned interactions that promote speech 

and communication skills in DHH children following 

CI. 

Recommendations for Future Study 

- Longitudinal study suggested on relation to changes in 

DHH children’s behaviour resulting from involvement 

in the intervention programme 

- Parent courses for DHH children awaiting CI  
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Summary of Study 4 

4. James et al. (2013) 

Study Aims Methodology Findings 

To test the 

effect of a 

complex 

intervention 

(VIG) on DHH 

children 

 

Hypothesis: 

The 

communicative 

intent and 

autonomy of 

the child 

should 

increase as the 

mother 

increases 

responses to 

child’s 

initiatives  

Design: 3 individual Case Studies 

Participants: 3 hearing mothers – DHH child dyads 

Children: congenitally profoundly deaf; 2CI, 1HA (CI fitted 

prior to last session), 1 female, 2 male; aged 9 months to 3 years 

10 months; 1 second born, 1 twin, 1 third born; 2 typical 

development, 1 premature with motor and global developmental 

delay, cerebral palsy and visual impairment  

 

Inclusion criteria: recruited on a ‘first come, first recruited’ 

basis from SLT and ToD for DHH children  

Exclusion criteria: not explicitly mentioned 

 

Intervention 

- Pre-assessment followed by 8 – 10 weeks of waiting, 

second pre-assessment, then intervention period of 1 goal 

setting session and 2-3 cycles of VIG over period of 8 – 

12 weeks, 2 weeks post-VIG assessment, followed by 

waiting period of 12 weeks, second post- VIG 

assessment.  

- VIG – following protocol in Kennedy et al., (2011) 

- Case A videos – mother and child, father and child, 

mother, maternal grandmother and child; review sessions 

with mother and father (3 cycles) 

- Case B videos – mother and child x2; review sessions 

with mother (goal reached after 2 cycles) 

- Case C videos – mother and child, paternal grandmother 

and child, maternal grandmother and child; review 

sessions 2 with mother, 1 with paternal grandmother (3 

cycles) 

Ethics – Approval from Nottingham University Hospitals Trust 

Developmental Quotient – Vineland 

- Case A and B developmental trajectories within 

normal ranges at all assessments 

- Case C – a ‘spikey’ profile reported possibly as a 

result of CI during this period. 

Mother-child contingencies 

- Pre-intervention scores high 

- No increase in number of contingent episodes 

- Likelihood of contingencies dependent on dyad rather 

than mother or child. 

- Scores remain stable or increased following VIG 

 

Communication - vocalisations 

- Increased autonomy in communication behaviours in 

all 3 cases 

- Post-intervention children are more involved in 

conversations and are more likely to initiate 

interactions. 

- Findings on Tait were stable pre intervention and 

maintained stability post intervention 

  

 

Emotional Availability  

- High baseline scores (no families at risk of 

problematic emotional availability). All families 

demonstrated stability and enhancement from pre to 

post scores.  Child scores were particularly enhanced. 

- Mother and child are becoming more emotionally 

connected. 
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and Derbyshire Research Ethics Committee, written consent 

obtained  

Outcome measures – Pre and Post measures.  

- Emotional Availability Scales (Biringen, 2008; maternal - 

sensitivity & structuring; child scales – responsiveness & 

involvement) 

- Tait (Tait et al., 2007; pre-verbal) assessment of 

vocalisations in communication – assessed using a 2 min 

clip of parent-child interaction showing successful 

communications. Eye contact; turn-taking; autonomy; 

and auditory processing and length of time in each 

category is coded. 

- Vinelands Adaptive Behaviour Scales (Sparrow et al., 

2008) – personal and social development. 

Analysis  

- Emotional Availability Scales – direct global score rated 

separately for parent and child aspects.  Inter-rater 

reliability with coder blind to time of measurement of 4 

selected videos.  Both raters certified in use of EA scales. 

- Vinelands – pattern analysis of graphed data in 

comparison with child’s general development  

- Frame by frame behavioural coding of gaze and vocal 

behaviour – using 2 raters and a third rater for inter-rater 

reliability.  Videos coded frame by frame for 25 frames.  

The first 9 mins of free –play sessions were coded for 

behaviours.  Detailed methods for this analysis available 

in James et al. (2012). 

- Blinding – coders were blind to assessment session and 

recordings were allocated random numbers. 

Parental Satisfaction 

- All parents reported meeting their goal for intervention 

- There was a zero attrition rate 

- These were inferred to mean that all parents were 

satisfied with the intervention. 

 

Conclusion 

VIG intervention potentially beneficial for pre-CI children 

and those with additional needs – Case C and B demonstrated 

more pre to post improvement than Case A. 

 

Hypothesis 

The intervention was found to enhance parenting skills, all 

cases were found to benefit through improvements on 

outcome measures 

Limitations 

- Vinelands Scales administered twice within 6 month 

period – not typically recommended. 

- Small sample size. 

 

Recommendations for Future Study 

- Further quantitative and qualitative measures to 

establish a robust research design to demonstrate VIG 

as a family-centred intervention 

- Further exploration of interactional data from a dyadic 

perspective  
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Summary of Study 5 

5. Lam-Cassettari et al. (2015) 

Study Aims Methodology Findings 

To examine 

the effect of a 

video-

feedback 

intervention in 

the optimising 

parent-DHH 

child 

interactions in 

the prelingual 

period (as 

measured by 

ratings of 

emotional 

availability 

and parental 

self-esteem 

improved after 

VIG 

intervention) 

 

Design: Randomised Control Trial with Waiting List Control 

Group 

Participants:  

IG (n = 7) hearing mothers and congenitally DHH children; mean 

age 3 years 4 months (range 6 months to 6 years, 2months); 5 

male, 2 female; 6 profound, 1 moderate-severe; 3HAs, 3 bilateral 

CIs, 1 unilateral CI; 3 first born, 4 second born; 1 learning 

difficulties, 1 ASD, 5 typically developing. 

 

Waiting Group (WG) (n = 7) hearing mothers and congenitally 

DHH children; mean age 1 year 4 months (range 9 months to 3 

years 2 months); 5 male, 2 female; 7 profound, 1 moderate severe; 

4 HAs, 3 bilateral CIs; 2 first born, 5 second born; 

1CMV/developmental delay, 1 premature, no peripheral vision, 5 

typically developing. 

 

Concurrently recruited and randomly stratified to IG or CG using 

minimisation software, based on child’s age, gender, level of 

hearing loss and additional needs. No statistical difference 

between the groups 

1 group – father was caregiver but results did not significantly 

differ from group mean – study referred to all caregivers as 

‘mother’.  One family Latvian and supported with interpreter 

throughout 

 

Inclusion criteria: responded to information packs at audiological 

Emotional Availability 

- Significant difference in parental sensitivity scores - 

increase 

- Parent structuring - increase 

- Parent non-intrusiveness – VIG had no effect 

- Parental non-hostility – significant increase for IG 

but not CG 

- Child responsiveness – increase 

- Child involvement – significant increase from pre to 

post 

- Overall – pre and post comparison showed 

significant increase on 5 of 6 subscales in both 

groups with no difference between IG and WG 

 

Parental Self-Esteem 

Significant increase from pre to post intervention scores, no 

differences for group or time. 

 

Parent Views  

A selection of parent-set goals and reflections on those goals 

were reported - all positive statements reflecting an 

improvement that was better than expected 

  

Conclusion 

- Results in agreement with meta-analysis of 

interventions – short intervention result in positive 
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management services between June 2010 and July 2011.    

Exclusion criteria: not at prelingual stage of development and 

could produce more than 50 signed/spoken words assessed by 

Vineland Adaptive Behaviour Scales  

 

Intervention 

IG – pre-intervention recording of 20 min play session and 

administered RSES; VIG commenced 2 weeks after pre 

assessment – 3 cycles; Post-intervention (1) 2 weeks after VIG 

finished – RSES and 20 min play session recording, post-

intervention (2) – 3months after first post intervention assessment 

– RSES and 20 min free play session recording 

 

WG – pre-intervention (1) 20 min free play session and RSES, 

pre-intervention (2) – 2-3 months after pre-intervention (1) – 20 

min free play session recording and RSES, VIG – 2 weeks after 

pre-intervention (2) – 3 cycles, post-intervention – 2 weeks after 

VIG ended - 20 min free play and RSES 

VIG intervention carried out following protocol from Kennedy, 

Landor and Todd (2011).   

In addition to typical audiological services attended by DHH 

children and their parents 

 

Ethics – Approval from Nottingham University Hospitals Trust 

and Derbyshire Research Ethics Committee, written consent 

obtained; CG waiting until after IG, then also offered intervention 

due to ethical considerations about offering interventions to all 

who request them 

 

Outcome measures – Pre and Post measures 

outcomes for attachment and sensitivity behaviours 

- Findings concur with other video feedback 

interventions – positive effect on parental attitudes 

and interactive behaviours in 3-4 sessions 

- 3-4 sessions of video feedback intervention with 

parents and DHH children also produce positive 

effect on parental attitudes and interactive behaviours 

- Provides evidence base for optimising attitudes and 

communicative behaviours in DHH population  

- Video-feedback intervention enhanced the quality of 

parent-child interactions 

- Access to family-centred intervention is crucial in 

improving outcomes for DHH children 

 

Recommendations for Future Study 

- Measure additional relevant variables such as 

maternal stress; parenting self-efficacy; social 

competence of child to identify behaviours that early 

intervention services for DHH children should focus 

on. 

- Quantifying the effect of VIG on child language 

outcomes (as yet unpublished) 
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Emotional Availability Scales (Biringen, 2008) – Infancy/Early 

Childhood version. Six dimensions: parental sensitivity; parental 

structuring; parental non-intrusiveness; parental non-hostility; 

child responsiveness; and child involvement. 

Rosenberg Self-Esteem Scale (Rosenberg, 1965) – pre and post 

questionnaire measure of mother’s self-esteem 

 

Analysis – EA scales used to score free play sessions. 

Coded by single researcher, blind to the assessment session and 

coded separately for mother and child.  Inter-rater-reliability by a 

second researcher, also blind to the assessment session number for 

30% of recordings which were randomly selected. Statistical 

analysis suggested raters were reliable (r>.80) 

Paired t-tests revealed no statistical difference between pre-

intervention 1 to 2 in WG or from post intervention 1 to 2 for IG. 

Dependent variables analysed in 2 (group: IG, WG) by 2 

(assessment visit: pre, post) ANOVA. Descriptive statistics also 

available.  
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Appendix 8 Detailed Summaries of Weight of Evidence 

 

Study 

 

WoE Area Evidence for Decision 

1. Dos Santos & 

Brazorotto (2017) 

WoE A - Non-RCT - does not say how participants assigned to groups; appropriate comparison group 

- Groups - similar at start of trial - economic classes and socio-educational contexts, all levels of 

hearing loss, variety of ages 

- Participants - does not specify which participants were caregivers/parents/grandparents or 

which were male or female; attrition rate of zero; clearly stated inclusion criteria 

- Standardised outcome measures – does not detail when pre and post measures were given 

- Results - does not say what analysis used for results; does not state if result ‘significant’ or not 

(could be a translation issue); no exact data provided - only qualitative explanation  

- Results concur with previous research video-feedback enhances parent-child interactions and 

parental self-esteem 

WoE B 

 

- Research Design – Longitudinal, non-Randomised Control Trial: appropriate for evaluation of 

intervention programme; could be improved with randomisation 

- Appropriate method for research question of study and review question 

WoE C - Small sample size EG (n = 5), CG (n = 5) 

- All levels of hearing loss included 

- Children with needs additional to hearing loss excluded 

- Inclusion of caregivers/parents/grandparents – more generalizable but not detailed as to 

whether male or female, or what the relationship to the child was in each individual family. 

- Ethical approval granted by university and informed consent given by participants. 

- Use established VIG protocol  

- Findings applicable to review question 
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Study 

 

WoE Area Evidence for Decision 

2. Glanemann et al. 

(2013) 

 

WoE A - Small sample size  

- Pseudo RCT 

- Inclusion/exclusion criteria  

- Detailed descriptions of EG and CG participants but fails to mention what type of 

amplification was used 

- Detailed description of analysis used, including inter-rater reliability 

- Analysis used appropriate  

- Attrition rate zero – however, several participants in EG replaced before commencing MPP 

due to illness etc 

WoE B 

 

- Appropriate design and methods for aims of study 

- Generally appropriate method for research question of study and review question however 

includes parenting programme in addition to video-feedback intervention 

WoE C - Video feedback methods not detailed, however, these are available in concurrent publication 

- Ethical considerations not mentioned – control group not offered intervention 

- Good sample in terms of generalizability – mix of mothers and fathers 

- Differences between groups noted, with greater numbers of fathers in control group due to 

inability to attend MPP 

- Attempts made to control for differences between groups 

- Video-feedback in addition to parenting programme 
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Study 

 

WoE Area Evidence for Decision 

3. Harrigan & 

Nikolopoulos (2002) 

WoE A - Prospective Study 

- Only CI amplification;  

- Participants – no information relating to 17 parents; zero attrition rate 

- Outcomes measured – analysis of video transcripts and allocation to categories 

- No mention of rater procedures or inter-rater reliability 

- Results - analysis appropriate and mention of parametric assumptions for normal distribution 

- Use of adapted parenting programme in addition to video-feedback 

- No clear protocol for video-feedback sessions 

WoE B 

 

- Appropriate design and methods for aims of study 

- Generally appropriate method for research question of study and review question however 

parenting course in addition to video-feedback 

WoE C - Small sample size (n = 17 parents; n = 11 DHH children) 

- Hearing level not referred to – possible severe or profound, given recruitment from CI centre 

- Children with needs additional to hearing loss included 

- Inclusion of caregivers/parents/grandparents – more generalizable but not detailed as to 

whether male or female or specific as to the relationship of the child to each family. 

- Ethical considerations or approval not referred to 

- Video feedback protocol not explicit or following standardised format 

- Findings applicable to review question 
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Study 

 

WoE Area Evidence for Decision 

4. James et al. (2013) WoE A - Small sample size (case studies from larger unpublished sample of 17) 

- Little information about adult participants 

- Inclusion/exclusion criteria not explicit 

- Zero attrition rate 

- 2CI/1HA at beginning implanted during VIG 

- Congenitally profoundly deaf children 

- Mixture of  

- Recruitment on first come, first served basis 

- Clear aims of study to explore VIG with DHH children in relation to communication intent and 

autonomy of child and maternal responsiveness 

WoE B 

 

- Prospective case study 

- No control group 

- Appropriate method for research question of study and review question 

WoE C - Small sample 

- Mother-only adult participants 

- Variety of care-givers involved in VIG sessions 

- Inclusion of DHH children with additional needs 

- VIG protocol followed 

- Standardised outcome measures used  

- Vinelands not recommended for test-restest 

- Ethical approval and considerations mentioned 

- Case-study sample generalisability limited 

- Emotional availability scales validated for use with DHH children 

- Coders blind as to which session they were coding 
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Study WoE Area Evidence for Decision 

5. Lam-Cassettari et 

al. (2015) 

WoE A - Purpose clear – participation in video feedback intervention facilitates optimal social engagement 

and sensitivity between hearing mothers and DHH children, and has positive influence on 

maternal psychological wellbeing 

- Randomised Control Trial – randomisation with software programme based on child’s age, sex, 

level of hearing loss and additional needs 

- Sample size of 14: 7 Intervention group, 7 control waiting group 

- Population - mostly male - typical of DHH groups 

- Socio-economic status not given 

- No statistical difference between groups 

- No attrition from study 

- Clear inclusion criteria - only exclusion not prelingual. Use standardised measure—Vinelands—to 

establish this. This, plus criteria and inclusion of SEN, resulted in wider range of ages 

- Standardised outcome measures – Emotional Availability Scales, Rosenberg Self-Esteem Scale 

- CG – 7 children reported, but listed as 7 with profound hearing loss. 1 moderate-severe? 

- Standardised outcome measures 

- Results related back to original hypotheses 

- Parent reflections were reported to be detailed within the discussion, however, it was not evident 

where these were included 

WoE B 

 

- VIG is an established intervention and the protocol was detailed and followed 

- RCT with a waiting list group as the CG was appropriate to establish the effectiveness of a VIG 

intervention with hearing parent-DHH child dyads 

- Design of the study was also appropriate for answering the current review question 
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WoE C - Ethical considerations – approval from NHS and research ethics committee. Control group also 

offered intervention, but after a period of waiting. 

- Included children with additional needs 

- Small sample size power analysis indicated should be n = 21 per group 

- Reported as ‘mother-only’ sample, however, 1 father included in study 

- Good generalizability for other DHH populations, but wider age range 

- Highly applicable to review question  
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Appendix 9 Research Approval 

 

 

Date: To:  

Faculty REC Reference Number:  

Full Title:  

Decision:  

07 January 2019 Ms Maria McAleese / Ms Susannah Robinson 
EPS 18_192  

Exploring the Use of Video Interaction Guidance (VIG) with 
hearing parents of deaf/hard of hearing children  

APPROVED  

Thank you for your application which was reviewed at the 
meeting of the Faculty of Engineering and  

Physical Sciences Research Ethics Committee (EPS Faculty 
REC) on 12 December 2018.  

Your application was considered and some clarification and 
revisions were requested on 17 December 2018. You submitted 
the requested information on 21 December 2018 and this was 
forwarded for review by the Chair.  

The response has been reviewed and deemed satisfactory. The 
application has been approved. Conditions of the 

Approval The Faculty REC approval is subject to the following 
conditions:  

 (i)  The study must be conducted in accordance with all 
relevant legislation. All relevant management approvals 
from organisations involved in the research must be 
obtained.   



 225 

 (ii)  When the research involves human volunteers the study 
must be entered on the University’s Insurance Database.   

 (iii)  Monitoring and auditing process must be complied with 
including submission of annual progress reports to the 
Faculty REC.   

It is the Chief Investigator’s responsibility to ensure the study is 
conducted in accordance with the conditions stipulated.  

Any future changes to any part of the submitted application, 
protocol or supporting documentation must be notified to the 
Committee prior to these changes taking place.  

Approved Documents  

The documents approved by the Faculty REC are listed in the 
table below.  

   

Documentation Received  Version  

   

Date  

Application Form (Revised)   
Received 21 
December 2018  

Covering Letter addressing 
Committee concerns       

Received 21 
December 2018  

Research Protocol  2.0  
18 December 
2018  

Information Letter to Charities  2.0  
18 December 
2018  

Expression of Interest Form  2.0  
18 December 
2018  

Parent Information Sheet  2.0  
18 December 
2018  

Parental Consent Form  2.0  
18 December 
2018  
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Consent Form for Children aged 3 
and over  

1.0  
28 November 
2018  

Pre VIG Semi Structured Interview 
Schedule  

1.0  
28 November 
2018  

Post VIG Semi Structured Interview 
Schedule  

1.0  
28 November 
2018  

Debrief Sheet for Participants  2.0  
18 December 
2018  

If you would like to discuss this further please contact the 
Research Ethics Officer, Miss Kathryn Taylor, at 
facultyreceps@qub.ac.uk or by telephone on 028 90972529.  

Yours sincerely  

pp Dr Brendan Murtagh Chair, EPS Faculty REC  



 227 

Appendix 10 Research Ethics Approval Amendment  

 

 

  

 

 

 

 

 

 

 
Date:   02 May 2019 

To: Ms Maria McAleese / Ms Susannah Robinson 

Faculty REC 

Reference Number:    

EPS 18_192 – Amendment received 01 May 2019 

Full Title:   Exploring the Use of Video Interaction Guidance (VIG) with hearing parents 
of deaf/hard of hearing children 
 

Decision: AMENDMENT 1 - APPROVED 

 
Thank you for your request for an amendment to the above study, received on 01 May 2019.  
 
The amendment concerned a change to include Peripatetic Teachers of the Deaf service within 
Education Authority in recruitment of participants, to enable the recruitment of the minimum number of 
participants. 
 
The Chair has considered your proposed amendment and is content to give an approval.  

The following study documents have been reviewed as part of this amendment and approved for use: 

Documentation Received Version Date 

Notification of Amendment Form – Amendment 1  01 May 2019 

Application Form (Revised)  Received 01 May 2019 

 
If you would like to discuss this further please contact the Research Ethics Officer, Miss Kathryn 
Taylor, at facultyreceps@qub.ac.uk or by telephone on 028 90972529. 
 
Yours sincerely 

 
pp Dr Brendan Murtagh 
Chair, EPS Faculty REC 
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Appendix 11 Participant Consent Form 

 

Doctorate in Educational,  
Child & Adolescent Psychology  

School of Psychology  
Queen’s University Belfast  

David Keir Building  
  Belfast  BT9 5BP  

Northern Ireland  
Tel: 028 9097 4109  
Fax: 028 9097 4222  
www.psych.qub.ac.uk  

Parent Consent Form 

‘Exploring the use of Video Interaction Guidance with Hearing Parents and 

Deaf/Hard of Hearing children’. 

 

         (Please tick) 
I confirm that I have read and understood the information sheet for 

the study and have had the opportunity to ask questions, with all 
questions asked answered to my satisfaction. 

 

I have been given a copy of the research information sheet for my 

own keeping. 
 

 

I understand that my participation is voluntary and confirm that my 

participation is out of choice. 

 

 

I consent to the researcher collecting and processing the information 

given to them in the form of information in questionnaires, from 

interviews, video and audio 

 

I consent to completing the screening questionnaires 
 

 

I understand that all data collected via video and/or audio will be 

stored on a secure and password protected computer and only the 

research team will have access to this 

 

I understand that I can withdraw from the study at any stage without 

reason.  I am also aware that the information I provide cannot be 

removed from the study one month after the final interview following 
the VIG intervention.  I am aware I can request all my data be 

removed and destroyed up until this point. 

 

I confirm that I am willing to take part in a pre and post VIG 

interview as part of the research 
 

 

I have been given enough time to consider my participation and have 

received enough information regarding the study to allow me to make 

an informed decision and consent to my participation in the research. 
 

 

I understand that while no reference will be made to any data that 

makes me identifiable however there is the remote possibility of 
deductive identification due to the small number of participants. I 

agree to my data being used in publications, including anonymous 

quotes. 

 

http://www.psych.qub.ac.uk/
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I consent for my child who is under the age of 3 years (or not able to 
give consent) to take part in the research 

 

 

I understand that the researcher may have to breach confidentiality if I 
make a disclosure about myself, my child, or any other child 

 

 

 

 

Declaration by participant: 

I hereby consent to take part in this study. 

 

Participant’s 

name:___________________________________________________________________

____ 

 

Signature:____________________________________________ Date: 

______________________________ 

 

Signature of additional parent (not participating in this study) consenting for  

 

child to participate: __________________________________________________ Date: 

__________ 

 

 

 

Declaration by member of research team: 

 

I have given a verbal explanation of the research project to the participant, and have 

answered the participant’s questions in relation to the study. 

 

I believe that the participant understands the study and has given informed consent to 

participate. 

 

Researcher’s 

name:___________________________________________________________________

___ 

 

Signature:____________________________________________ Date: 

______________________________ 

 

  



 230 

Appendix 12 Participant Information Sheet 

 

 

Doctorate in Educational,  
Child & Adolescent Psychology  

School of Psychology  
Queen’s University Belfast  

David Keir Building  
  Belfast  BT9 5BP  

Northern Ireland  
Tel: 028 9097 4109  
Fax: 028 9097 4222  
p.davison@qub.ac.uk  

www.psych.qub.ac.uk  
 

Participant Information Sheet - Parents 

 

 

Dear Parent/Caregiver, 

 

My name is Susannah Robinson and I am a trainee Educational Psychologist.  I am 

interested in the experiences of parents with deaf/hard of hearing children. 

 

You are invited to take part in a study aiming to find out about your experience of 

parenting a deaf/hard of hearing child.  The study will also involve Video Interaction 

Guidance (VIG).  As the parent of a deaf/hard of hearing child (DHH) I would like to 

offer you the opportunity to participate in a Video Interaction Guidance intervention 

(VIG).  Whether or not you participate is your choice.  If you do not wish to partake, you 

do not have to give a reason.  If you do want to take part now, but change your mind at a 

later date, you can withdraw from the study at any time, without reason.  You can request 

to withdraw any information gathered by the researcher up to one month after the final 

interview following the intervention. 

 

If you agree to participate in this study you will be asked to sign a Consent Form.  You 

will be given a copy of both the Participant Information Sheet and the Consent Form to 

keep. 

 

What is the purpose of this study? 

The aim of this study is to explore the use of use Video Interaction Guidance (VIG) with 

hearing parents of deaf/hard of hearing children.  It will aim to assess whether a VIG 

intervention can reduce parental stress, increase parental self-efficacy and influence 

hearing parent and deaf/hard of hearing child interactions.  It will also explore the 

experience of participating in a VIG intervention and the experiences of parenting a 

deaf/hard of hearing child. 

 

http://www.psych.qub.ac.uk/
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What will my participation in the study involve? 

Before you would be asked to participate in the full study, a short mental health screening 

questionnaire would be completed, if this were to indicate any concerns you would be 

signposted to your GP or relevant helpline and you would not be asked to participate in 

the study. 

 

If you are asked to participate you will be asked some questions about your experiences 

of parenting a deaf child and to complete 2 short questionnaires, one assessing parental 

stress, one assessing parental self-efficacy.  VIG sessions would then involve a recording 

of you interacting with you child at home and review these recordings with you.  You 

would then be asked to complete the 2 questionnaires previously completed to determine 

if there are any changes since the VIG intervention commenced.  You would also be 

asked some questions about your experiences of participating in a VIG intervention. 

 

What is Video Interaction Guidance (VIG) and what does it involve? 

 

VIG is an intervention using recordings of interactions to produce positive changes 

towards a goal set by the individual.  VIGs ‘principles of attuned interaction and 

guidance’ form the basis of review sessions with clients and help to develop these attuned 

interactions to achieve goals (Kennedy, 2011).  A VIG intervention aims to enhance 

instinctive positive communication through identifying and developing the distinct and 

effective approach each individual adopts (Kennedy, 2011).  This is achieved by 

recording and reviewing a parent’s positive interactions with their child.  A goal is set by 

the client prior to commencing the recording.  Video clips for review are selected by a 

trained guider to capture moments of effective communication which support the goal of 

the intervention.  These clips are then reviewed with the client who is encouraged to 

reflect on the positive interactions in order to improve their relationships.  Guiders 

facilitate this process using respect and empowerment. 

 

The researcher will visit you at home 3 - 6 times, usually fortnightly, on a day and time 

which suits you best.  The researcher will work with you to enhance your interactions 

with your child.  A specific goal for the sessions will be established and reviewed over the 

course of the study.  These visits will involve recording interactions between you and 

your child.  Following the visit, the researcher will analyse the video clips at Queen’s 

University Belfast and will select short clips of interactions between you and your child.  

The next visit will be a shared review where the researcher will watch these short clips 

which display the excellent interactions.   

 

Following the final visit you will be asked to complete the same 2 brief questionnaires on 

parental stress and parental self efficacy, you completed before the first recording.  In 

addition there will be a short interview about your experiences of the VIG process. 

Are there any benefits/risks to participating in the study? 

No risks are anticipated during this study however you may feel slightly uncomfortable 

with some of the questions asked during the screening interview.  If this were to happen 

you can stop the interview at any time. 
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What about confidentiality? 

All information relating to you or your child will be anonymised and kept in line with 

current data protection legislation.  No personal or identifiable information will be 

published in the study.  All electronic data will be encrypted and stored on a secure laptop 

and completed questionnaires and will be stored in the research supervisor’s office in a 

locked filing cabinet on 3rd floor, room 03.529, School of Psychology, David Keir 

Building in Queen’s University Belfast.  All data will be kept for at least 5 years before 

being destroyed (QUB policy).  Only the researcher and the researcher’s supervisor will 

have access to the data.  A specialist VIG supervisor will be supervising the VIG 

intervention and will review the clips with the researcher.   

 

There is a remote possibility that due to the small sample size it may be possible to 

deduce the identity of participants however the researcher will use the utmost care to limit 

the possibility of this happening. 

What happens with the information gathered? 

All information gathered during the course of this study will be added to the existing 

literature on interventions for deaf/hard of hearing children of hearing parents.  A 

summary of the research will be provided to the charities involved in the recruitment of 

participants. 

What happens if I change my mind? 

You can withdraw from this study at any time, without reason and without experiencing 

any repercussions.  If you participate in the full study and VIG intervention and wish to 

withdraw all your information you will be able to do this up to one month after the final 

interview.  One month after the final interview the data will be transcribed, anonymised 

and analysed therefore it would not be possible to remove individual data.  If you 

withdraw from the study and request for your information to be removed within the one 

month time frame, all data will be destroyed and not included in the research write up.  

The email addresses and contact numbers for the researcher and also the researcher’s 

supervisor are provided below, in the event you wish to discuss withdrawing from the 

study.    

What if I need more information or if I have concerns? 

 

If you would like further information or have any questions, please feel free to ask me or 

if at a later stage, please do not hesitate to contact me on Srobinson43@qub.ac.uk 

or 07739280337. Alternatively, you can contact my supervisor Maria McAleese 

Maria.mcaleese@qub.ac.uk or 02890974384. 

 

 

Thank You! 

 

  

mailto:Srobinson43@qub.ac.uk
mailto:Maria.mcaleese@qub.ac.uk
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Appendix 13 Letter to Charities 

 

 
 

 

Doctorate in Educational,  
Child & Adolescent Psychology  

School of Psychology  
Queen’s University Belfast  

David Keir Building  
  Belfast  BT9 5BP  

Northern Ireland  
Tel: 028 9097 4109  
Fax: 028 9097 4222  
www.psych.qub.ac.uk  

 

 

Dear  

 

My name is Susannah Robinson and I am a trainee Educational Psychologist.  I am 

currently undertaking research as part of my Doctorate in Educational, Child and 

Adolescent Psychology in Queen’s University Belfast entitled ‘Exploring the use of 

Video Interactive Guidance with deaf/hard of hearing children with hearing parents’. 

 

This research aims to investigate what it is like to parent a deaf child and if using Video 

Interaction Guidance (VIG) is an effective intervention for improving parent-child 

interactions, reducing parental stress and self-efficacy.  This will involve video recording 

interactions between a parent and their deaf/hard of hearing child and reviewing selected 

video clips in a feedback session.  The researcher will meet with participants in their 

home at a time convenient to them for 3 – 6 sessions.  Participants will be asked to 

complete several short questionnaires and asked questions about their experiences of 

parenting a deaf/hard of hearing child and of undertaking a VIG intervention in an 

interview both before and after the intervention.  

 

All data gathered including video recordings, voice recordings, and consent forms will be 

stored securely and in line with current data protection legislation.  All data will be for the 

purpose of this research study and will be kept confidential.   

 

I am writing to request the opportunity to meet with your staff to provide an overview of 

the research and discuss giving an ‘expression of interest’ form to your members on my 

behalf.  If you have any questions or require further information please contact me on 

07739280337 or srobinson43@qub.ac.uk or you can contact the research supervisor 

Maria McAleese on maria.mcaleese@qub.ac.uk.  

 

 

Yours sincerely, 

 

 

http://www.psych.qub.ac.uk/
mailto:srobinson43@qub.ac.uk
mailto:maria.mcaleese@qub.ac.uk
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________________________________________________   

Susannah Robinson 

Trainee Educational Psychologist 
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Appendix 14 Expression of Interest Form 

 

 

Doctorate in Educational,  
Child & Adolescent Psychology  

School of Psychology  
Queen’s University Belfast  

David Keir Building  
  Belfast  BT9 5BP  

Northern Ireland  
Tel: 028 9097 4109  
Fax: 028 9097 4222  
www.psych.qub.ac.uk  

 

 

Participant Information and Expression of Interest Form 

 

My name is Susannah Robinson and I am a trainee Educational Psychologist.  I am 

interested in the experiences of parents with deaf/hard of hearing children.  

 

Research suggests deafness can impact on the relationship between a hearing parent and 

deaf/hard of hearing child.  The aim of this research is to explore parental experience of 

this and see how Video Interaction Guidance might be used with deaf/hard of hearing 

children. 

 

If you would like further information or have any questions, please feel free to ask me or 

if at a later stage, please do not hesitate to contact me on Srobinson43@qub.ac.uk 

or 07739280337. Alternatively, you can contact my supervisor Maria McAleese 

Maria.mcaleese@qub.ac.uk or 02890974384. 

 

Thank you for taking time to complete this information sheet.  All information contained 

on this sheet will be kept confidential. 

 

Name: _________________________________________________________ 

 

Relationship to child:  Mother   Father 

 

Information about child 

How old is your deaf/hard of hearing child: 

Does your child have any siblings: 

What is your child’s level of hearing loss:  mild moderate     severe   profound 

 

 

I ___________________________________________ (name of parent) consent to 

provide the researcher, Susannah Robinson, to make contact and discuss participation in 

this research. 

 

 

http://www.psych.qub.ac.uk/
mailto:Srobinson43@qub.ac.uk
mailto:Maria.mcaleese@qub.ac.uk
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Contact number of Parent: 

___________________________________________________ 

 

Email address of parent: 

_____________________________________________________ 
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Appendix 15 Debriefing Sheet 

 
 

Doctorate in Educational,  
Child & Adolescent Psychology  

School of Psychology  
Queen’s University Belfast  

David Keir Building  
Belfast  BT9 5BP  
Northern Ireland  

Tel: 028 9097 4109  
Fax: 028 9097 4222  
www.psych.qub.ac.uk  

 

 

Debrief Sheet for Participants 

 

Dear Participant 

 

Thank you for your participation in my research study.   

 

Should any of the interviews or VIG sessions elicit difficult emotions please inform me.   

Below are a list of support agencies you may wish to contact for support. 

 

National Deaf Children’s Society 

0808 800 8880 

 

Parenting NI 

0808 8010 722 

 

Lifeline 

0808 808 8000 

 

The Samaritans 

116 123 

 

As you have previously been informed all data (including video and audio recordings, 

transcribed interviews and consent forms) collected during this research will be 

anonymised and stored securely either in a locked filing cabinet or encrypted and stored 

on a password protected computer.  All data will be stored in the research supervisor’s 

office on the third floor of the David Keir Building, QUB, School of Psychology, Room 

03.529.  You can withdraw from the study at any time.  You can withdraw any 

information you have provided from the study up to one month after the final interview at 

which point your data will have been transcribed, anonymised and analysed and I will be 

unable to remove individual data. 

 

http://www.psych.qub.ac.uk/
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If you have any additional questions or concerns please do not hesitate to contact me on 

07739280337 or srobinson43@qub.ac.uk, or alternatively my research supervisor Maria 

McAleese maria.mcaleese@qub.ac.uk or 028 90974384.  

 

Yours sincerely, 

 

_________________________________________ 

Susannah Robinson 

Trainee Educational Psychologist 

 

mailto:srobinson43@qub.ac.uk
mailto:maria.mcaleese@qub.ac.uk
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Appendix 16 TOPSE 
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Appendix 17 Post VIG Semi Structured Interview Questions 

  

 Thank you so much for agreeing to take part in this interview. Let’s go over the 

information on the research form and clarify the confidentiality, and its 

exceptions. Let’s revisit your right to withdraw at any time during this 

interview. 

 I will signpost you to any services which you may wish to contact should you wish 

to access further support. I will audio tape this interview as previously stated 

and the data will not contain any identifying information when it is written up. 

It will be stored according to current data protection legislation. 

Have you any questions before we start? 

Ok then I’ll begin.  

 

1. What has it been like participating in the intervention?  

2. Has your view of your relationship changed over the course of this 

intervention?  

3. From your point of view was there anything that could have been done 

differently to make participating in the intervention easier for you?  

4. What were your favourite moments during the intervention?  

5. Was there anything you saw that you were surprised by?  

6. Has this intervention had any influence on your approach to parenting?  

7. What advice would you give me for using this intervention with other 

families?  

8. What were the benefits/best things about VIG? 

9. What was not so helpful about VIG? 

Thank you so much for taking part. I will now offer some debriefing information. 
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Appendix 18 Attuned Interactions recording pro forma  

 
 02:00 02:10 02:20 02:30 02:40 02:50 05:00 05:10 05:20 05:30 05:40 05:50 07:00 07:10 07:20 07:30 07:40 07:50  

Being attentive  

Looking interested with 

friendly posture 

                  

Giving time & space for 

other 

                  

Turning towards 

 

                  

Wondering about what 

they are 

doing/thinking/feeling 

                  

Enjoying watching the 

other  

                  

Encouraging initiatives   

Waiting 

 

                  

Listening actively 
 

                  

Showing emotional 

warmth through 

intonation 

                  

Naming positively what 

you see, think, feel 

                  

Using friendly &/or 

playful intonation 

                  

Saying what you are 

doing 

 

                  

Looking for initiatives  
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Receiving initiatives   

Showing you have 

heard, noticed other’s 

initiative 

                  

Receiving with body 

language 

                  

Being playful &/or 

friendly  

                  

Return eye contact, 

smiling nodding in 

response  

                  

Receiving what the 

other is saying/doing 
with words 

                  

Repeating/using the 

other’s words/phrases 

                  

Developing attuned 

interactions  

 

Receiving and the 

responding 

                  

Checking the other is 

understanding you 

                  

Waiting attentively for 

your turn 

                  

Having fun 

 

                  

Giving a second (& 

further) turn on same 

topic 

                  

Giving & taking short 

turns 

 

                  

Contributing to 
interaction/activity 
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equally 

Co-operating (helping  

each other) 

                  

Guiding  

Scaffolding                   

Extending, building on 

the other’s response 

                  

Judging amount of 

support required & 

adjusting 

                  

Giving information 

when needed 

                  

Providing help when 

necessary 

                  

Offering choices that the 

other can understand 

                  

Making suggestions that 

the other can follow 

                  

Deepening discussion  

Supporting goal-setting 

 

                  

Sharing viewpoints 

 

                  

Collaborative discussion 
& problem-solving 

                  

Naming difference of 

opinion 

                  

Investigating the 

intentions behind words 

                  

Naming 

contradictions/conflicts  

                  

Reaching new shared 

understandings 

                  

Managing conflict                    
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Discordant 

Interactions 

                  

Missed Initiative                   

Misattuned response                   
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Appendix 19 Screening Questionnaire 

 

 

 Beck Depression 

Inventory Score 

Description 

Rachel 7 Mild 

Sarah 0 Mild 

Elizabeth 0 Mild 

 

All participants’ scores were within the ‘mild’ range for symptoms of depression on 

the BDI-II and therefore eligible to participate in the study. 
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Appendix 20   Inter-rater Agreement 

 

 

                                                                                              Rachel                                                                  Sarah                                                                 Elizabeth 

 Cycle 1 – 

Rater 1 

Cycle 

1 – 

Rater 

2 

Agree

ment 

Cycle 

3 – 

Rater 

1 

Cycle 

3 – 

Rater 

2 

Agree

ment 

Cycle 

1 – 

Rater 

1 

Cycle 

1 – 

Rater 

2 

Agree

ment 

Cycle 

3 – 

Rater 

1 

Cycle 

3 – 

Rater 

2 

Agree

ment 

Cycle 

1 – 

Rater 

1 

Cycle 

1 – 

Rater 

2 

Agree

ment 

Cycle 

3 – 

Rater 

1 

Cycle 

3 – 

Rater 

2 

Agree

ment 

Being Attentive 68 68 1 78 77 0 78 78 1 75 75 1 62 62 1 75 75 1 

Encouraging 

initiatives 

69 69 1 88 88 1 72 72 1 68 68 1 56 56 1 68 68 1 

Receiving Initiatives 91 91 1 96 96 1 86 86 1 90 90 1 67 67 1 90 90 1 

Developing Attuned 

Interactions 

64 65 0 104 104 1 64 64 1 86 86 1 39 39 1 86 86 1 

Guiding 22 21 0 34 33 0 17 16 0 30 30 1 42 41 0 30 30 1 

Deepening Discussion 0 0 1 0 0 1 0 0 1 0 0 1 0 0 1 0 0 1 

Missed Initiative 6 6 1 0 0 1 2 2 1 3 3 1 10 11 0 0 0 1 

Misattuned Response 3 3 1 0 0 1 1 1 1 0 0 1 3 3 1 0 0 1 

Total agreement   6/8   6/8   7/8   8/8   6/8   8/8 

 41/48 = .854 

x 100 = 85.4% 

 Overall 

percentage 

agreement  

 

85.4

% 
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Appendix 21 Common Themes 

 

Rachel 

 

 

 

 

 

 

 

 

Figure 20. Thematic map for Rachel 

Process of VIG 

The theme of the process of VIG is concerned with Rachel’s experience of participating in 

VIG and how she felt about specific aspects of VIG.  This theme was further divided into 

four subthemes of positive experience; watching clips is beneficial; reflecting difficult; and 

apprehensive about process.  

Positive experience.  The subtheme of VIG being a ‘positive experience’ was evident 

throughout Rachel’s narrative: 

“It was something different, it’s, it was nice to do though, I’m glad they did get me to 

do it emm because I’ve enjoyed watching all the wee videos back…” 

Rachel reported that participating in VIG “…definitely benefitted us…”.  Despite her initial 

apprehension and testament to her overall positive reflections of the VIG process, Rachel 

reported she would recommend for anyone to participate in VIG. 

Process 
of VIG

reflecting 
difficult

apprehensive 
about 

process

watching 
clips is 

beneficial

positive 
experience

Outcomes 
of VIG

Change in 
relationship

Increased 
confidence 

and 
patience

reclaiming 
maternal 
efficacy
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“To be honest I don’t think you need to change anything it’s all really good and it’s 

for anybody that did it, it’s all really positive, it’s nice to see with the feedback you 

know, so I wouldn’t change it no.”  

 

Apprehensive about the process.  Recording and reviewing clips of positive interactions 

between a dyad is the core aspect of VIG.  Despite reassurance from the researcher about the 

positive nature of the clips, a subtheme of ‘apprehensive about the process’ was identified: 

“Just seeing yourself on video and everything else I was just like ugh… I hate my 

voice there or whatever (laughs)” 

In addition to feeling apprehensive about watching herself on recordings, Rachel also found 

the thought of focusing on herself and her interactions with her daughter to be ‘worrying’: 

“I really worried cause now it was all about me but I think it was still good to have 

done” 

This suggests that Rachel’s concerns about reviewing the clips may be related to more than 

just dislike of watching herself on camera. 

 

Reflecting difficult.  The shared review process of micro-analysing the clips was difficult for 

Rachel: 

…”it was very easy it’s not difficult it’s just the questions are a wee bit difficult just 

for me (laughs)… Just trying to think about like how to answer these things… you’re 

able just to talk it out with me and it’s fine but it’s not difficult it’s fine.” 

The process of reflecting on her own interactions and her daughter’s perspective in the 

interaction required adaptation of the questions however, Rachel acknowledged that “some 

people are better at things like that”.  Rachel’s reflections highlight the importance for the 

VIG guider to support parents in the process of shared reviews.  Rachel also recognised that 
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while she may initially feel unable to reflect on the clips of interactions, when she engaged in 

discussion with the researcher she was able to answer the questions and analyse the clips. 

“…you’re able just to talk it out with me and it’s fine” 

Despite her apprehension and dislike of watching herself on clips, Rachel still reported VIG 

to be a positive experience and was glad to have participated. 

 

Watching clips is beneficial.  Despite Rachel’s apprehension of watching herself on film, 

watching videos back was also a highlight of the VIG process for Rachel. 

“Just watching the videos back…Yeah seeing her wee face and seeing the way she 

makes me smile and all” 

It appears that the experience of ‘seeing’ through the clips was a significant moment for 

Rachel.  She was able to witness her daughter’s responses to interactions, as well as her own 

responses to her daughter. 

“Just that it probably that it was being videoed so then you do watch it back and then 

you were able to see everything a bit clearer cause you think you’re doing ok but then 

you’re actually like oh I’m actually doing better than I thought I was” 

For Rachel it “ was just nice to see that”, their interactions on the clips, were better than she 

expected. 

“…we were able to watch it and be like oh yeah no that was good we are 

communicating when we were playing and then it was all actually ok…” 

Seeing these interactions on the clips also enabled Rachel to see that she and Isla were 

communicating well during play.  This would be an important area of development for 

parents of DHH children as they may tend to focus on structured learning situations to 

develop their child’s communication skills.  This showed Rachel she could facilitate Isla’s 

speech and language during play activities as well. 
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Theme 2: Outcomes of VIG 

This theme related to what Rachel perceived to have be a consequence of participating in 

VIG and what she felt she gained as a result.  Three subthemes were identified: increased 

confidence and patience; reclaiming maternal efficacy; and change in relationship. 

 

Increased confidence and patience.  Rachel’s goal for the intervention was to develop her 

patience and confidence in helping her daughter to develop speech, language and 

communication skills.  Through watching the clips she was able to ‘see’ her patience: 

“…Probably my patience (laughs) its nice to realise that I probably feel like I’m not 

giving her enough time to speak but whenever you watch it back you realise no you 

are and she’s answering you back and it’s not like you’re jumping the gun and getting 

ahead of her, you know she’s doing it” 

‘Seeing’ appeared to be the catalyst for change in Sarah’s perceived patience in 

communicating with her daughter, which in turn may have impacted on her confidence: 

“…the same with the patience thing and having a bit of confidence that you’re doing 

it right…” 

Through the process of VIG Rachel recognised that she developed confidence in her ability to 

have attuned interactions with her daughter.  The video enable her to realise that she is ‘doing 

it right’.  This may in turn influence the level of stress Rachel experiences as a mother of a 

DHH child who is due to undergo CI surgery in a matter of weeks.  Rachel also 

acknowledged that it was:  

“nice for her to know she’s able to communicate with me” 
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This was directly related to Rachel’s VIG goal.  This suggests that seeing that her daughter is 

able to communicate well with her resulted in Rachel feeling more confident about her ability 

to facilitate Isla’s communication. 

 

Reclaiming maternal efficacy.  Throughout her interview Rachel referred to her change in 

perspective regarding her communication, and interaction skills.  Seeing the clips enabled 

Rachel to challenge her negative perceptions of self: 

“I’ve enjoyed watching all the wee videos back and really seeing that I’m not too bad 

(laughs)” 

“…then you do watch it back and then you were able to see everything a bit clearer 

cause you think you’re doing ok but then you’re actually like oh I’m actually doing 

better than I thought I was” 

VIG enabled Rachel to ‘see’ evidence that she had attuned interactions with her daughter and 

supported her communication skills development.  The process of reflection, although 

initially a challenging experience for Rachel enabled her to reframe her negative perceptions 

and reclaim her maternal efficacy, that she is able to communicate appropriately with her 

daughter and vice-versa.   

“…it was just being terrible but it obviously wasn’t because you were able to pick 

some things out of it and we were able to watch it and be like oh yeah no that was 

good we are communicating when we were playing and then it was all actually ok 

(laughs)” 

Parental efficacy is an important facet for parents of DHH children.  The continuous input 

from professionals, advising how best to communicate with their child, may result in parents 

feeling overwhelmed or under skilled to parent their DHH child. 
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Change in relationship.  Participating in VIG also appears to have had an impact on Rachel’s 

relationship with her daughter.  Seeing enjoyable mother-daughter interactions and how Isla 

makes her smile resulted in Rachel feeling proud: 

“Yeah seeing her wee face and seeing the way she makes me smile and all 

(laughs)…She makes me proud.” 

Rachel described how she could see herself ‘doing better than expected’ on clips 

“…you think you’re doing ok but then you’re actually like oh I’m actually doing 

better than I thought I was” 

The evidence of the ‘good’ of the relationship between Rachel and her daughter may have 

even improved the relationship. 

“I feel it’s probably got better…I think it’s just proved that it’s a good wee 

relationship we have that she’s able to talk away and I know what she means and it’s 

nice for her to know that she’s able to communicate with me” 

Rachel has become aware of her ‘good’ relationship with her daughter and Isla’s ability to 

communicate with her mother.  This is a significant reflection for Rachel as her VIG goal was 

to develop her own confidence in supporting her daughter to communicate.  
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Figure 25. Thematic map for Sarah 

 

Process of VIG 

The theme of the process of VIG considered Sarah’s experiences of participating in VIG and 

in particular the specific aspects of the process which she reflected on.  This theme is further 

divided into four subthemes of positive experience; watching clips is beneficial; reflecting 

difficult; and apprehensive about process.  

 

Positive experience.  This subtheme highlights the overall positive and enjoyable experience 

Sarah described from participating in VIG.  Sarah summarised that participating in VIG had 

been “fun” and that she “enjoyed it”.   

“To be honest I think it’s all been really good, it’s been a really positive experience, 

you know, everything that you’ve done and we’ve done together, it’s been spot on 

(laughs)” 

Sarah was unable to suggest any changes that could improve the experience  

“To be honest I think it’s all been really good… You I wouldn’t say oh I wish we done 

this or I wish we done that, it’s all worked ok” 
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This appears to suggest that as a parent of a DHH child, Sarah found the experience to be 

beneficial.  Sarah’s overall experience of participating in VIG was “positive” despite initial 

apprehension at being involved in filming clips: 

“But now we have come out the other end I’m positive, I’ve enjoyed it…”  

As VIG progressed Sarah became accustomed to the process and even began to eagerly 

anticipate the next clips. 

“…as it went on you were, oh they’re lovely can’t wait to see the next one, you 

know…” 

Sarah’s overall enjoyment of the experience appears to have been influenced by the amount 

of fun she observed during the shared reviews. 

 “…how much fun we have in, in all of the clips, you know it’s like yeah that’s nice 

you know…” 

Sarah was also keen to share how positive her experience of VIG had been with her husband. 

“I’m always saying to her daddy, awk and you want to see what she done and wait till 

you hear…, you know, I’m just rambling about it…” 

 

Apprehensive about watching clips.  Sarah was honest about her apprehension towards the 

VIG process and described herself as: 

“A bit wary, I was wary at the start to be fair” 

The thought of watching herself on video caused Sarah to feel apprehensive about 

participating in VIG. 

“Watching- Yeah you know. just that, watching yourself back, even though I didn’t 

have to watch it back, you know, very much…” 

However, it appeared that the lack of control over, and the unknown attributes of VIG were 

of greatest concern to Sarah. 
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“… it’s just not knowing, sort of what’s going to be recorded…”  

“It’s the unknown, you just don’t know until you do it.” 

It appears that Sarah’s concern was greater than a dislike of watching herself on camera but 

related to the content of these recordings, specifically how she interacted and communicated 

with her daughter. 

“you know, sometimes you [Sarah] were, ‘oh I don’t want to see it, what’s it going to 

be’…” 

“…look what I’ve said, you know, or hear me, you know…” 

Sarah’s goal for VIG was to notice all the positive aspects of her communication with Freya.  

Sarah indicated that professionals involved with Freya had taught her about deaf awareness 

and the importance of communicating in a certain manner with her daughter.  Considerations 

such as getting Freya’s attention before speaking to her, ensuring Freya is able to ‘read’ her 

lips before speaking, ensuring there is minimal background noise to provide an optimal 

listening environment for Freya were always at the forefront of Sarah’s mind and she was 

unsure if she lived up to the expectations of good communication which had be highlighted 

as important for communicating with a DHH child.  It appears that Sarah was apprehensive 

about being ‘judged’ that she was “failing” in her communication and interaction with her 

daughter. 

“Yeah! Cause you’re like, oh what if I am totally failing and don’t do anything that I 

should do, you know, yeah…” 

It is possible that Sarah’s fear of being judged initially prevented her from fully embracing 

the VIG process. 

“…once I got over the initial it’s not going to be, ‘now you don’t do this right and you 

should do this and you shouldn’t do that and here’s what you’ve done wrong’ you 
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know, (laughs)… and we started to see clips of nice things, then that has been like, 

aww that’s really nice, I’ve enjoyed all of that” 

Once Sarah understood the process of shared reviews and fully accepted the positive nature 

of VIG, then she was able to start enjoying the experience.  The importance of addressing any 

concerns and reassuring parents during VIG was evident in Sarah’s narrative. 

“And you know you did reassure me and that’s why we did continued to go on to do 

it” 

This also highlights the importance of developing a trusting relationship between the VIG 

guider and parent, in order to prevent parents feeling judged and facilitate open and honest 

discussions for learning. 

 

Watching the clips is enjoyable. Sarah specifically identified watching the video clips as one 

of the most enjoyable aspects of the experience:  

“…to see clips of nice things then that has been like, aww that’s really nice, I’ve 

enjoyed all of that each time” 

“They’re all positive clips.  That was nice…” 

This suggests that the positive nature of the clips, which form the basis of VIG, influenced 

the overall enjoyment of the VIG experience.    As highlighted in the previous subtheme of 

‘positive experience’ it appears that watching the clips and “…just seeing the fun that we 

have together…” contributed to the positive reflection of the experience. 

“Seeing, yeah, or just seeing the way the clip finished and that sense of awk 

[daughter’s] wee face, you know, just happy and you’re like aww that’s really nice or 

her laughing or something it was nice” 
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The “first time watching each clip back” was Sarah’s highlight of participating in VIG.  For 

Sarah, the benefit of watching the clips was having the opportunity to seeing clips of herself 

and her daughter interacting. 

“benefits, now let me see, is having the actually VIG itself seeing the recordings, you 

know, having them taken, because you would never have them, you would never sit 

and do that “ 

This also enabled her to realise their communication was positive. 

“…to see that and think that, you know, maybe we do have a good sort of wee way of 

communicating together” 

Seeing the good communication between herself and Freya was Sarah’s VIG goal.  This 

would be beneficial for any parents of a DHH child who may not be aware of their attuned 

interactions or positive communication strategies with their child. 

 

Opportunity for reflection.  The opportunity to reflect on her interactions with Freya, was a 

beneficial aspect of the VIG experience for Sarah.  This was a new experience for Sarah as 

VIG facilitated the opportunity firstly to have a recording of her with her daughter and then to 

discuss the interactions. 

“You just don’t really do that and it’s having that opportunity where it’s done and 

then you’re sort of going back over it and discussing it, you know, its something that 

you wouldn’t really do” 

The process of shared reviews, reviewing and then discussing each short clip appeared to aid 

Sarah’s ability to reflect about her communication and interaction with her daughter.  

“…it’s only whenever you take part in this, that you see the recordings and you break 

them all down, that you think, ‘oh yeah we do, do that’, maybe more than what I think 
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I’ve done that… It’s nice to see that and think that, you know, maybe we do have a 

good sort of wee way of communicating together” 

Sarah suggests that this may have had a positive impact on her perception of her attuned 

interactions with Freya.  

 

Outcomes of VIG 

This theme is concerned with what Sarah ‘got out’ of participating in VIG.  Three subthemes 

were identified: increased confidence; a change in relationship; and reclaiming maternal 

efficacy. 

 

Increased awareness of positive interactions.  It was apparent that over the course of VIG 

that ‘seeing’ the positive interactions with her daughter allowed Sarah to recognise she does 

communicate and interact well with her daughter.    

“It’s nice to see that and think that, you know, maybe we do have a good sort of wee 

way of communicating together” 

She acknowledged that the clips had enabled her to view her interactions from a more 

positive perspective. 

“I think we interact better together, maybe more than I initially thought” 

Analysing the clips also enable Sarah to see her attunement with Freya. 

“You know, and you’ve pointed it out but she’s knows you’re there because whenever 

something does happen, you know, she looks up, so she’s knows where you’re at, you 

know, so that there has been good, sorta to make me more aware and give me more 

confidence, that maybe she does know I’m there and I’m here if something happens 

and shell come to me when she knows I’m here” 
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This is particularly important for Sarah as a parent of a DHH child.  Sarah was able to see 

that Freya is aware of her presence even when she is not looking at her.  Parents of hearing 

children may rely more on speech to make their child aware of their presence or expect their 

child to speak or make sounds to communicate with them.  Sarah was able to see that 

although she was not speaking Freya knew she was in the room and was able to connect with 

Sarah when she required support or comfort. 

 

Change in relationship.  Sarah’s increased maternal efficacy appeared to influence a change 

in thinking about her relationship with Freya. 

“I think we interact better together, maybe more than I initially thought” 

A positive change in thinking about the way in which the dyad interact was illustrated by 

Sarah’s comment: 

“It’s nice to see that and think that, you know, maybe we do have a good sort of wee 

way of communicating together…” 

In fulfilment of the goal Sarah set for VIG, this change in thinking about her relationship with 

her daughter and watching clips appears to have enabled her to notice the instances of 

positive communication.  In addition to developing her own confidence and seeing the fun 

they have interacting together, VIG may also have influenced her thinking about their 

relationship: 

“…just seeing the fun that we have together and knowing that it’s making her 

confident and giving her, you know… wee skills that she can, you know, use and 

develop…” 

Sarah recognised that she is able to help her daughter develop skills through their attuned 

interactions. 
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Reclaiming maternal efficacy.  Sarah’s thoughts about herself as a parent appeared to change 

as a result of participating in VIG: 

“…it’s only whenever you take part in this, that you see the recordings and you break 

them all down, that you think, oh yeah we do, do that maybe more than what I think 

I’ve done that… It’s nice to see that and think that, you know, maybe we do have a 

good sort of wee way of communicating together” 

Participating in VIG and ‘seeing’ her own behaviours and interactions appears to have 

challenged Sarah’s negative perspective of herself and her interactions: 

“…I feel like it’s made me more confident maybe in me…” 

Confidence in their ability to parent is extremely important for parents of DHH children who 

may feel out of their depth or overwhelmed with the level of support their child requires with 

their development.  VIG also appeared to reduce negative self-judgement: 

“…you focus on, ‘Oh I don’t do this and I should do that and I’m not doing that for 

her’ and maybe don’t be aware that you are doing maybe things that’s, that’s good 

for her too…” 

“…less likely to be sorta saying, ‘oh I don’t do this and don’t do that and I should do 

this’, you know, it’s just…But you can say, you know what, I do nice things too with 

her…I’m not so sore on myself” 

Both of these quotes suggest that VIG also helped Sarah to reframe her thoughts towards a 

more accepting attitude of herself and her interactions.  This is in keeping with the VIG 

values of ‘everyone is doing the best they can given their circumstances’ and thinking about 

‘good enough’ parenting rather than a perfectionistic attitude.  Sarah appeared to perceive 

that her interactions with her daughter may be ‘wrong’ or ‘not good enough’ prior to 

participating in VIG.  Participating in VIG appears to have enabled Sarah to reclaim her sense 
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of maternal efficacy, that she demonstrates good communication and has attuned interactions 

with her daughter. 
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Figure 27. Thematic maps for Elizabeth 

 

Process of VIG.  Within this theme four subthemes were developed for Elizabeth’s 

experience of VIG: positive experience; watching clips; opportunity for reflection; and 

commitment to process. 

 

Positive experience. Elizabeth reported that initially VIG: 

“…was something I’d never heard of, so I was kind of curious…”  

Participating in VIG was a positive and worthwhile experience for Elizabeth: 

“Overall I think it’s been good, it’s been worthwhile” 
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She could not identify anything that could improve the process or ease of participating in 

VIG 

“…I don’t think so no, no, I don’t think so no, it is what it is, it’s just repeating 

watching videos and improving so no I don’t think so” 

This appears to indicate that Elizabeth felt VIG was appropriate for herself and her daughter 

and did not significantly inconvenience the family during the process.  Testament to 

reflecting that VIG was a positive and worthwhile intervention, Elizabeth stated she would 

recommend VIG to others. 

“…I’d encourage families to do it…” 

Elizabeth’s statement may indicate that she feels VIG is an appropriate and helpful 

intervention for families of DHH children. 

 

Watching clips.  This subtheme is further divided into two contrasting subtheme of watching 

clips is beneficial and dislike watching self.  They further illustrate Elizabeth’s experience of 

participating in VIG. 

Watching clips is beneficial.  Watching the clips during shared reviews enabled Elizabeth to 

‘see’ the attuned interactions with her daughter. 

“…it’s been a benefit, in that, it actually shows you doing things… that you didn’t 

realise you were doing” 

This also enabled her to notice aspects of the interactions that she was unaware of such as 

how her daughter responded. 

“and the reward of them, the response of them to it, that’s nice to see as well, again it 

happens so quickly sometimes you forget” 
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Elizabeth highlighted that she might ‘forget’ about specific aspects interactions with her 

daughter due to the speed and dynamic nature of the interactions.  Watching clips enabled 

Elizabeth to see the intricacies of the interactions in ‘slow-motion’. 

“…probably just seeing like everything in slow motion there, seeing like she picks up 

on small things” 

Elizabeth also noted that watching the clips was one of her favourite memories from VIG, 

specifically seeing her daughter having fun was a highlight. 

“Just a couple of wee clips from the video…, just wee moments like the giggle there at 

the end and all” 

“so it’s nice just to see the more natural, fun things” 

Watching clips also proved to be beneficial for Elizabeth by allowing her to see the practical 

application of strategies suggested by professionals. 

“That it actually does work… The professionals aren’t making it up… Do you know 

what I mean? So just that they do pick up on all those little small things, so it’s more 

about those little small things, not more about them but they are as important as 

bigger things I suppose…” 

This is of importance to this group as parents are provided with advice from professionals but 

may not understand the benefit of implementing the strategies with their DHH child until they 

can witness the effects. 

 

Dislike watching self.  Elizabeth frequently referred to her dislike of watching herself on the 

screen.   

“…you just don’t like watching yourself…” 

This was a common experience of all the VIG participants.  Prior to commencing VIG it is 

important to consider that some parents may feel self-conscious about watching themselves 
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on video clips or may never have experienced this process before.  Elizabeth reported at times 

it was ‘uncomfortable’ to watch and analyse the interactions during the shared review 

process: 

“…nobody likes watching themselves and then you’re looking at it in slow motion 

(laughs) as well…”  

Elizabeth did acknowledge that “…although it’s uncomfortable, it’s productive” and she 

appeared to suggest that the benefits of participating in VIG outweighed the discomfort she 

experienced watching herself on video.  It appears that despite growing accustomed to 

watching herself on video, Elizabeth’s dislike of this aspect of VIG remained. 

“Yeah well you just get used to it, I’ve got used to you coming so, it’s still not nice 

watching yourself…” 

This was contrary to the other mothers’ experiences, who reported that they began to 

anticipate viewing the clips as a result of the positive interactions they observed on film.  

Elizabeth’s willingness to continue with the VIG intervention and to recommend others to 

participate suggest that she perceived the importance of developing attuned interactions with 

her daughter and achieving her goal as beneficial.  This also highlights the importance of the 

VIG guider reassuring parents and developing a trusting and honest relationship which 

enables parents to continue with the VIG process.  Elizabeth also indicated the need to be 

“open minded” in order gain the maximum benefit from VIG.   With openness and honesty 

are required for maximum benefit from a VIG intervention and trust between the VIG 

participant and VIG guider is also required. 

“I think there’s no point in just going through it, for the sake of doing it.  I think, you 

know, you want to get something out of it, emm, so I think if anyone is doing it again, 

you know, embrace it or don’t do it because you’re just wasting your time….” 
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Elizabeth did approve of meeting on a one-to-one basis for shared reviews stating “it’s 

definitely more comfortable” and “you wouldn’t get an honest answer” if others had been 

present. 

Opportunity for reflection.  It appears that a significant benefit of VIG is the opportunity for 

reflection: 

“…it does make you sit down and look at your own behaviours, actions or whatever 

you want to call it…” 

Elizabeth implies that participating in VIG created time and space for her to reflect and 

analyse her interactions with her daughter.  As a parent of a young child, particularly a DHH 

child, time for reflection on interactions may not be a priority for Elizabeth.  She is keen to 

highlight the benefits of using the opportunity 

“…you see your actions in real slow motion and you can see those things that you’re 

doing, that you’re told to do but you don’t even realise you’re doing them…”  

It is through the analysis of the clips that Elizabeth identifies aspects of interaction where she 

is excelling.  The opportunity for reflection afforded by VIG may be a unique experience for 

parents of DHH children.  Professionals are typically focused on training parents to facilitate 

skills development in their child but may not provide feedback for the parents. 

 

Commitment to process.  Elizabeth noted that future participants for VIG would need to 

‘embrace’ the process. 

“I think if anyone is doing it again, you know, embrace it or don’t do it because 

you’re just wasting your time” 

Elizabeth also indicated that she wanted to dedicate more time to the VIG process but felt 

restricted by her work commitments. 
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“I think it’s been tough for you to get my time because I’m in work a lot… from that 

perspective, it might have been easier, if I just had a bit more time for you” 

Elizabeth appeared to suggest that she would have like more time to focus on VIG and 

perhaps the learning she gained from each cycle.  It is important to consider the additional 

time pressures and appointments for DHH children when organising VIG appointments with 

this group. 

 

Outcomes of VIG.  Within this theme four subthemes were generated to illustrate 

Elizabeth’s perceived benefits of participating in VIG.  They are: change in relationship; 

inspiring confidence; reclaiming maternal efficacy; and dual benefit of videos. 

 

Relationship change.  This subtheme identified a shift in Elizabeth’s focus as a parent of a 

DHH child.  Parents of DHH child have additional pressures to develop their child’s speech, 

language and listening skills.  This can often result in parents focusing on maximising 

language learning opportunities rather than enhancing the parent-child relationship. 

“I actually feel a bit closer… I mean, I suppose not closer but (sighs) yes, it’s less 

about the practical stuff all the time… that kind of closer, so it’s less about the, yes 

I’m always here… I’m always looking after her, I’m always here, blah, blah, blah, all 

that there and you’re bathing her, and feeding her, and changing her, and go through 

all the motion stuff.. so it’s nice just to see the more natural, fun things… and I can be 

a fun mum” 

This suggests that VIG supported Elizabeth’s perceived change in relationship with her 

daughter.  Through the process of watching moments of positive interaction which were not 

necessarily moments of Elizabeth ‘teaching’ her daughter, Elizabeth was able to identify both 

her daughter’s and her own enjoyment in their interactions.  The focus has become more 
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about noticing the ‘fun’ and ‘natural’ interactions rather than the very practical aspects of 

parenting and reframing herself as a “fun mum” appeared to be important to Elizabeth. 

 

Greater awareness.  Elizabeth described becoming aware of positive interactions and 

communications with Laura: 

“…seeing things that I was doing, that I didn’t realise I was doing… But that are 

good and are things that I’ve been told to do”  

This awareness was further compounded by Elizabeth’s realisation that “…you’re doing so 

many things right that you don’t realise”.  Becoming aware that her daughter responds to 

every interaction and is aware of her mother’s attunement was a significant moment of 

realisation for Elizabeth: 

“…seeing like, everything in slow motion there, seeing like she picks up on small 

things…I suppose like the wee joke at the end and the turn taking, so I think just 

realising how you’re told all these things but then you see them in, like that, that in 

slow motion you can actually see…that it actually does work…” 

This revelation appeared to be significant for Elizabeth as she reflected that all the 

information and research she had been “bombarded with for the last 2 and a half years” was 

helpful and “…the professionals aren’t making it up…” but she had now become aware of 

this through watching clips.  Elizabeth also appeared to develop an awareness of how the 

most basic attuned interactions with her daughter help to develop her communication skills. 

“…So just that they do pick up on all those little small things, so it’s more about those 

little small things, not more about them but they are as important as bigger things I 

suppose…” 

This realisation is in keeping with the VIG principles of attuned interactions which purports 

that the most basic initiatives form the building blocks for more complex attuned interactions.  
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This is also significant for Elizabeth as it relates to her goal regarding communication and as 

a parent of a DHH child where developing those communication skills are of the utmost 

importance. 

 

Inspiring Confidence.  As a result of participating in VIG and gaining a greater awareness of 

her own interactions and communicative behaviours Elizabeth reflected that this inspired 

confidence: 

“…it is worthwhile doing, cause I mean, it does make you sit down and look at your 

own behaviours, actions or whatever you want to call it, and actually it gives you a 

confidence boost, cause a lot of the time you are doing the right things or good 

things…” 

The opportunity to reflect during shared reviews enabled Elizabeth to ‘see’ her positive 

communication: 

“…so it’s not that you’re doing something wrong necessarily, you’re just, you know, 

you’re doing so many things right, that you don’t realise…” 

This was of particular significance as Elizabeth’s goal for VIG was directly related to 

increasing her confidence in communicating with her daughter and ensuring this was good 

quality communication using strategies suggested by the professionals for DHH children. 

 

Reclaiming maternal efficacy.  Through VIG Elizabeth appears to have developed 

confidence and awareness of her interactions with Laura.  Elizabeth expressed “surprise” at 

the realisation she has applied recommendations from professionals for DHH children when 

interacting with her daughter: 

“…we were doing a lot of things, that we didn’t even realise we were doing and like 

even the turn taking, you don’t notice that you’re doing it, you kinda, cause I do talk 
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quite quickly and I’m prone to talking over people and so, but I actually do pause 

with her and I see how I change how I communicate when I’m with her, to sort of let 

her, so yeah, I was quite surprised that I actually do that…” 

From Elizabeth’s reflections it is evident that participating in VIG resulted in her becoming 

aware that her interactions with her daughter were ‘better than expected’.  It appears that 

Elizabeth developed self-efficacy in relation to her parenting and communication skills with 

her daughter.  This is particularly relevant given that her goal for VIG was to develop 

confidence in communicating with her daughter.  Elizabeth’s narrative gives the sense that 

she may have been overwhelmed at points in her journey of parenting a DHH child.  The 

level of input from professionals, whilst necessary and gratefully received may have 

detracted from Elizabeth’s parental efficacy and occupied the moments parents of hearing 

children typically reserve for fun experiences.  The reframing of herself as a “fun mum” 

appears to have been a pivotal point in the VIG process for Elizabeth which enabled her to 

reflect on her relationship and the role she plays for her daughter.   

“Yeah, I think so, I actually feel a bit closer… I mean, I suppose not closer but (sighs) 

yes, it’s less about the practical stuff all the time… that kind of closer, so it’s less 

about the, yes I’m always here… I’m always looking after her, I’m always here, blah, 

blah, blah, all that there and you’re bathing her, and feeding her, and changing her, 

and go through all the motion stuff.. so it’s nice just to see the more natural, fun 

things… and I can be a fun mum” 

Elizabeth appears to made significant gains in her own confidence with communication and 

interaction when she realised that she could support Laura’s development whilst having fun.  

“…just wee moments like the giggle there at the end and all…” Enjoyment for both Elizabeth 

and Laura appeared to bolster Elizabeth’s confidence in her ability to parent. 
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Dual benefit of videos.  VIG appeared to serve a dual purpose for Elizabeth with her 

individual goal for the VIG sessions and shared reviews but also in having a tangible record 

of her daughter’s communication skills: 

“…just to have some proper clips so I can show like her consultant,  look, look… she 

does speak …” 

Elizabeth was almost apologetic that she had benefitted from VIG, the original purpose for 

the recordings but also planned to use the clips for a secondary purpose. 

“But that will also be useful practically whenever she gets implanted and then we can 

see a before and after as well, sorry, I’m going to use your clips” 

“…capturing those videos has been good, from the work you want to do and what 

we’re getting out of that, it’s been good for me, but secondary” 

Elizabeth’s quote helps to highlight the importance of offering parents of DHH children a 

copy of the recordings used for shared reviews.  The parents may enjoy watching the clips in 

the future but the clips may also benefit professionals working alongside their DHH child.  

VIG practitioners should be mindful of this and offer a DVD of clips to parents of this 

population. 

 

4.10 Themes and subthemes common to all participants 

Process of VIG 

Positive experience.  A common subtheme across all participants was the positive nature of 

the VIG process.  As parents of DHH children who have significant pressures on their time 

and resources, it is important to consider the parents’ perspective of the experience.   

 

Apprehensive about the process.  All parents reported feeling discomfort at watching 

themselves on clips.  There was an initial concern about what the filming would capture and 
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if their parenting would be highlighted as inadequate or incorrect.  This appeared to reflect a 

fear of being judged about their communication with their child and was interesting due to 

their continuous and necessary involvement with professionals who offer advice on how to 

best communicate.  The apprehension was noted to dissipate after the first session when they 

fully realised the positive nature of VIG however Elizabeth reported the discomfort of 

watching herself remained. 

 

Watching videos beneficial.  For all participants watching videos of their interactions with 

their daughters was identified as a subtheme.  This process was concluded to be the favourite 

or most enjoyable aspect of VIG and the benefits included being able to ‘see’ the ‘better than 

expected’ interactions and having the videos recorded.  All participants also alluded to their 

initial dislike of watching themselves.  However, this subtheme appeared to be related to a 

fear of being judged regarding their interactions and communication with their child as 

opposed to just a dislike of seeing themselves on camera. 

 

Reflecting during sessions.  The opportunity for reflection and the time and space to consider 

their relationship with their child was another subtheme common across all parents.  Whilst 

all parents reported this to be a positive aspect of VIG, something they had never done 

before, Rachel also noted that for her, this process was initially difficult.   

 

Commitment to process.  Elizabeth reflected that future families would gain most benefit 

from VIG if they embraced the process.  She acknowledged that she was a working mother 

who had limited time to spent with her daughter and for appointments.  Elizabeth appeared to 

regret not being able to devote more time to VIG and was aware she had restricted time slots 

for participating. 
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Outcomes of VIG 

Change in relationship.  Participating in VIG was suggested to influence the relationship 

between all the mothers and their daughters.  Increased confidence and maternal efficacy as a 

result of watching and analysing themselves during VIG was reported by all mothers.  It is 

possible that this influenced how the mothers interacted with their child and viewed their 

relationships in a more positive light. 

 

Greater awareness.  All three parents identified communication related goals for VIG.  These 

ranged from developing their own patience and confidence in helping their child to develop 

communication skills to simply becoming aware of the instances of good communication.  As 

a result of participating in VIG, the parents all reported that seeing their interactions on 

camera resulted in a greater awareness that their communication strategies appropriate for 

DHH children and inline with recommendations from professionals.  Parents also became 

aware of their attuned interactions, how these were ‘better than expected’ and how their child 

responded positively to them. 

 

Increased confidence and/or patience.  This subtheme was identified with two parents and 

relevant to the goals the parents all set for VIG.  They reported that through watching their 

‘better than expected’ interactions this had allowed them to see that their interactions were 

‘not as bad’ as they thought.  VIG appeared to support parents to challenge their negative 

perceptions of their interactions and communication which in turn appears to have helped 

parents develop confidence.  Patience was noted by Rachel as part of her goal however, 

Elizabeth also commented on this in relation to turn taking and being aware of waiting for her 

daughter to take her own turn in the conversation. 
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Reclaiming maternal efficacy.  Parents of DHH children have additional responsibilities, 

pressures and experiences that are not typical of parenting a hearing child.  A multitude of 

professionals are engaged with a DHH child from identification of hearing loss and therefore 

the child and their parent are placed under scrutiny from the beginning of their relationship as 

mother and baby.  Parents are advised on the best ways to communicate with their child and 

prepared to use every opportunity to focus on teaching language and speech skills a hearing 

child would incidentally acquire.  From the parents’ narratives it was apparent that they 

‘feared’ the clips would capture them ‘getting it wrong’ while communicating with their 

child.  From the beginning it was evident that the parents were focused on communication as 

it became a feature of all three goals for VIG.  The reclaiming of their maternal efficacy was 

illustrated through quotes relating to increased confidence and trust in their own ability to 

parent.   

 

Dual benefit of videos.  This subtheme was identified in Elizabeth’s narrative and reported to 

the researcher anecdotally by all parents.  Parents all commented on the advantage of having 

a third party involved to record videos of their interactions.  This was viewed to be beneficial 

for sentimental reasons and provide a record of some lovely moments as the mothers all 

reported they are usually the one recording.  In addition the record of communication 

development was emphasised as a benefit as they could use the videos with their child’s 

professionals to guide further intervention in speech and language or CI assessment.  
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Appendix 22 Thematic Analysis Audit Trail  

 

An audit trail was created to demonstrate ‘confirmability’ of qualitative findings. 

 

A sample of the transcribed interview transcript for Rachel with initial codes is shown below. 

 

 
 

Similar codes along with quotes were then extracted and highlighted in various colours as the 

researcher considered the potential themes that could be identified for each parent.  Below is 

an extract of this process. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

An initial thematic map, a sample of which can be seen below, was then created for each 

parent with potential themes and subthemes. 



 290 

 

 
 

 

The initial thematic map for each parent was then reviewed, a sample of which can be seen 

below. 

 
The codes and quotes were organised into the new potential themes and reviewed. 
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Following consultation with a qualitative researcher the themes and subthemes were again 

further refined and a final thematic map drawn for each parent.   
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 Themes and subthemes were grouped and possible quotes for the write up were identified. 

 

 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 


